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Benefit  Plan  and  Trust 


MSMA  Benefit  Plan  and  Trust  is 
a superior  insurance  program  which 
fulfills  the  quality  of  coverage  and 
affordability  that  everyone  wants. 

Sponsored  by  the  Mississippi 
State  Medical  Association,  the 
MSMA  Benefit  Plan  and  Trust  offers 
life  and  health  benefits  to  physician 
members  of  MSMA,their  employees 
and  families. 


• $1,000,000  lifetime  benefits. 

• Life  Coverage  up  to  $50,000. 

• Broad  benefits  with  fair  and 
equitable  rates. 

• Management  by  and  for 
physicians. 

• Non-profit  and  administered 
at  lowest  possible  cost. 


For  Complete  Description  of  Benefits  Write: 

MSMA  Benefit  Plan  and  Trust 
P.O.Box  55509 
Jackson,  MS  39216 
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No  One  Is  More  lU  Than  A Patient 
Who  Tries  To  Hide  His  Illness  From  His  Doctor. 


You  know  it's  not  your 
everyday  patient  problem. 
Alcoholism  is  far  different 
from  most  other  diseases. 
Patients  try  to  hide  it  from 
you.  They  resist  treatment. 
They  deny  they  have  the 
disease  at  ah. 

Such  a complex  physical 
and  emotional  problem 
usually  recjuires  extensive 
evaluation.  And  interven- 


tion counseling  is  frequently 
needed. 

If  you  are  a specialist  in 
addiction  treatment,  you're 
equipped  to  deal  with  these 
problems.  If  not,  consider 
Brookwood  Recovery  Cen- 
ter as  your  specialist  and 
partner  in  the  treatment  of 
alcoholism  and  drug  abuse. 
We're  a specialized  facility 
staffed  to  serve  both  your 


patient  and  patient's  faniily. 
Our  nation^y  recognizea 
treatment  pro^ams  have 
given  us  one  of  the  best  re- 
covery rates  in  the  country. 
And  once  recovered,  your 
patients  and  their  farnilies 
return  to  being  the  kind  of 
patients  that  let  you  help 
them  once  again. 

For  further  information  on 
how  a Brookwood  Recovery 


Center  can  help  you  effec- 
tively treat  this  problem, 
cah  our  treatment  center  in 
Jackson  at  601/373-3355,  or 
1-800-237-2122  in  the  State 


of  Mississippi,  anytime, 
day  or  night. 


Brookwood 
RKOVEBi' Centers 


A health  carc  service  of 
American  Medical  International 


January  1985 


Dear  Doctor: 

Medicine  will  face  a number  of  issues  in  the  New  Year.  The  year  begins 
with  a special  session  of  the  MSMA  House  of  Delegates.  At  press  time,  final 
arrangements  were  being  made  for  the  January  12  meeting.  Delegates  have 
been  called  to  Jackson  to  consider  a Board  of  Trustees  report  addressing 
quality  and  cost  issues  concerning  the  profession. 


The  Board  of  Trustees  report  is  the  product  of  a 
special  committee  which  has  studied  quality  and  cost 
issues  for  several  months.  Next  month’s  issue  of  your 
journal  will  include  a report  on  the  Board's  recommendations 
and  the  actions  of  the  House  of  Delegates. 


The  regular  session  of  the  Mississippi  Legislature  gets  underway  January  8. 
Among  bills  pre-filed  for  introduction  is  the  Health  Services  Reorganization 
Act,  which  declares  the  objectives  of  decreasing  costs  by  increasing 
efficiency.  Specifically,  the  bill  proposes  to  create  the  Mississippi 
Department  of  Health  Care  Finance,  establish  new  divisions  within  the 
Department  of  Health,  abolish  certain  boards,  and  reconstitute  other  boards 
and  commissions.  One  goal  is  to  eliminate  duplication  of  functions.  This 
massive  bill  is  of  special  interest  to  the  profession,  and  your  journal 
and  "Blue  Sheet"  will  provide  updates  on  its  progress  through  the  legislative 
process . 

The  99th  Congress  will  examine  a number  of  health  issues,  including:  voucher 
systems  and  means  testing  for  Medicare;  physician  payment  under  Medicare; 
tax  caps  on  health  insurance  premiums;  and  federalization  of  the  Medicaid 
program.  These  issues  will  be  discussed  by  Congressman  Newt  Gingrich  (R-GA) , 
who  will  be  the  featured  speaker  at  the  March  1 banquet  which  marks  the 
beginning  of  MSMA's  1985  Health  Issues  Seminar.  Other  topics  scheduled 
for  discussion  during  the  March  2 session  are:  "How  the  AMA  Views  the 
Issues,"  "Practice  Management  and  Marketing  Health  Services,"  "The  Power  of 
Positive  Thinking  and  Motivation,"  "Alternate  Health  Care  Delivery  Systems," 
and  "Hospital  Medical  Staff  Relationships  in  a Competitive  Environment." 

MSMA  members  and  spouses  are  urged  to  plan  to  attend  this  important 
symposium. 


Sincerely, 


Patsy  Silver 
Managing  Editor 


PHYSICIANS,  A WEEKEND 
WITH  THE  RESERVE 
ISN'T  JUST  ANOTHER  DAY 
AT  THE  OmCE. 


It  s not  just  different  in  the  Army  Reserve, 
there  are  opportunities  to  explore  other 
phases  of  medicine,  to  add  knowledge,  and 
to  develop  important  administrative  skills. 
There  are  enough  different  needs  to  fill  right 
in  your  local  Army  Reserve  unit  to  make  a 
weekend  a month  exciting  and  rewarding. 

Explore  the  possibilities.  Call  our  officer 
counselor; 

USAR  AMEDD  Procurement 
1933  Montgomery  Highway 
Suite  140 

Birmingham,  AL  35209 
(205)  933-2131/2143 


ARMY  RESERVE.  BE  ALLYOU  CAN  BE. 
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Counsel  to  Authors 

The  Journal  welcomes  manuscripts  which 
should  be  submitted  to  the  Editors  at  735  River- 
side Drive,  Jackson,  MS  39216,  in  original  and 
at  least  one  duplicate  copy.  They  must  be 
typewritten  double  spaced  on  8'/2  by  11-inch 
white  paper.  Brief  manuscripts  (about  2,500 
words  or  8 pages)  will  be  given  preference 
over  longer  articles. 

The  author  is  responsible  for  all  statements 
made  in  his  work,  including  changes  made  by  the 
manuscript  editor.  Manuscripts  are  received 
with  the  understanding  that  they  are  not  under 
simultaneous  consideration  by  any  other  publi- 
cation and  have  not  been  previously  published. 
All  manuscripts  will  be  acknowledged,  and 
while  those  rejected  are  generally  returned  to  the 
author,  the  Journal  is  not  responsible  in  event 
of  loss.  Manuscripts  accepted  for  publication 
become  the  property  of  the  Journal  and  are 
copyrighted  by  the  association  when  published. 
They  may  not  be  published  elsewhere  without 
written  release  and  permission  from  both  the 
Journal  and  the  author. 

All  copy  must  be  double  spaced,  including 
legends,  footnotes,  and  references.  Generous 
margins  at  the  top,  bottom,  and  on  both  sides  of 
the  page  should  be  allowed.  Each  page  after  the 
title  page  should  be  consecutively  numbered  and 
carry  a running  head  identifying  the  paper  and 
author. 

Titles  should  be  short,  specific,  and  clear. 
Ordinarily,  a title  should  not  e.xceed  80  charac- 
ters, including  punctuation. 

References  should  be  limited  to  a maximum 
of  10.  If  there  are  more  than  10,  the  references 
will  be  omitted  and  a notation  made  to  write 
the  author  for  a complete  list.  Textbooks,  per- 
sonal communications,  and  unpublished  data 
may  not  be  cited  as  references.  References  must 
include  names  of  authors,  complete  title  cited, 
name  of  Journal  or  book  spelled  out  or  ab- 
breviated according  to  the  Index  Medicus,  vol- 
ume number,  first  and  last  page  numbers, 
month,  date  (if  published  more  frequently  than 
monthly),  and  year.  References  should  be  ar- 
ranged according  to  order  listed  in  the  text  and 
must  be  numbered  consecutively. 

Manuscripts  accepted  for  publication  are 
subject  to  copy  editing.  Authors  will  receive 
galley  proof  prior  to  publication.  Galley  proof  is 
only  for  correction  of  errors,  and  text  changes 


may  not  be  made.  The  galley  proof  should  be 
returned  by  the  author  within  48  hours  from 
receipt,  and  no  further  changes  may  be  made. 

Illustrations  consist  of  all  material  which  can- 
not be  set  into  type  such  as  photographs,  line 
drawings,  graphs,  charts,  and  tracings.  Illus- 
trations should  be  submitted  separately  from  text 
copy.  Figures  and  drawings  should  be  profes- 
sionally prepared  with  black  ink  on  white  paper. 
Photographs  should  be  of  high  resolution,  un- 
mounted, untrimmed,  glossy  prints.  Each  must 
be  clearly  identified.  No  charges  are  made  to 
authors  for  up  to  four  illustration  engravings. 
More  are  not  permitted  unless  voted  on  by  two 
editors  and  extra  costs  must  be  absorbed  by  the 
author. 

Illustrations  must  be  numbered  and  cited  in  the 
text.  Legends,  not  exceeding  40  words  and  pref- 
erably shorter,  must  accompany  each  illustra- 
tion, typed  double  spaced  on  separate  sheets. 
The  following  information  should  appear  on  a 
gummed  label  affixed  to  the  back  of  each  illus- 
tration; Figure  number,  manuscript  title,  au- 
thor’s name,  and  arrow  indicating  top  of  the 
illustration. 

In  photographs  in  which  there  is  any  possibil- 
ity of  personal  identification,  an  acceptable  legal 
release  must  accompany  the  material. 

A thesis  summary  of  75  to  100  words  must 
accompany  each  manuscript. 

Reprints  may  be  obtained  at  cost  plus  shipping 
charges  from  the  association  and  should  be  or- 
dered prior  to  publication.  The  Journal  re- 
serves the  right  to  decline  any  manuscript.  Au- 
thors should  avoid  placing  subheads  in  the  text, 
and  the  Editors  reserve  the  prerogative  of  writing 
and  inserting  subheads  according  to  Journal 
style.  — The  Editors. 

In  addition,  in  view  of  T/ie  Copyright  Revi- 
sion Act  of  1976,  effective  Jan.  1,  1978, 
transmittal  letters  to  the  editor  should  contain 
the  following  language:  “In  consideration  of 
the  Mississippi  State  Medical  Association’s 
taking  action  in  reviewing  and  editing  my 
submission,  the  author(s)  undersigned  hereby 
transfers,  assigns,  or  otherwise  conveys  all 
copyright  ownership  to  the  MSMA  in  the 
event  that  such  work  is  published  by  the 
MSMA.’’  We  regret  that  transmittal  letters 
not  containing  the  foregoing  language  signed 
by  all  authors  of  the  submission  will  necessi- 
tate delay  in  review  of  the  manuscript.  — The 
Editors. 
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Patient  Information 
About  Medicare  Law 


Jackson,  MS  - Posters  and  brochures  that  help 
physicians  explain  to  patients  why  they  have 
chosen  not  to  sign  a "participation”  agreement 
under  the  new  Medicare  provisions  are  still  available  from  the  MSMA.  The 
materials,  produced  by  the  AMA,  help  explain  changes  in  the  Medicare  law 
and  reassure  patients  that  their  physicians  desire  to  continue  providing 
quality  medical  care.  Please  allow  two  weeks  for  delivery. 


Child  Abuse  Huntsville,  AL  - The  Southern  Symposium  on 

Symposium  Set  Child  Sexual  Abuse  will  be  held  February  20-22 

at  the  Hilton  Hotel  in  Huntsville.  The 
program  is  sponsored  by  the  Madison  County  (Alabama)  Medical  Society  and 
the  Children's  Advocacy  Center,  among  others.  For  information,  contact 
Ms.  Leigh  Johnson,  Child  Advocacy  Unit,  District  Attorney's  Office, 

Madison  County  Courthouse,  Huntsville,  AL  35801. 


AMA  Will  Launch  Chicago,  IL  - A public  relations  campaign 

PR  Campaign  responding  to  public  concerns  about  health 

care  will  be  implemented  immediately, 
following  action  of  the  AMA  House  of  Delegates  at  its  recent  annual 
interim  meeting.  The  House  also  called  for  the  AMA  to  develop  a national 
Relative  Value  Schedule  and  voted  new  membership  benefits  and  reduced 
dues  for  states  which  have  unified  membership  policies. 


Symposium  on  Nutrition  Jackson,  MS  - A Medical  Symposium  on 

And  Chronic  Diseases  Nutrition  and  Chronic  Diseases  will  be 

held  Febrary  22-23  at  the  Holiday  Inn  North 
in  Jackson.  The  program  offers  a comprehensive  outline  of  nutrition 
related  diseases  and  includes  discussion  of  nutritional  strategies  to 
prevent  and  treat  cancer,  diabetes  and  arteriosclerotic  heart  disease. 
For  information,  contact  the  American  Cancer  Society,  362-8874. 


Purchasing  Plan  Jackson,  MS  - More  than  200  medical  clinics 

Begins  Operations  in  the  state  have  signed  up  for  the  group 

purchasing  program  which  goes  into  operation 
this  month  by  MSMA  Services,  Inc.  The  clinics,  representing  more  than 
500  MSMA  members,  will  realize  savings  on  medical  office  supplies 
through  the  program's  volume  purchasing.  For  Information  about  enrolling 
in  the  plan,  call  or  write  the  MSMA. 


Disability 
Income  Protection 

$30,000* 

Tax  Free  Each  Year  When  You  Are  Disabled 

• Broad  Disability  Definitions. 

• Residual  Disability  Benefits  paid  when  you  continue  to 
suffer  income  loss  upon  return  to  work. 

• Inflation  Protection  Rider  helps  replace  buying  power  of 
your  benefit  lost  to  inflation. 

• Choice  of  Benefit  Period. 

• Choice  of  Waiting  Period. 

• Underwritten  by  INI^ 

. . . Founded  in  1792,  Insurance  Company  of  North  America  is 
one  of  the  oldest  and  strongest  insurance  companies  in  the 
United  States. 

* Based  on  $2,500  Monthly  Benefits 

Insurance  With  Innovation 

For  Complete  Information  Contact: 

Thomas  Yates  & Co. 


GROUP  INSURANCE  ADMINISTRATORS 

P.O.  Box  5048  • Suite  365  Woodland  Hills  Building  • 3000  Old  Canton  Road  • Jackson,  MS  39216 

(601)366-2406 


Angina  comes  in 
many  forms... 


So  does 


SORBITRATF 

(SOSORBIDE  DINITFWE) 

Unsurpassed  flexibility 
in  nitrate  therapy. 


2.5  mg  5 mg  10  mg 
Sublingual  Tablets 


5 mg  10  mg  5 mg  10  mg  20  mg  30  mg  40  mg  40  mg 

Chewable Tablets  Oral“Swallow" Tablets  Sustained  Action 

“Swallow”  Tablets 
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See  following  page  for  brief  summary  of  prescribing  information 


SORBITRATE 

(BOSOFBDE  aNlTRATE) 

Ptaase  conault  full  prasctibing  Information  before  use.  A summary  followrs: 

INDICATIONS  AND  USAGE:  SORBITRATE  (isosorbde  dinitrale)  is  indicated  tor  the  treatment 
and  prevention  of  angina  pectons  All  dosage  forms  of  isosortude  dinitrate  may  be  used 
prophylactically  to  decrease  frequency  and  seventy  of  anginal  attacks  and  can  be  expected  to 
decrease  the  need  for  sublingual  nitroglycenn 

The  sublingual  and  chewable  forms  of  the  drug  are  indicated  tor  acute  prophylaxis  of  angina 
pectons  when  taken  a few  minutes  before  situations  likely  to  provoke  anginal  attacks  Because 
of  a slower  onset  of  effect,  the  oral  forms  of  isosorbide  dinitrate  are  not  indicated  tor  acute 
prophylaxis 

CONTRAINDICATIONS:  SORBITRATE  is  contraindicated  in  patients  who  have  shown 
purported  hypersensitivity  or  idiosyncrasy  to  it  or  other  nitrates  or  nitrites  Epinephrine  and 
related  compounds  are  ineffective  in  reversing  the  severe  hypotensive  events  associated  with 
overdose  and  are  contraindicated  in  this  situation 

WARNINGS:  The  benefits  of  SORBITRATE  dunng  the  early  days  of  an  acute  myocardial 
infarction  have  not  been  established  If  one  elects  to  use  organic  nitrates  in  early  infarction, 
hemodynamic  monitoring  and  frequent  clinical  assessment  should  be  used  because  of  the 
potential  deletenous  effects  of  hypotension 

PRECAUTIONS:  General:  Severe  hypotensive  response,  particularly  with  upnght  posture,  may 
occur  with  even  small  doses  of  SORBITRATE  The  drug  should  therefore  be  used  with  caution  in 
subiects  who  may  have  blood  volume  depletion  from  diuretic  therapy  or  in  subjects  who  have 
low  systolic  blood  pressure  (eg,  below  90  mmHg).  Paradoxical  bradycardia  and  increased 
angina  pectons  may  accompany  nitrate-induced  hypotension  Nitrate  therapy  may  aggravate 
the  angina  caused  by  hypertrophic  cardiomyopathy 
Marked  symptomatic,  orthostatic  hypotension  has  been  reported  when  calcium  channel 
blockers  and  organic  nitrates  were  used  in  combination  Dose  adjustment  of  either  class  of 
agents  may  be  necessary 

Tolerance  to  this  drug  and  cross  tolerance  to  other  nitrates  and  nitrites  may  occur  Tolerance 
to  the  vascular  and  antianginal  effects  of  isosorbide  dinitrate  or  nitroglycenn  has  been 
demonstrated  in  clinical  tnals,  expenence  through  occupational  exposure,  and  in  isolated 
tissue  experiments  in  the  laboratory  The  importance  of  tolerance  to  the  appropriate  use  of 
isosorbde  dinitrate  in  the  management  of  patients  with  angina  pectons  has  not  been 
determined  However,  one  clinical  tnal  using  treadmill  exercise  tolerance  (as  an  end  point)  found 
an  8-hour  duration  of  action  of  oral  isosorbide  dinitrate  following  the  first  dose  (after  a 2-week 
placebo  washout)  and  only  a 2-hour  duration  of  effect  of  the  same  dose  after  1 week  of 
repetitive  dosing  at  conventional  dosing  intervals  On  the  other  hand,  several  trials  have  been 
able  to  differentiate  isosorbide  dinitrate  from  placebo  after  4 weeks  of  therapy  and.  in  open 
tnais,  an  effect  seems  detectable  for  as  long  as  several  months. 

Tolerance  clearly  occurs  in  industnal  workers  continuously  exposed  to  nitroglycenn 
Moreover,  physical  dependence  also  occurs  since  chest  pain,  acute  myocardial  infarction,  and 
even  sudden  death  have  occurred  during  temporary  withdrawal  of  nitroglycenn  from  the 
workers  In  clinical  trials  in  angina  patients,  there  are  reports  of  anginal  attacks  being  more 
easily  provoked  and  of  rebound  in  the  hemodynamic  effects  soon  after  nitrate  withdrawal.  The 
relative  importance  of  these  observations  to  the  routine,  clinical  use  of  isosorbxJe  dinitrate  is  not 
known  However,  it  seems  prudent  to  gradually  withdraw  patients  from  isosorbide  dinitrate 
when  the  therapy  IS  being  terminated,  rather  than  stopping  the  drug  abruptly 
lirformation  for  Patients:  Headache  may  occur  during  initial  therapy  with  SORBITRATE 
Headache  is  usually  relieved  by  the  use  of  standard  headache  remedies  or  by  lowering  the 
dose  and  tends  to  disappear  after  the  first  week  or  two  of  use 
Drug  Interactions:  Alcohol  may  enhance  any  marked  sensitivity  to  the  hypotensive  effect  of 
nitrates 

Isosorbide  dinitrate  acts  directly  on  vascular  smooth  muscle,  therefore,  any  other  agent  that 
depends  on  vascular  smooth  muscle  as  the  final  common  path  can  be  expected  to  have 
decreased  or  increased  effect  depending  on  the  agent 
Carcinogenesis,  Mutagenesis,  Impairment  of  Fertility:  No  long-term  studies  in  animals 
have  been  performed  to  evaluate  the  carcinogenic  potential  of  this  drug  A modified  two-litter 
reproduction  study  in  rats  ted  isosorbide  dinitrate  at  25  or  100  mg/kg/day  did  not  reveal  any 
effects  on  fertility  or  gestation  or  any  remarkable  gross  pathology  in  any  parent  or  offspring  ted 
isosortude  dinitrate  as  compared  with  rats  fed  a basal-controlled  diet 
Pregnartcy  Category  C:  Isosorbide  dinitrate  has  been  shown  to  cause  a dose-related 
increase  in  embryotoxicity  (increase  in  mummified  pups)  in  rabbits  at  oral  doses  35  and  150 
times  the  maximum  recommended  human  daily  dose  There  are  no  adequate  and 
well-controlled  studies  in  pregnant  women  SORBITRATE  should  be  used  dunng  pregnancy 
only  if  the  potential  benefit  justifies  the  potential  risk  to  the  fetus. 

Nursing  Mothers:  It  is  not  known  whether  this  drug  is  excreted  in  human  milk.  Because 
many  drugs  are  excreted  in  human  milk,  caution  should  be  exercised  when  SORBITRATE  is 
administered  to  a nursing  woman 

Pediatric  Use:  The  safety  and  effectiveness  of  SORBITRATE  in  children  has  not  been 
established 

ADVERSE  REACTIONS:  Adverse  reactions,  particularly  headache  and  hypotension,  are 
dose-related  In  clinical  trials  at  various  doses,  the  following  have  been  observed 
Headache  is  the  most  common  (reported  incidence  vanes  widely,  apparently  being 
dose-related,  with  an  average  occurrence  of  about  25%)  adverse  reaction  and  may  be  severe 
and  persistent  Cutaneous  vasodilation  with  flushing  may  occur  Transient  episodes  of 
dizziness  and  weakness,  as  well  as  other  signs  of  cerebral  ischemia  associated  with  postural 
hypotension,  may  occasionally  develop  (the  incidence  of  reported  symptomatic  hypotension 
ranges  from  2%  to  36%),  An  occasional  individual  will  exhibt  marked  sensitivity  to  the 
hypotensive  effects  of  nitrates  and  severe  responses  (nausea,  vomiting,  weakness,  restless- 
ness. pallor,  perspiration,  and  collapse)  may  occur  even  with  the  usual  therapeutic  dose  Drug 
rash  and/or  exfoliative  dermatitis  may  occasionally  occur  Nausea  and  vomiting  appear  to  be 
uncommon  Case  reports  of  clinically  significant  methemoglobinemia  are  rare  at  conventional 
doses  of  organic  nitrates  The  formation  of  methemoglobin  is  dose-related  and,  in  the  case  of 
genetic  abnormalities  of  hemoglobin  that  favor  methemoglobin  formation,  even  conventional 
doses  of  organic  nitrate  could  produce  harmful  concentrations  ot  methemoglobin 
DOSAGE  AND  ADMINISTRATION:  For  the  treatment  of  angina  pectoris,  the  usual  starting 
dose  for  sublingual  SORBITRATE  is  2.5  to  5 mg;  for  chewable  tablets.  5 mg;  for  oral  (swallowed) 
tabiets,  5 to  20  mg.  and  for  controlled-release  forms,  40  mg 
SORBITRATE  should  be  titrated  upward  until  angina  is  relieved  or  side  effects  limit  the  dose 
In  ambulatory  patients,  the  magnitude  of  the  incremental  dose  increase  should  be  guided  by 
measurements  of  standing  Wood  pressure 

The  initial  dosage  of  suWingual  or  chewaWe  SORBITRATE  for  prophylactic  therapy  in  angina 
pectoris  patients  is  generally  5 or  10  mg  every  2 1o  3 hours.  Adequate  controlled  clinical  studies 
demonstrating  the  effectiveness  ot  chronic  maintenance  therapy  with  these  dosage  forms 
have  not  been  reported 

SORBITRATE  in  oral  doses  of  10 1o  40  mg  given  every  6 hours  or  in  oral  controlled-release 
doses  of  40  to  80  mg  given  every  8 to  12  hours  is  generally  recommended  The  exient  to  which 
development  of  tolerance  should  modify  the  dosage  program  has  not  been  defined  The  oral 
controlled-release  forms  of  isosorbide  dinitrate  should  not  be  chewed 
DOSAGE  FORMS  AVAILABLE:  SuWingual  Tablets  (2  5. 5, 10  mg),  Chewable  Tablels  (5. 10  mg). 
Oral  TaWets  (5. 10. 20, 30. 40  mg).  Sustained  Action  Tablets  (40  mg) 


s 


helping  you  change  things 
for  the  better 

Canton  Exchange  Bank 

A FULL  SERVICE  BANK 

'^Your  Account  Handled  in 
Strict  Confidence" 

Each  depositor  inswred  to  $100,000 

Branch  Offices 

Canton  East  Branch  Q I ^ 

Bank  Of  Madison  | I ^ 

Bank  Of  Ridgeland 

Federal  Deposit  Insurance  Corporation 


PRINTING-OFFICE  SUPPLIES 
EQUIPMENT  — FURNITURE 


Premier  Printing  Company 

2485  West  Capitol  Jackson,  Mississippi 

Phone  352-4091 


Branch  of 
First  National 
Bank, 

Jackson,  MS 


STR-2282 


STUART  PHARMACEUTICALS 

Division  of  ICI  Americas  Inc. 

Wilmington  DC  19897 


MEDICAL  PRACTICE  MANAGEMENT  SYSTEMS 
Available  through  SMA  Physicians  Purchasing  Program 

•Discounts  on  IBM  and  Texas  Instruments  Hardware  ‘Discounts  on  Software  *Now  Available  on  New  IBM  PC/AT 

MPM  1000  the  complete  system  includes; 

‘Hardware  (IBM  or  Texas  Instruments) 

‘Software 
‘T  raining 

‘After  Sale  Support 

‘Solo,  Group  Practice  or  Clinic  Systems 
Designed  to  work  in  all  aspects  of  practice  management 
Standard  Programs  include:  Optional  Programs  include: 


‘Patient  Profiles 
‘Accounts  Receivable/Billing 
‘Insurance  Processing/Tracking 
‘Collection  System 
‘Recall  Notices 

‘Full  line  of  Management  Reports 
‘And  much  more  . . . 


‘Word  Processing 
‘General  Ledger 
‘Accounts  Payable 
‘Payroll 

‘Inventory  Control 
‘Appointment  Scheduling 


Want  more  information?  Call  or  write  for  detailed  brochure  Call  Southern  Medical  at  205-945-1840 

or 


YES! 


Curtis  1000  Information  Systems  at 
800-241-4780  in  Ga  404-491-1000 


I would  like  to  know  more  about  the  MPM  1000. 

□ SMA  Member 

□ I am  not  an  SMA  Member 


Name 


Address 


City 


State 


Zip 


Office  Phone 


Mail  to:  CURTIS  1000  INFORMATION  SYSTEMS 
2296  Henderson  Mill  Road 
Suite  402 

Atlanta,  Georgia  30345 


14 


THE  JOURNAL  FOR  JANUARY  1985 


f 

Practice 
Made  Perfect. 


In  Navy  Medicine  the  emphasis  is  on  patients,  not  paperwork. 


As  a Navy  doctor  you  step  into  an 
active  and  challenging  group  practice. 
You  work  with  state-of-the-art  equip- 
ment and  the  best  facilities  available. 

Highly  trained  physician  s assistants, 
hospital  corpsmen,  nurses  and 
hospital  administrators  not  only 
provide  medical  support,  they 
attend  to  almost  all  the  paper- 
work. As  a result,  you're  free  to 
make  medical  decisions  based  solely 
on  the  needs  of  your  patients. 


Along  with  your  professional  development,  you’ll  enjoy 
the  lifestyle  and  fringe  benefits  of  a Navy  officer.  Beginning 
salaries  are  competitive  with  civilian  practice  for  most 
specialists. 


To  learn  more  about  the  Navy’s  practice  made  perfect, 
send  your  curriculum  vitae  or  call: 

Navy  Medical  Programs  Officer 
8 North  Third  Street 
Memphis,  TN  38103 
Toll-free  1-800-238-5580 


BeThe  Doctor 
You  Want  To  Be.  InThe  Navy. 


-V  J 


JOURNAL  OF  THE  MISSISSIPPI  MEDICAL  ASSOCIATION 
January  1985,  Volume  XXVI,  Number  1 


ORIGINAL  PAPERS 


Endourology  — A Continuum 

TOXEY  M.  MORRIS,  M.D.  and  NATHAN  P.  SHAPPLEY,  M.D. 

Hattiesburg,  Mississippi 


Urologists  have  been  active  endoscopists  since 
1887,  when  Nitze  and  Leiter  developed  the  in- 
candescent cystoscope.  The  ability  to  visualize 
target  organs  with  instruments  enabled  endoscopic 
urologic  surgery  to  move  swiftly  onward  from  the 
1930’s  when  the  first  transurethral  resections  were 
done  through  the  1960’s  and  70 ’s  when  fiberoptic 
transurethral  endoscopic  prostatic  resection  largely 
replaced  open  prostatectomy  in  that  continuum  of 
progress. 

Today,  endoscopic  instruments  are  being  used  to 
pluck  stones  from  deep  in  the  recesses  of  the  kidney 
itself.  The  sophistication  of  radiographic  contrast 
technique  and  image  intensification  has  provided  a 
high  degree  of  diagnostic  accuracy  in  urology,  and 
in  recent  years,  immense  therapeutic  advantage. 
Since  1826,  the  lower  urinary  tract  has  been  visually 
accessible  to  the  appropriate  instruments,  but  the 
upper  urinary  tract,  from  the  brim  of  the  true  pelvis 
to  the  inner  renal  calyces,  has  required  open  surgery 
in  most  cases  to  remove  stones,  obtain  biopsies,  or 
merely  see  the  structures.  Conventional  approaches 
to  the  kidney  for  nephrolithotomy,  pelviolithotomy 
and  ureterolithotomy  usually  require  skin  incisions 
greater  than  ten  centimeters  in  length,  cutting  or 
splitting  of  external  oblique,  internal  oblique  and 
transversus  abdominus  muscles,  dissection  of  the 
retroperitoneum,  and  incision  of  Gerota’s  fascia. 
In-hospital  convalescent  time  ranges  from  one  to 
two  weeks,  and  adequate  healing  of  incised  muscles 
usually  requires  six  to  eight  weeks,  sometimes  rep- 
resenting substantial  economic  discomfort  to  the  pa- 
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tient  and  certainly  considerable  physical  discomfort. 

Since  1982,  exciting  new  techniques  have  been 
developed  by  Marberger*  in  Austria,  and  Lange, 
dayman.  Smith  and  Fraley  in  Minnesota  which  may 
produce  highly  acceptable  results  with  regard  to 
stone  removal,  yet  allow  for  shortened  hospital  stay 
and  greatly  reduced  posthospital  convalescent 
periods.  These  techniques  are  generally  termed 
“endourology,”^  or  insertion  of  appropriate  endo- 
scopic instruments  into  the  kidney,  renal  pelvis  or 
ureter  usually  for  the  purpose  of  stone  retrieval  or 
stone  destruction  by  ultrasound.  There  is  some  con- 
fusion in  lay  literature  about  these  techniques. 
Perhaps  this  article  will  serve  both  to  inform  physi- 
cians who  advise  and  care  for  stone  patients  and  to 
provide  a rudimentary  glossary. 

The  basis  for  successful  endourologic  stone  ma- 
nipulation in  the  kidney  involves  six  steps: 

(1)  Insertion  of  a percutaneous  nephrostomy 
under  local  anesthesia  by  a qualified  radiologist  or 
urologist; 

(2)  Dilation  of  the  tract  thus  established  from  the 
skin  to  the  kidney  to  a diameter  through  which  prac- 
tical instruments  may  be  introduced; 

(3)  Visualization  of  the  offending  stone  or  stones 
with  a nephroscope  which  permits  manipulation  of 
the  stone  while  under  direct  vision; 

(4)  Direct  grasping  of  the  stone  with  forceps  and 
removal  through  the  nephrostomy  tract  (percu- 
taneous nephrostolithotomy),  or 

(5)  Ultrasonic  fragmentation  (ultrasonic  litho- 
tripsy) into  pieces  small  enough  to  be  directly  with- 
drawn; 

(6)  Reinsertion  of  a nephrostomy  tube  for  one  to 
five  days  postoperatively  to  provide  drainage  or 
irrigation,  as  necessary.  All  manipulation  and  dila- 
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tion  is  done  under  fluoroscopic  control.  A well- 
functioning C arm  real-time  image  intensifier  is 
essential. 

After  postmanipulation  bleeding  is  over,  usually 
in  one  to  three  days,  a nephrostogram  assures  the 
integrity  of  the  collecting  system,  and  the  nephros- 
tomy tube  is  withdrawn  and  the  patient  discharged 
within  five  days  of  the  original  manipulation.  Fol- 
lowup nephrotomography  or  pyelography  can  be 
performed  as  indicated. 

An  area  where  endourologic  procedures  have  real 
advantage  is  in  recurrent  stone  disease  and  repeat 
stone  surgery  which  is  often  more  difficult, 
bloodier,  costlier  and  more  disabling  than  primary 
stone  surgery. 

Case  Report 

A typical  scenario  in  our  hospital  recently  was: 
B . D . , a 24-year-old  dialysis  nurse  was  seen  in  1981, 
with  a one  year  history  of  intermittent  flank  pain, 
low  grade  fever  and  recurrent  urinary  infection. 
X-rays  showed  a 1 cm  calculus  in  the  right  renal 
pelvis  and  a 2 mm  calculus  in  the  middle  and  upper 


Figure  I . KUB  shows  two  9 mm  calculi  ideally  located 
for  endourologic  manipulation. 


calyces.  Coagulum  pyelolithotomy  was  performed 
through  a flank  incision  and  the  large  pelvic  calculus 
was  removed  in  addition  to  one  of  the  smaller  stones. 
One  of  the  2 mm  calculi  in  the  superior  calyx  could 
not  be  removed.  She  was  discharged  on  the  tenth 
postoperative  day  and  returned  to  her  regular  duties 
as  a registered  nurse  six  weeks  after  her  surgery. 
This  patient  again  presented  in  February  of  1984, 
with  right  flank  pain,  abdominal  pain,  nausea,  fever 
and  recurrent  urinary  tract  infection.  X-rays  revealed 
two  calculi  on  this  occasion,  each  9 mm  in  diameter 
(see  Figure  1),  one  located  in  the  lower  pole  calyx 
and  the  other  one  in  the  right  renal  pelvis.  The 
patient  was  admitted  to  the  hospital,  nephrostomy 
was  performed  in  the  radiology  suite,  and  24  hours 
later  nephrostolithotomy  was  carried  out  without 
complication.  The  nephrostomy  tube  and  ureteral 
stent  were  removed  two  days  following  the  nephros- 
tolithotomy (see  Figure  2)  and  the  patient  was  dis- 
charged on  the  fourth  postoperative  day.  She  was 


Figure  2.  KUB  demonstrates  the  presence  of  the 
nephrostomy  tube  and  the  angiographic  catheter 
traversing  the  ureter  and  resting  within  the  bladder,  pro- 
viding emergency  access  to  the  kidney  should  the 
nephrostom.y  tube  be  lost. 
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able  to  return  to  her  regular  duties  as  a dialysis  nurse 
on  the  tenth  postoperative  day. 

Discussion 

If  the  stone  is  equal  to  or  less  than  one  centimeter 
in  diameter,  it  may  usually  be  grasped  and  removed 
through  the  nephrostomy  tract  under  direct  vision 
and  fluoroscopic  control.  If  the  stone  is  too  large  for 
direct  removal,  a device  which  transmits  sound 
waves  at  25  kilohertz,  the  sonotrode,  is  placed 
through  the  rigid  nephroscope  (see  Figure  3)  and  into 
contact  with  the  stone,  still  under  direct  vision;  and 
via  the  mechanical  action  of  the  sonotrode,  the  stone 
is  broken  into  manageable  fragments  (ultrasonic 
nephrolithotripsy),  and  each  fragment  removed  indi- 
vidually. Existing  sonotrodes  can  reduce  the  stone 
fragments  to  powder  which  is  simultaneously  sucked 
out  of  the  kidney,  but  usually  simple  fragmentation 
and  removal  suffices.  The  calyces  may  then  be  in- 
spected with  a flexible  nephroscope  (see  Figure  4) 
and  remaining  fragments,  if  any,  removed  with  the 
appropriate  baskets,  forceps,  etc.  A suitable 
nephrostomy  tube  is  placed  into  the  renal  pelvis  and 
a nephrostogram  outlines  the  anatomy  of  the  collect- 
ing system.  The  nephrostomy  is  sutured  in  place, 
connected  to  drainage,  and  the  patient  discharged 
from  the  operative  suite.  A safety  guidewire  or 
angiographic  catheter  may  be  left  in  place  in  the 
ureter  in  case  the  nephrostomy  tube  is  dislodged 
postoperatively.  The  usual  operating  time  is  45  to  75 
minutes,  though  this  may  vary  considerably.  Anes- 
thetic techniques  must  be  chosen  carefully.  The  ini- 
tial percutaneous  nephrostomy  is  generally  done 
under  local  anesthesia,  but  definitive  dilation  of  the 
tract  and  manipulation  of  the  stone  most  commonly 
is  done  under  general  endotracheal  or  epidural  anes- 
thesia. Patients  usually  receive  a liquid  diet  the  eve- 
ning after  the  manipulation  and  a normal  diet  the 
following  day.  The  patient  may  be  discharged  when 
postmanipulation  bleeding  is  over  and  nephrosto- 
grams  are  normal,  usually  within  five  days. 

Another  facet  of  endourology,  ureterorenoscopy, 
permits  us  to  visualize,  entrap,  and  remove  calculi 
from  the  ureter  under  direct  vision  rather  than  use 
“blind”  basket  techniques.  Ultrasound  may  also  be 
used  through  the  ureterorenoscope  to  fragment 
stones  too  large  to  pass  through  the  ureter  that  would 
have  previously  required  open  ureterolithotomy. 
The  entire  ureteral  length,  from  the  ureteral  meatus 
to  the  renal  pelvis,  may  be  seen  with  this  instrument. 
Stones  may  be  manipulated  or  biopsies  taken  as 
necessary. 

These  procedures  are  no  longer  considered  ex- 


Irrigant  inflow 


Figure  3.  The  rigid  nephroscope  with  the  sonotrode 
inserted  is  schematically  demonstrated. 


Figure  4.  The  flexible  nephroscope,  a modification  of 
the  choledochoscope , is  shown. 


perimental,  but  patients  should  be  adequately  in- 
formed that  complications  may  occur  with  these  as 
well  as  with  any  other  invasive  technique.  These 
complications  may  lead  to  open  urologic  surgery, 
but  the  complication  rate  reported  from  large  centers 
performing  these  procedures  seems  no  higher  than 
that  for  conventional  surgery. 

Hospitals  embarking  on  endourology  must  be  pre- 
pared for  considerable  expense  in  instrumentation. 
Urologists  who  perform  the  procedures  must  partake 
of  the  postgraduate  courses  available  under  the  tute- 
lage of  those  urologists  who  have  perfected  the  tech- 
niques. Radiologists  should  be  proficient  in  inter- 
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ventional  techniques.  “Hands-on”  experience  using 
animal  and  cadaver  models  seems  to  be  essential  in 
familiarization  with  the  instruments  and  the  intra- 
renal  and  intraureteral  anatomy,  now  seen  from  an 
entirely  new  vantage  point. 

Patients  should  realize  that  the  indications  for 
invasion  of  the  urinary  tract  for  stone  disease  have 
changed  little,  but  the  techniques  have  changed  dra- 
matically. 

There  are  only  two  or  three  hospitals  in  Mississip- 
pi performing  these  procedures  as  of  this  report,  but 
as  more  urologists  are  trained  in  endourology  and 
more  patients  demand  its  advantages,  it  will  become 
more  common. 

The  next  step  in  stone  management  may  be  com- 


pletely noninvasive,  however.  Extracorporeal 
shockwave  lithotripsy  (ESWL)  was  developed  in 
Germany  and  recently  reported  upon  by  Chaussy, 
and  has  been  98  percent  successful  in  the  noninva- 
sive destruction  of  intrarenal  stones.  ESWL  is  ex- 
perimental, and  is  currently  under  investigation  at 
six  centers  in  the  United  States  before  FDA  approval 
can  be  granted.  When  this  new  technology  becomes 
available  and  can  be  integrated  with  existing  en- 
dourologic  and  open  urologic  techniques.  Journal 
readers  will  be  informed.  ★★★ 

405  South  28th  Avenue  (39401) 

Bibliography 

1 . Marberger,  Michael;  Disintegration  of  Renal  & Ureteral 
Calculi  With  Ultrasound,  Urologic  Clinics  of  North  Amer- 
ica, 10:729-741,  1983 

2.  Smith,  Arthur  D.,  et  al;  Endourology,  Urologic  Clinics  of 
North  America,  Vol.  9,  No.  1,  1982 


TO  THE 
WHYS 


why  AMA? 

WHY  AM  A? 

„„ooa«r.P  the  Accredtaiw,  shwW  be  a pan  ol 

reS".-  ■>«  «. «.» 

AMA.  535  North  Dearborrr  Stree  , 


4 


JOURNAL  MSMA 


600 mg  Tablets 


600f^i 


"OTRII^ 

SOOmt 


More  conveVuenUor  your  patients 


j-4044  January  1984 


©1984  The  Upjohn  Company 


The  Upjohn  Company  • Kalamazoo,  Michigan  49001  USA 


HOW  A STUDENT 
WHO  COULDNT  LEARN 
TAUGHT  EVERYONE 
AN  IMPORTANT  LESSON. 


Everyone  thought  Matthew  Francisco 
was  failing  school. 

But  was  he  really? 

You  see,  Matthew  has  a learning 
disability.  And  no  matter  what  his  par- 
ents and  teachers  did,  his  problem  only 
seemed  to  worsen.  (Matthew  even  started 
running  away  from  home  to  avoid  school.) 

Finally  Matthew’s  mother,  Barbara, 
did  some  homework  of  her  own  and  got 
in  touch  with  the  Minnesota  Association 
for  Children  and  Adults  with  Learning 
Disabilities,  a United  Way  supported 
agency. 

The  Association  helped  Barbara  deal 
with  Matthew  at  home  and  his  teachers 
deal  with  him  at  school. 

Before  long  Matthew  was  solving  prob- 
lems in  school  instead  of  just  being  one. 


And  through  her  involvement  with  The 
Association,  Barbara  now  schools  other 
parents  with  learning  disabled  children. 

This  is  just  one  of  thousands  of  similar 
stories  from  all  over  the  country. 

And,  as  the  Franciscos  can  attest. 
United  Way  does  a lot  in  your 
community. 

Everything  from  day  care  to  foster  care 
to  care  for  the  elderly. 

And  what  makes  it  all  work  are 
generous  contributions  from  people  like 
yourself 

People  who  realize  that 
without  their  help.  United 
Way  simply  cannot  exist. 

Matthew,  his  parents  and 
his  teachers  thank  you. 

So  do  we. 


Unibed  W^y 

THANKS  TD  YOU  IT  WORKS 
FOR  ALL  OF  US 


Medullary  Carcinoma  of  the  Thyroid 
Retrospective  Diagnosis  Using 
Current  Technics  on  Late  Metastases 


SUSAN  S.  CANNON,  M.D.,  WARREN  W.  JOHNSON,  M.D., 
VIRGINIA  J.  LOCKARD,  PH.D.,  and  ROBERT  E.  LEWIS,  JR.,  PH.D. 
Jackson,  Mississippi 


In  1966  A 44- YEAR-OLD  white  woman  underwent  left 
thyroidectomy  for  a tumor  diagnosed  “adenocarci- 
noma of  the  thyroid,  largely  papillary.”  In  1976  she 
underwent  right  radical  mastectomy  and  subsequent 
chemotherapy  for  infiltrating  ductal  carcinoma. 

In  December  1980  she  presented  with  left  neck 
nodules  diagnosed  “metastatic  carcinoma.”  A right 
thyroidectomy  was  performed  with  no  evidence  of 
tumor  found. 

In  1981  she  presented  with  a 0.5  cm  left  posterior 
cervical  mass.  Excisional  biopsy  was  diagnosed 
“metastatic  poorly  differentiated  carcinoma.” 
Ultrastructural  studies  of  a portion  of  this  tissue 
revealed  the  presence  of  a large  amount  of  amyloid 
and  many  intra-cytoplasmic  neurosecretory  granules 
(see  Figures  2a  and  2b).  Chest  films  showed  a right 
paratracheal  mass  which  was  biopsied  and  appeared 
histologically  similar  to  the  left  cervical  mass.  Im- 
munoperoxidase  stains  for  calcitonin  (Immulok, 
Inc.,  Carpinteria,  Ca.)  performed  on  both  the  cervi- 
cal and  paratracheal  specimens  revealed  widespread 
peroxidase-antiperoxidase  reaction  for  tumor  cell 
cytoplasmic  calcitonin.  Subsequent  review  of  the 
1966  slides  showed  a histologic  pattern  of  that  tumor 
in  some  areas  virtually  identical  to  that  of  present 
metastases.  On  the  basis  of  electron  microscopy  and 
immunoperoxidase  results  as  well  as  review  of  the 
1966  thyroid  tumor,  the  cervical  and  paratracheal 
biopsies  were  diagnosed  as  metastatic  medullary 
carcinoma  of  the  thyroid.  A serum  calcitonin  level 
then  obtained  was  markedly  elevated.  Despite  chem- 
otherapy (Adriamycin  and  Cytoxan)  the  patient’s 
calcitonin  levels  remained  elevated  and  she  subse- 
quently developed  malignant  pleural  effusions  and 
died,  the  course  of  her  disease  being  16  years. 


From  the  Department  of  Pathology,  University  Medical  Center, 
Jackson,  MS 


The  authors  present  a case  of  medullary 
carcinoma  of  the  thyroid  in  which  the  histo- 
logic pattern  is  one  of  papillary  growth.  The 
tumor  was  originally  interpreted  as  papil- 
lary carcinoma  of  the  thyroid.  The  tumor 
recurred  fourteen  years  post-surgical  resec- 
tion. Identification  of  amyloid  and  intra- 
cytoplasmic  secretory  granules  by  electron 
microscopy,  shown  to  be  cytoplasmic  calcito- 
nin by  immunoperoxidase  technic,  estab- 
lished the  diagnosis  of  medullary  carcinoma 
of  the  thyroid  in  recent  biopsies. 


Discussion 

Medullary  carcinoma  of  the  thyroid  comprises 
about  4%  of  all  primary  malignant  thyroid 
tumors.*’  ^ Hazard  established  it  as  a clinicopatho- 
logic  entity  in  1959  when  he  observed  that  21  of  600 


Figure  la.  Photomicrographs  of  1966  excisional  biop- 
sy showing  pseudopapillarv  pattern  of  the  tumor.  X 100 
H and  E. 
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Figure  lb.  Higher  magnification  of  (a)  showing  ex- 
tracellular and  homogenous  pink  structures  (consistent 
with  amyloid).  X 200  H and  E. 


Figure  2a.  Electron  micrograph  of  1981  excisional 
biopsy  reveals  tubular  amyloid  microfibrils  { X 11 ,162). 


. _ . .'I*  • W 


Figure  2b.  Electron  micrograph  of  1981  excisional 
biopsy  reveals  neurosecretory  granules  ( x 20,520) 


Figure  3.  Groups  of  tumor  cells,  separated  by  fibrous 
septae,  many  of  which  demonstrate  dark,  cytoplasmic 
rings  of  immunoperoxidase  positive  granules  — calcito- 
nin (arrows),  x 1000 


thyroid  carcinomas  removed  at  Cleveland  Clinic 
Hospital  between  1926  and  1957  presented  a solid 
non-follicular  histologic  pattern  with  amyloid  pres- 
ent in  the  stroma  (demonstrated  by  metachromasia 
with  crystal  violet). ' Clinically  he  noted  a high  inci- 
dence of  lymph  node  metastases  and  an  intermediate 
degree  of  malignancy.^  Survival  from  diagnosis  to 
death  ranged  from  0.3  to  27  years. ^ 

Williams  in  1966  demonstrated  the  origin  of 
medullary  carcinoma  from  para-follicular  C-cells."^ 
Although  the  existence  of  calcitonin  was  first  re- 
ported in  1962,^’  ^ its  presence  in  medullary  carcino- 
ma cells  was  not  reported  until  1969  when  Bussolati 
used  immunofluorescent  antibodies  to  the  pure  por- 
cine hormone.^  The  ultrastructure  was  described  in 
1968.*^  Many  histologic  variations  of  medullary  car- 
cinoma of  the  thyroid  have  been  described,  among 
them  papillary  (pseudopapillary  as  in  present 
case).^-  ★★★ 

2500  North  State  Street  (39216) 
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The  Sociology  of  Science: 
Women  and  Medicine  In 
Nineteenth  Century  Mississippi 

LUCIE  R.  BRIDGFORTH,  Ph.D. 

Olive  Branch,  Mississippi 


Dr.  E.  P.  Sale,  president  of  the  Mississippi  State 
Medical  Association  in  1880,  would  be  shocked  if 
he  walked  into  the  University  of  Mississippi  Medical 
Center  today,  but  not  just  because  of  the  great  ad- 
vances in  science  and  technology  which  have  tran- 
spired over  the  last  century.  An  equally  amazing  — 
and  no  doubt  disturbing  — change  that  would  greet 
him  would  be  the  fact  that  about  a quarter  of  the 
medical  students  — even  more  of  those  in  the  health 
related  professions  — are  females.  For  Dr.  Sale 
chose  as  the  subject  of  his  presidential  address  that 
year  the  peculiarities  of  the  female  sex.  Principal 
among  these  peculiarities  was  his  belief  that  women 
were  biologically  unsuited  for  any  activity  which 
might  take  them  outside  the  home.  According  to 
Sale,  “too  much  brainwork,  too  little  housework,” 
a sin  of  which  all  serious  students  are  guilty,  jeop- 
ardized the  health  of  women  and,  ultimately,  the 
future  of  the  human  race.* 

Sale’s  admonitions  did  not  fall  on  deaf  ears.  In 
fact  he  was  stating  a point  of  view  that  was  widely 
accepted  not  only  by  the  general  public  but  also  by 
the  educated  medical  professionals  of  his  day.  Even 
in  today’s  sterilized,  anesthetized,  computerized 
world,  medicine  cannot  be  divorced  from  the  social 
milieu  in  which  it  functions.  It  is  not  surprising, 
then,  that  a century  ago,  as  the  secrets  of  science 
were  just  beginning  to  unfold,  cultural  factors  ex- 
erted a powerful  influence  on  the  theory  and  practice 
of  medicine.  This  relationship  between  culture  and 
medicine,  between  social  ideology  and  scientific 
ideas,  was  especially  pronounced  where  the 
“Woman  Question”  was  concerned.  In  a period  that 
was  dominated  by  a rigidly  stereotyped  vision  of 
what  constituted  “true  womanhood’  ’ and  threatened 
by  the  earliest  stirrings  of  the  woman’s  movement. 


Ms.  Bridgforth  is  an  instructor  in  the  history  department  at 
Northwest  Mississippi  Junior  College.  Her  major  area  of 
research  has  been  the  history  of  medicine. 


During  the  nineteenth  century,  as  the 
dawn  of  scientific  medicine  was  just  begin- 
ning to  appear,  cultural  factors  exerted  a 
powerful  influence  on  the  theory  and  prac- 
tice of  medicine.  A close  relationship  existed 
between  social  ideology  and  scientific  ideas, 
especially  where  women  were  concerned. 
The  author  notes  that  in  the  diagnosis  and 
treatment  of  female  disorders,  in  advice  re- 
garding proper  behavior,  in  the  handling  of 
pregnancy  and  childbirth,  and  in  the  rela- 
tionship between  the  doctor  and  his  patient 
it  is  almost  impossible  to  separate  medical 
theory  from  the  prevailing  world  view  re- 
garding woman's  place  in  life.  This  paper 
demonstrates  the  sociology  of  science  in 
nineteenth  century  Mississippi. 


medical  theory  was  both  a cause  and  an  effect  of  the 
prevailing  world  view. 

Throughout  the  nineteenth  century  women  were 
categorized  separately  in  almost  every  dimension  of 
life  — work,  economics,  politics,  education,  the 
taw.  Medicine  and  health  care  were  no  exception. 
As  a result  physicians  placed  great  emphasis  on  that 
which  was  unique  about  women,  namely  their  repro- 
ductive capacities.  Some  experts  held  that  the  ovar- 
ies gave  woman  “all  her  characteristics  of  body  and 
mind.”^  Others  viewed  the  uterus  as  the  “control- 
ling organ  of  the  female  body”  and  dubbed  this 
“The  Age  of  the  Womb.”^  The  hundreds  of  journal 
articles  and  special  lectures  which  addressed  the 
peculiar  health  problems  of  women  attest  to  a near 
obsession  with  female  health  and  reflect  medical 
judgments  heavily  laden  with  cultural  attitudes. 

Because  a woman’s  reproductive  system  was  con- 
sidered so  central  to  her  very  being,  it  dictated  her 


JANUARY  1985 


9 


role  in  life.  Biology  was  destiny,  and  she  was  clearly 
destined  to  be  a wife  and  mother.  Consequently  she 
was  assigned  to  a severely  circumscribed  sphere  of 
domestic  activity  which  supposedly  allowed  her  to 
fulfill  her  purpose  without  straining  her  weak  and 
delicate  system.  Any  woman  who  dared  to  challenge 
her  destiny  or  expand  her  sphere  did  so  at  grave  risk. 
Social  critics  warned  that  such  challenges,  through 
business  activity  or  political  participation,  would 
lead  to  the  collapse  of  the  family  and  ultimately  of 
the  whole  social  order.  Physicians  warned  that  in- 
appropriate mental,  moral,  or  social  behavior  would 
cause  the  female  system  to  retaliate  with  disease  of 
the  mind  and  body. 

Women  and  Education 

One  special  concern  of  nineteenth  century  physi- 
cians was  the  growing  interest  that  women  displayed 
in  advanced  education.  MSMA  President  Sale  ar- 
ticulated this  fear.  It  was  dangerous  for  a woman  to 
overexert  her  mental  capacities.  Sale  argued,  for 
difficult  mental  activity  could  lead  to  nervous  prob- 
lems, weight  loss,  and  poor  color.  Advanced  educa- 
tion so  depleted  a young  girl’s  physical  strength  that 
it  took  at  least  a year  of  quiet  rest  at  home  for  her  to 
recuperate.  Even  with  rest.  Sale  continued,  serious 
study  might  enfeeble  the  body,  rendering  a young 
woman  incapable  of  motherhood  and  inviting  pre- 
mature death.  “Precocious  cleverness  is  attainable 
only  at  the  cost  of  physical  and  sexual  develop- 
ment,” he  concluded.  “Manifold  diseases  — many 
of  them  of  uterine  complexion  — date  from  the 
recitation  room.”' 

Not  only  did  taxing  the  brain  jeopardize  a 
woman’s  health,  but  exciting  her  “exquisite  sensi- 
bilities” was  equally  threatening.  Since  women 
were  especially  gullible  and  unstable.  Sale  pointed 
out,  it  was  unwise  for  them  to  read  romantic  novels 
which  might  stimulate  their  sensitive  nervous  sys- 
tems too  much.  “Injudicious  reading”  of  sen- 
timental fiction,  he  asserted,  would  produce  “bane- 
ful physiological  effects.”  So  would  injudicious 
dress  and  behavior.  Too  often  women  were 
“slaves”  to  fashion,  the  doctor  lamented,  risking 
illness  by  baring  their  limbs  and  bosoms,  constrict- 
ing their  respiratory  organs  with  tightly  laced,  steel- 
ribbed  corsets.'  Moreover,  indulgence  in  an  active 
but  dissipating  social  life,  characterized  by  dancing 
too  vigorously  or  venturing  into  the  cool  night  air, 
could  precipitate  years  of  female  disorders  for  an 
intemperate  young  lady."* 

Yet  it  was  not  only  the  indiscreet  who  encountered 
problems.  Even  those  who  faithfully  adhered  to 
strict  social  standards  also  faced  continual  health 


trouble.  No  doubt  there  were  some  real  physical  and 
psychological  reasons  for  this.  With  diagnostic  and 
therapeutic  techniques  far  from  adequate,  many 
women  suffered  from  persistent  low  grade  infections 
and  other  chronic  problems.  Moreover  the  strain  of 
repeated  pregnancies  and  childrearing  were  not  in- 
significant, nor  were  the  debilitating  diseases  that 
were  endemic  to  the  semi-tropical  South.  Still  these 
real  problems  were  exacerbated  by  social  conven- 
tion, which  identified  weakness  and  delicacy  with 
femininity. 

The  medical  community  reinforced  this  popular 
perception  by  developing  a scientific  explanation  to 
support  it.  Femininity  became  a disease  in  and  of 
itself.  Menstruation  was  regarded  as  a regularly  re- 
curring illness,  with  pregnancy  and  childbirth  con- 
sidered to  be  pathological  conditions.^  Female  frail- 
ty became  institutionalized  with  the  identification  of 
a new  disease  that  particularly  affected  women. 
Neurasthenia,  a catchall  term  used  to  describe  a 
variety  of  nervous  disorders,  reached  near  epidemic 
proportions  near  the  end  of  the  nineteenth  century. 
By  then  the  wan,  wasted,  sickly  female  had  become 
the  new  aesthetic  ideal,  as  two  of  the  century’s  best 
known  heroines,  Beth  of  Little  Women  and  Melanie 
of  Gone  with  the  Wind,  vividly  demonstrate. 

Women  as  Physicians 

It  is  important  to  note  that  this  intense  concern 
with  female  health  paralleled  the  growing  domi- 
nance of  men  in  the  field  of  medicine.  Yet  cultural 
norms  had  to  be  adjusted  to  accommodate  these  two 
trends,  for  early  in  the  century  the  forces  of  tradition 
and  propriety  forbade  male  physicians  from  treating 
women.  Only  gradually  did  such  attitudes  change, 
as  physicians  such  as  R.  H.  Whitfield  of  Alabama 
began  to  break  down  the  barriers.  Dr.  Whitfield 
invoked  both  history  and  sociology  to  extol  the  su- 
periority of  the  male  physician.  The  female  attend- 
ants who  down  through  the  ages  had  ministered  to 
their  sisters,  Whitfield  charged,  had  contributed 
nothing  to  science,  for  obvious  reasons.  Science 
demanded  “peculiar  mental  powers,  a vigorous  in- 
tellect, a well-disciplined  mind,”  sound  judgment, 
and  moral  courage.  “Are  these  found  in  females 
generally?”  he  queried.  Answering  his  own  ques- 
tion with  a resounding  “No!”  Whitfield  pointed  out 
that  “woman  herself  ...  is  unfit  . . . , generally 
incapable  of  acquiring  the  knowledge”  needed  to 
deal  with  difficult  medical  problems.  Moreover,  her 
weakness  and  delicacy  would  make  her  “sick  and 
faint”  at  the  sight  of  blood.  If  the  medical  cares  of 
the  world  were  placed  in  the  hands  of  female  attend- 
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ants,  Whitfield  concluded,  science,  “like  the  with- 
ering leaves  of  Autumn,”  would  fall  into  oblivion. 

An  additional  argument  used  to  win  acceptance  of 
the  male  physician  relied  on  the  attitude  of  paternal- 
ism which  characterized  the  white  man’s  rela- 
tionship with  all  subordinates.  Dr.  Whitfield  pointed 
out  that  each  sex  had  its  prescribed  sphere  in  which 
to  function.  Men,  well-suited  for  the  demanding 
world  of  work,  could  bring  comfort  and  safety  to 
their  female  patients.  Being  mentally  and  morally 
superior  and  genetically  stronger,  they  were  meant 
to  serve  as  the  guardians  and  counselors  of  society.^ 
Dr.  Sale’s  speech  to  the  MSMA  stressed  the  same 
idea.  He  underscored  the  physician’s  responsibility 
to  his  female  patients,  insisting  that  frail,  dependent 
women  needed  the  strength  of  a wise  and  trusted 
male  doctor  to  lean  upon.’ 

When  these  arguments  were  successful  and  the 
male  physician  became  accepted,  he  still  was  forced 
to  comply  with  the  dictates  of  Victorian  modesty. 
This  meant  that  as  a student  the  doctor  received 
primarily  didactic  instruction  in  obstetrics  and  gyne- 
cology, with  practical  experience  limited  to  the  use 
of  a manikin.  Once  in  practice  the  physician  was 
advised  to  avoid  indecent  ocular  inspection  of  his 
female  patients  at  all  costs  and  to  handle  every  stage 
of  examination,  treatment,  including  delivery,  sight 
unseen.^  Even  the  American  Medical  Association 
condemned  the  exposure  of  a woman  as  being  un- 
necessary. One  widely  circulated  medical  textbook 
contained  an  illustration  of  the  proper  way  for  a 
physician  to  conduct  an  examination.  The  doctor  is 
kneeling  in  front  of  a fully  dressed  woman,  who  is 
standing.  His  eyes  averted  to  avoid  an  improper 
glimpse  of  his  subject,  he  reaches  under  her  skirts, 
relying  on  “The  Touch”  alone. ^ 

Understandably,  the  introduction  of  the  vaginal 
speculum  met  with  considerable  resistance  in  this 
milieu.  Some  physicians  feared  that  this  instrument 
would  be  especially  harmful  to  young  women,  who 
would  be  debauched  by  its  use.  Even  those  who 
recognized  the  benefits  of  the  speculum  understood 
the  reticence  of  both  women  and  their  physicians  to 
use  it.  Mississippi  Dr.  H.  J.  Holmes  regretted  that 
“the  disagreeable  nature  of  the  investigation  and  the 
natural  repugnance  of  both  physician  and  patient” 
impeded  acceptance  of  the  instrument,  for  correct 
diagnosis  of  an  abnormality,  he  believed,  was  im- 
possible without  the  benefit  of  sight. 

The  somewhat  enlightened  Dr.  Holmes,  who 
operated  an  infirmary  for  ladies  at  Spring  Ridge 
outside  of  Jackson  at  mid-century,  demonstrates  the 
curious  mingling  of  progressive  ideas,  archaic  be- 
liefs, and  cultural  biases  that  characterized 


"Throughout  the  nineteenth  century 
women  were  categorized  separately  in 
almost  every  dimension  of  life  — work,  eco- 
nomics, politics,  education,  the  law.  Medi- 
cine and  health  care  were  no  exception." 


nineteenth  century  medical  care  for  women.  Holmes 
was  surely  correct  in  suggesting  that  a doctor  needed 
to  see  what  he  was  doing.  But  his  records  of  the 
dozens  of  patients  he  treated  for  a variety  of  female 
complaints  illustrate  how  heavily  his  social  attitudes 
shaped  his  medical  judgment.  Adhering  to  the  stan- 
dard belief  that  the  reproductive  organs  were  central 
to  the  female  system,  for  instance,  he  held  that 
anything  which  acted  unfavorably  upon  the  general 
health  could  cause  trouble  in  the  uterus.  “Its  pecu- 
liar situation  in  the  body,  its  dependent  condition,” 
and  such  natural  shocks  as  sex  and  parturition, 
account  for  its  being  frequently  the  seat  of  morbid 
action,”  he  explained.  Such  diverse  maladies  as 
cold  extremities,  a burning  sensation  in  the  head, 
even  hysteria  were  all  related  to  uterine  disorders."’ 

The  causes  of  these  disorders  were  as  varied  as  the 
symptoms,  according  to  Dr.  Holmes.  In  an  era 
which  subtly  frowned  upon  sexual  relations  even 
within  marriage,  he  found  that  an  “excess  in  ven- 
ery”  or  “too  great  an  indulgence”  could  cause  se- 
vere trouble.  In  addition,  since  women  were  in- 
herently weak  and  unstable.  Holmes  believed  that 
‘ ‘engorgement  of  the  uterus’  ’ and  other  dysfunctions 
could  be  produced  by  “violent  moral  emotion.”  He 
blamed  problems  ranging  from  leukorrhea  to  dys- 
menorrhea to  “general  debility  and  feebleness”  on 
mistreatment  of  the  female  organs.  If  a woman  “got 
her  feet  wet”  or  became  chilled  and  damp  or  rode 
horseback  during  her  menstrual  period,  she  might 
suffer  years  of  physical  retribution.'’ 

Holmes  boasted  of  his  success  in  restoring  health 
and  happiness  to  women  who  sought  his  treatment. 
Considering  his  tactics,  this  is  indeed  a remarkable 
claim.  A true  nineteenth  century  man.  Holmes  em- 
ployed bleeding  and  purging,  the  mainstays  of 
“heroic  medicine.”  Bleeding  included  not  only 
drawing  up  to  a pint  of  blood  from  the  patient’s  arm 
but  also  applying  leeches  — usually  six  — to  the 
uterus  every  day  for  a month.  A douche  of  iodine  and 
water,  cauterization  with  silver  nitrate,  blisters 
raised  on  the  affected  area,  and  a “brisk  cathartic” 
might  also  be  used.  Hot  tea  and  brandy  were  the 
finishing  touch.'’ 

Less  dramatic  than  Dr.  Holmes’  methods,  but  of 
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equally  dubious  benefit,  were  other  standard  treat- 
ments for  female  complaints.  Operating  in  a com- 
pletely unregulated  market,  physicians  such  as  Dr. 
T.  G.  Bracking  of  Jackson  could  advertise  their  abil- 
ity to  “positively  cure  any  case  of  female  disease,” 
even  one  that  had  kept  a patient  bedridden  for  fifteen 
years. Medical  treatment  might  include  simple  in- 
tervaginal  devices,  such  as  suppositories  and 
sponges,  or  perhaps  a complicated  uterine  supporter, 
or  pessary,  which  was  attached  to  an  elaborate  leath- 
er and  brass  body  brace.  Or,  if  he  relied  on  medica- 
tion, the  doctor  might  prescribe  any  of  a number  of 
tonics  designed  to  treat  all  forms  of  female  com- 
plaints, including  sallow  complexion  and  “early 
decay. More  dangerous  were  the  addictive  drugs, 
which  came  to  be  a serious  problem  among  women 
in  the  postwar  South.  On  into  the  twentieth  century 
paregoric  was  used  and  abused  “most  grievously” 
in  Mississippi.'®  William  Alexander  Percy,  in  his 
classic  Lanterns  on  the  Levee,  recalls  a great  aunt 
who,  having  seen  “war  and  poverty  and  reconstruc- 
tion” and  death,  “took  her  grain  of  morphine  every 
day.”" 

Scientific  Progress 

A positive  effect  that  derived  from  the  century’s 
obsession  with  female  health  was  the  substantial 
body  of  literature  that  was  produced  and  the  signif- 
icant amount  of  experimentation  that  took  place.  To 
be  sure  a great  deal  of  this  was  misdirected,  but 
important  progress  was  made  in  some  areas.  At 
mid-century,  for  instance.  Dr.  J.  Marion  Simms  of 
Alabama,  through  morally  questionable  but  tech- 
nically skillful  surgery  on  slave  women,  developed  a 
procedure  to  heal  the  fistulas  which  sometimes  re- 
sulted from  complicated  labor  and  delivery.'^  Dr. 
Samuel  Cartwright  of  Natchez,  the  first  president  of 
the  MSMA,  reported  successfully  treating  a large 
ovarian  tumor  through  catheterization.'^  With  de- 
velopments in  asepsis,  anesthesia,  and  pathology, 
surgery  became  so  common  that  by  the  end  of  the 
century  doctors  were  frequently  — no  doubt  too 
frequently  — counseling  hysterectomy  or  ovar- 
iotomy as  the  standard  treatment  for  female  com- 
plaints, psychological  as  well  as  physical. 

This  progress  in  scientific  knowledge  and  the 
male  monopoly  of  such  knowledge  led  to  the  gradual 
displacement  of  the  traditional  midwife.  Yet  ironi- 
cally this  trend  initially  increased,  rather  than  de- 
creased, the  maternal  — infant  mortality  rate.  To 
prove  the  benefits  of  their  superior  training,  M.D.’s 
tended  to  intervene  in  birth  more  often  than  did  the 
midwife  with  such  practices  as  bloodletting,  which 
was  believed  to  accelerate  labor,  and  drugs,  includ- 


"Any  woman  who  dared  to  challenge  her 
destiny  or  expand  her  sphere  did  so  at  grave 
risk.  Social  critics  warned  that  such  chal- 
lenges, through  business  activity  or  political 
participation,  would  lead  to  the  collapse  of 
the  family  and  ultimately  of  the  whole  social 
order.  Physicians  warned  that  inappropri- 
ate mental,  moral,  or  social  behavior  would 
cause  the  female  system  to  retaliate  with 
disease  of  mind  or  body." 


ing  opium  and  laudanum.^  Dr.  W.  H.  Banks  of 
Mississippi,  for  instance,  reported  administering  the 
cathartic  calomel,  which  is  a chloride  of  mercury,  to 
parturient  women. Improper  use  of  instruments, 
especially  the  forceps,  sometimes  produced  danger- 
ous lacerations  in  the  mother  and  damage  to  the 
child.  In  addition,  with  no  real  understanding  of  the 
need  for  clean  hands  and  equipment,  a physician 
who  had  attended  other  patients  often  brought  with 
him  to  delivery  a variety  of  communicable  diseases, 
especially  puerperal  fever.  This  continued  to  be  a 
major  focus  of  concern  and  the  leading  cause  of 
maternal  mortality  until  the  twentieth  century.^ 

For  those  on  the  fringes  of  society,  of  course, 
especially  the  poor,  rural,  and  black  in  Mississippi, 
the  age-old  tradition  of  midwifery  continued  well 
into  the  twentieth  century.  As  late  as  1935  over  half 
of  all  Mississippi  women  were  not  attended  by  a 
physician  at  delivery.'^  Many  practicing  midwifes 
had,  through  years  of  experience,  gained  high  levels 
of  competency  in  handling  routine  cases  and  con- 
tinued to  provide  an  important  female  network  of 
support  for  pregnant  women.  However,  others  car- 
ried with  them  archaic  beliefs  not  far  removed  from 
the  Middle  Ages.  One  Mississippi  doctor  records 
being  called  to  assist  in  a delivery  in  which  the 
attending  midwife,  confounded  by  a delayed 
placenta,  had  placed  a pan  of  burning  feathers  under 
a patient’s  bent  knees  and  then  covered  her  legs  with 
a quilt.  ‘ ‘She  got  tired  foolin’  with  that  afterbirth  and 
was  going  to  smoke  it  out.”'® 

Irrespective  of  who  was  present  at  delivery,  the 
reality  that  belied  the  ideal  of  sainted  motherhood 
was  that  many  women  lived  in  constant  dread  of  the 
repeated  pregnancies  which  seemed  to  be  their  lot  in 
life,  and  not  without  cause.  Death  was  always  a very 
real  possibility,  especially  in  Mississippi.  Moreov- 
er, the  pain  of  childbirth  was  far  from  pleasant.  The 
introduction  of  anesthesia,  primarily  ether  or  chloro- 
form, in  the  delivery  room  around  mid-century  was 
initially  hailed  as  a godsend  by  doctors  and  patients. 
Yet  even  this  could  cause  serious  problems  when  it 
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was  improperly  administered,  as  it  frequently  was  in 
the  early  years. ^ Aside  from  the  dangers  and  pain  of 
childbirth,  the  burdens  of  a large  family  were  heavy. 
Consequently  many  nineteenth  century  women  took 
matters  into  their  own  hands. 

A rise  in  the  incidence  of  abortion  indicates  a 
determination  on  the  part  of  many  married  women  to 
limit  the  size  of  their  families.  Less  dramatic  but 
more  widespread  birth  control  practices  were  the 
natural  ones,  such  as  the  rhythm  method.  These, 
however,  were  inherently  unreliable  since  even 
physicians  misunderstood  the  fertile  period  of  the 
female  cycle. The  artificial  methods  which  be- 
came increasingly  popular  as  the  century  progressed 
were  frequently  condemned  by  both  the  medical 
community  and  the  general  public.  In  1878  the 
MSMA  denounced  those  “unscrupulous”  doctors 
who  encouraged  the  “avoidance  of  maternity,”  a 
practice  the  medical  association  condemned  because 
it  retarded  population  growth  in  the  state.**  Others 
argued  that  all  forms  of  contraception  were  “a  curse 
to  the  good  health  and  the  morals  of  both  parties.”'^ 
Acting  on  this  belief,  the  guardians  of  American 
morality  undertook  a successful  campaign  to  outlaw 
the  sale  and  distribution  of  birth  control  devices. 
Mississippi  reinforced  this  with  a law  that  stayed  on 
the  books  through  World  War  II.  The  state  imposed 
a fine  and/or  a jail  sentence  on  anyone  who  manufac- 
tured, sold,  advertised,  or  possessed  any  contracep- 
tive instruments  or  medications.'^ 

One  final  point  should  be  noted  regarding  women 
and  medicine  in  nineteenth  century  Mississippi. 
Since  the  professionalization  of  women’s  medicine 
was  a major  theme  throughout  the  century,  and  since 
the  profession  was  overwhelmingly  dominated  by 
men,  the  means  and  ends  of  women’s  health  care 
were  formulated  by  men.  Yet,  ironically,  there  were 
probably  more  women  than  men  engaged  in  health 
care.  It  is  just  that  they  played  less  visible  and  vocal 
roles.  The  lingering  presence  of  midwives  was  one 
obvious  example.  Even  more  significant  was  the 
role  played  by  the  wife  and  mother,  whose  continual 
task  it  was  to  care  for  her  own  health  as  well  as  that  of 
her  family.  Yet  practice  on  this  level  was  completely 
compatible  with  the  prevailing  value  system.  For 
women  to  nurse  their  families  was  a natural  exten- 


sion of  their  duties  as  wives  and  mothers.  By  the 
same  token,  for  them  to  nurse  the  public  during  the 
crisis  of  war  or  epidemic  was  a natural  extension  of 
their  role  as  comforter. 

There  is,  of  course,  an  irreconcilable  conflict  in 
this  situation.  Viewed  as  inherently  weak  and  sickly, 
women  were  considered  too  fragile  to  venture  into 
the  wider  world  and  were  pressured  to  entrust  their 
own  health  to  a superior  male  physician.  Placed  at 
the  center  of  the  home,  women  were  required  to  be 
strong  enough  to  produce  abundant  offspring  and 
then  bear  the  heavy  responsibility  which  large  fami- 
lies and  domestic  duties  entailed.  Nineteenth  century 
Mississippi  had  no  trouble  in  reconciling  these  two 
contradictory  images.  Neither  did  the  medical  com- 
munity, which  melded  science  with  sociology  to 
define  a paradoxical  but  powerful  feminine  ideal. 

★★★ 
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The  President  Speaking 


Development  of  PROs 


Ellis  M.  Moffitt,  M.D. 
Jackson,  Mississippi 


In  Doctor  Whit  Johnson’s  presidential  address  to  the  House  of 
Delegates  at  its  annual  meeting  in  May  1984,  he  recommended 
that  the  House  approve  the  State  Medical  Association’s  estab- 
lishing some  type  of  alternate  health  care  delivery  system. 

The  House  of  Delegates  acted  positively  on  the  suggestion.  A 
committee  was  appointed,  consisting  of  Doctors  Whitman  John- 
son, Lamar  Weems  and  myself.  We  have  reviewed  a lot  of  mate- 
rial involving  establishment  of  alternate  health  care  delivery  sys- 
tems. It  is  the  recommendation  of  the  committee  that  MSMA  act  in 
an  advisory  role  to  those  physicians  who  anticipate  forming  their 
own  PPO,  rather  than  have  the  association  develop  one.  There  is 
considerable  expense  involved  in  the  establishment  of  any  health 
care  delivery  system,  and  funds  are  not  currently  budgeted  by 
MSMA  for  this  purpose.  Another  reason  was  the  real  possibility  of 
alienating  a considerable  number  of  our  members,  since  all  mem- 
bers could  not  be  participants  in  the  PPO.  I think  the  membership 
needs  to  be  better  educated  in  the  operation  of  a PPO  before  we  go 
any  further. 

The  next  few  issues  of  the  president’s  page  will  deal  with 
discussions  regarding  PPOs. 

There  are  no  operational  PPOs  in  the  state  at  the  present  time. 
There  are  several  areas  in  which  the  business  community  is  in- 
terested in  establishing  one.  Health  care  brokers  are  trying  very 
hard  to  sell  this  to  business  as  a means  of  controlling  health  care 
costs. 

There  are  more  than  300  PPOs  in  various  stages  of  development 
in  the  nation  today,  and  the  number  is  increasing.  California  has 
45.  Thirty-four  percent  are  physician-run;  16%  are  hospital-run; 
and  1 1 % are  joint  ventures  between  hospital  and  physician.  Practi- 
cally every  Blue  Cross  in  the  country  has  one  or  is  about  to 
establish  one.  Mississippi  is  no  exception. 

At  a recent  conference  on  PPOs  sponsored  by  the  U.  S.  Cham- 
ber of  Commerce  in  Washington,  many  business  leaders  expressed 
the  opinion  that  PPOs  offer  the  best  hope  of  reducing  their  health 
costs.  The  time  to  reduce  these  costs  is  now,  employers  were  told. 
Three  reasons  were  given  for  this  attitude:  (1)  the  doctor  surplus; 
(2)  increased  public  concern  about  rising  costs;  and  (3)  the 
businesses  own  clout  as  purchasers  of  health  care.  Workshop 


(Continued  on  page  16) 
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Health  Services  Reorganization 
Bill  Requires  Monitoring 

It  is  that  time  of  year  again,  and  I am  not  referring 
to  the  joyous  holidays  of  Christmas  and  New  Year’s. 
Now  is  the  time  for  prefiling  bills  for  introduction 
into  the  upcoming  session  of  the  Mississippi  Legis- 
lature. 

One  such  proposal,  the  Health  Services  Reorga- 
nization Act,  was  prefiled  early  and,  in  fact,  com- 
mittee hearings  have  already  taken  place  regarding 
this  legislation.  The  stated  objectives  of  the  bill  are 
to  consolidate  many  duplicated  functions  and  there- 
by increase  efficiency  while  decreasing  costs.  The 
original  bill  creates  the  Mississippi  Department  of 
Health  Care  Finance,  establishes  several  new  divi- 
sions within  the  Mississippi  Department  of  Health, 
abolishes  some  boards,  and  reconstitutes  other 
boards  and  commissions.  Changes  in  the  original 
bill  have  already  occurred  in  committee,  and  I am 
sure  others  will  take  place. 

Legislative  measures  of  this  magnitude  have  a 
way  of  undergoing  a major  metamorphosis  in  com- 
mittee hearings  and  often  the  final  product  in  no  way 
resembles  the  original  draft. 

While  in  committee  this  bill  should  receive  care- 
ful scrutiny  by  the  medical  community  and  the  lay 
public.  Hopefully,  a major  interest  by  both  groups 
will  be  generated  and  significant  input  made  to  the 
appropriate  committees.  This  bill,  along  with  many 
others,  will  be  monitored  by  the  MSMA  staff  and  the 
Legislative  Committee.  You  should  not,  however, 
rely  entirely  upon  this  input.  You  should  familiarize 
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yourself  with  the  details  of  this  legislation  and  fol- 
low its  progress  through  various  committee  actions. 
Most  importantly,  you  should  respond  to  your  local 
representative  as  well  as  the  MSMA  staff  so  that 
your  interest  may  be  known  and  appropriately  repre- 
sented. Failure  to  become  active  and  involved  may 
lead  to  significant  changes  detrimental  to  your  prac- 
tice. 

Myron  W.  Locke y,  M.D. 

Editor 


Medico-Legal  Brief 

Physician-Hospital  Dispute 
Over  Staff  Privileges 

A recent  decision  of  the  Missouri  Court  of 
Appeals  indicates  the  importance  of  conducting  a 
hearing  whenever  a dispute  arises  concerning  the 
suspension  or  termination  of  a physician’s  hospital 
staff  privileges. 

The  physician  in  question  received  a letter  from 
the  hospital  board  of  trustees  informing  him  that  due 
to  an  incident  occurring  on  February  9,  1982,  his 
medical  staff  privileges  for  admitting  patients  to 
Bates  County  Memorial  Hospital  were  suspended 
for  a period  of  21  days.  The  physician  filed  suit  for 
an  injunction.  At  the  court  hearing  the  hospital 
offered  testimony  from  two  nurses,  the  chairman  of 
the  board,  and  the  hospital  administrator.  The  physi- 
cian offered  testimony  from  the  patient  and  three 
physicians  in  addition  to  his  own  testimony.  The 
Court  granted  an  injunction  and  the  hospital  ap- 
pealed. 

The  record  reveals  that  the  hospital  board  based  its 
decision  upon  an  investigative  report  by  the  hospital 
attorney,  the  progress  record  of  the  patient,  affida- 
vits from  nurses,  and  a report  of  the  hospital  creden- 
tials committee.  Based  on  these  documents,  the  hos- 
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MEDICO-LEGAL  BRIEF/Continued 

pital  board  concluded  that  the  physician  had  “sur- 
reptitiously administered”  a sedative,  in  the  form  of 
a rectal  suppository,  in  an  effort  and  for  the  purpose 
of  performing  a diagnostic  test  upon  the  patient. 
Allegedly  the  patient  had  refused  to  undergo  the  test. 
The  hospital  board  also  concluded  that  the  patient, 
although  87  years  of  age,  was  competent  and  fully 
aware  of  her  surroundings  and  the  nature  and  impor- 
tance of  the  diagnostic  test.  However,  the  hospital 
board  did  not  conduct  a hearing.  The  court  charac- 
terized the  action  of  the  hospital  board  as  an  uncon- 
tested case.  In  other  words,  the  physician  had  not 
had  an  opportunity  to  provide  any  evidence  to  the 
hospital  board. 

On  appeal,  the  hospital  contended  that  the  trial 
court  should  have  limited  its  review  to  the  evidence 
before  the  hospital  board,  and  thereby  determine  if 
the  hospital  board  exercised  its  discretion  lawfully. 
However,  the  Court  of  Appeals  held  that  because  the 
hospital  board  did  not  conduct  a hearing,  the  trial 
court  properly  heard  evidence  on  the  merits  of  the 
case  and  properly  based  its  decision  on  its  assess- 
ment of  the  facts  and  the  credibility  of  the  witnesses. 
The  court  affirmed  the  trial  court’s  entry  of  an  in- 
junction against  the  hospital.  (Long  v.  Bates  County 
Memorial  Hospital,  667  S.W.2d  419,  Mo.  Ct.  of 
App.,  Dec.  27,  1983;  sustained  March  20,  1984) 

AMA  Office  of  General  Counsel  Comments 

In  this  case,  the  bylaws  did  not  require  a hearing. 
The  hospital  board  acted  to  penalize  the  physician 
without  giving  him  an  opportunity  to  provide  the 
facts  in  support  of  his  conduct.  If  the  board  had  the 
benefit  of  such  facts,  perhaps  costly  litigation  could 
have  been  avoided. 

When  medical  staff  bylaws  are  being  drafted  or 
revised,  it  is  a good  idea  to  be  sure  that  the  hearing 
provisions  are  clear,  complete,  and  up  to  date.  If  a 
physician  has  the  opportunity  to  present  evidence 
that  explains  or  supports  his  actions,  generally  the 
Court  is  limited  to  determining  if  there  was  evidence 
to  support  the  hospital’s  decision.  The  Court  gener- 
ally will  not  substitute  its  judgment  for  the  judgment 
of  the  hospital  board.  It  will  only  be  concerned  with 
determining  that  a fair  procedure  was  utilized,  that 
such  procedure  permitted  reasonable  access  to  all  of 
the  pertinent  information,  and  that  the  final  decision 
was  based  upon  evidence  obtained  through  that 
process,  supporting  the  final  decision.  Both  hospital 
and  physician  are  protected  by  a hearing  requirement 
in  the  bylaws. 


The  President  Speaking 

(Continued  from  page  14) 

speakers  gave  a polite  nod  to  quality  of  care  but 
made  it  quite  clear  that  what  they  expect  from  PPOs 
is  hard-nosed,  bottom  line  oriented  medical  service. 
The  PPO  that  does  not  deliver  service  will  not  sur- 
vive. 

A PPO  in  its  simplest  form  is  a group  of  fee-for- 
service  physicians  and/or  hospitals  that  contract  with 
a third  party  payor  to  provide  services  at  previously 
determined  rates  for  the  prospect  of  increased  patient 
volume  and  prompt  payment  of  services.  It  is  not  an 
insurance  plan,  but  an  insurance  company  may  be  a 
PPO  or  one  of  the  parties.  It  is  a set  of  contractual 
agreements  between  payors,  providers  and  consum- 
ers. 

A PPO  differs  from  an  HMO  or  IPA  in  several 
ways: 

(1)  A PPO  is  made  up  of  a group  of  physicians, 
hospital  and  medical  staff  that  agree  to  provide  ser- 
vices on  a fee-for-service  basis  to  some  defined 
patient  population  at  or  below  usual  and  customary 
rates.  Employers  pay  only  for  those  services  thair 
employees  use.  In  contrast,  an  HMO  or  IPA  charge  a 
capitation  fee  that  covers  all  services  rendered. 

(2)  PPOs  allow  more  freedom  of  choice  in  their 
selection  of  providers  than  the  HMO  or  IPA, 
although  this  will  depend  on  the  size  of  the  PPO.  The 
patient  still  remains  free  to  use  a non-PPO  provider 
even  though  at  a reduced  reimbursement. 

(3)  There  is  very  little  if  any  financial  risk  for 
providers,  since  the  PPO  is  not  financed  through  a 
prepaid  mechanism.  However,  increased  thought  is 
being  given  to  incorporating  risk  as  a part  of  the  PPO 
concept,  such  as  requiring  payment  of  annual  dues  in 
order  to  belong  to  the  PPO  or  reserving  part  of  the 
reimbursement. 

PPOs  can  be  organized  in  several  ways:  physician 
alone,  hospital  alone,  or  a combination  of  physician 
and  hospital,  third  party  payors,  health  care  consul- 
tants or  brokers.  Businesses  such  as  Prudential  Life, 
Sears,  and  many  other  large  companies  are  in- 
terested in  this. 


1 17th  Annual  Session 

May  15-19,  1985 
Biloxi,  Mississippi 

Mark  Your  Calendars  Now 
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MEDICAL  ORGANIZATION 


Planning  Underway  for  MSMA's  New  Home: 
Groundbreaking  Scheduled  for  April 


Designers  are  at  work  on  final  plans  for  MSMA’s 
new  home.  It  won’t  exactly  be  “new,”  but  the 
association’s  headquarters  building  on  Riverside 
Drive  will  undergo  such  an  extensive  expansion  and 
remodeling  that  it  will  appear  to  be  a completely  new 
structure. 

Furthermore,  it  will  function  as  a full  office  com- 
plex, housing  not  only  the  expanding  MSMA  and 


MSMA  Auxiliary  operations,  but  also  the  Mississip- 
pi Foundation  for  Medial  Care,  currently  located  in 
offices  on  North  West  Street,  and  the  Medical 
Assurance  Company  of  Mississippi. 

Preliminary  plans  drawn  up  by  the  architectural 
firm  of  Cooke-Douglass-Farr,  Ltd.,  call  for  a three- 
story  structure  to  be  erected  just  north  of  the  existing 
building.  Plans  also  include  reorientation  of  the 


Preliminary  plans  call  for  a 
three-story  structure  to  be 
erected  just  north  of  the  existing 
headquarters  building.  Plans 
also  include  reorientation  of  the 
building’s  main  entrance,  with 
the  new  atrium-style  entry  facing 
west. 


JANUARY  1985 


17 


MSMA'S  NEW  HOME/Continued 

building's  main  entrance,  with  the  new  atrium-style 
entry  facing  west.  Additionally,  the  existing  build- 
ing will  be  remodeled. 

When  the  project  is  finished,  the  complex  will 
have  a total  square  footage  of  24,428,  or  15,000 
more  than  is  now  available.  Present  offstreet  parking 
will  be  more  than  tripled. 

The  $1,797,000  building  program  was  recom- 
mended by  the  MSMA  Board  of  Trustees  and  au- 
thorized by  the  House  of  Delegates  at  the  1 1 6th 
Annual  Session  in  May  1984. 

Financing  for  the  building  program’s  cost  will  be 
provided  through  a syndicated  limited  partnership, 
with  MSMA  as  the  general  partner.  Limited  part- 
nerships will  be  restricted  to  MSMA  members  who 
meet  criteria  established  by  the  Board  of  Trustees. 

When  the  Board  of  Trustees  recommendation  was 
presented  to  the  House  of  Delegates  last  year,  it  was 
noted  that  the  existing  building  is  in  good  condition 
with  the  exception  of  an  outdated  mechanical  sys- 
tem. However,  as  the  association  and  the  auxiliary 
have  grown  and  as  services  to  the  membership  and 
the  public  have  been  added,  the  headquarters  build- 
ing has  been  found  inadequate. 

The  original  building,  situated  on  a 1.03  acre  lot 
near  the  University  Medical  Center,  was  constructed 
in  1956.  A major  addition  which  more  than  doubled 
the  size  of  the  structure  (to  9,428  square  feet)  was 
completed  in  1970. 

Since  that  time,  a number  of  programs  have  been 
added  to  MSMA  operations,  among  them  the 
MSMA  Benefit  Plan  and  Trust,  CommuniCare, 


MSMA  Auxiliary  office,  the  GTE  Telenet  System, 
and  MSMA  Services,  Inc.  As  staff  additions  have 
been  made  for  the  administration  of  these  programs, 
all  available  storage  and  file  rooms  have  been  con- 
verted to  offices.  Currently,  the  library/conference 
room  has  been  pressed  into  multiple  use,  with  a 
full-time  staff  person  utilizing  it  as  office  space. 
Similarly,  conversion  of  ancillary  space  has  been 
necessary  for  the  growing  Medial  Assurance  Com- 
pany of  Mississippi,  which  has  leased  space  in  the 
building  since  the  company  began  operations  in 
1976. 

Space  problems  extend  beyond  the  need  for 
offices,  however.  The  building’s  main  conference 
room,  part  of  the  original  structure,  no  longer  can 
accommodate  meetings  of  the  Board  of  Trustees  and 
officers,  a situation  which  is  particularly  acute  when 
there  are  guests. 

When  the  construction  project  is  completed,  the 
MSMA  and  MSMA  Auxiliary,  the  Medical  Assur- 
ance Company  of  Mississippi,  and  the  Mississippi 
Foundation  for  Medical  Care  will  occupy  14,688 
square  feet  of  office  space.  Shared  facilities,  includ- 
ing a large  conference  room,  a medium  conference 
room/library  and  a lounge/kitchen  area,  will  total 
4,040  square  feet.  General  services  and  circulation 
area  will  account  for  5,700  square  feet,  bringing  the 
total  to  24,428. 

Groundbreaking  ceremonies  are  scheduled  for 
April.  Estimated  time  for  completion  of  the  project 
is  18  to  23  months,  including  initial  design  and  bid 
phases.  Once  construction  is  underway,  it  is  ex- 
pected to  take  just  over  a year. 


The  original  MSMA  headquarters  building  was  opened  in  1956.  Dr.  S.  Lamar  Bailey  of  Kosciusko,  1955-56  MSMA 
president,  delivered  the  dedication  address,  and  Dr.  Guy  T.  Vise  of  Meridian,  chairman  of  the  Board  of  Trustees, 
presided  over  the  ceremonies.  Theme  of  the  dedication  was  the  centennial  celebration  of  the  association’ s founding  in 
1856.  When  the  current  construction  project  to  expand  the  headquarters  building  is  finished,  the  complex  will  have 
24,428  square  feet,  making  it  six  times  larger  than  the  original  building. 
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Medical  History  Exhibit 
Officially  Opened 

An  old-time  country  doctor’s  office 
was  officially  opened  November  25  at  the 
Mississippi  Agriculture  and  Forestry 
Museum  in  Jackson. 

The  MSMA  provided  funding  and 
technical  assistance  for  the  exhibit,  a trib- 
ute to  the  pioneer  doctors  of  the  state. 

Dr.  Ralph  Brock,  MSMA  president- 
elect, represented  the  assocation  at  rib- 
bon-cutting ceremonies,  along  with  Bar- 
bara (Mrs.  Ted)  Blanton,  MSMA  Auxili- 
ary president.  Commissioner  Jim  Buck 
Ross  of  the  Mississippi  Department  of 
Agriculture  and  Commerce  conducted 
the  dedication. 

John  E.  Melvin  of  Canton  donated  the 
original  doctor’s  office,  which  has  been 
restored  to  its  1920s  appearance  on  the 
museum  grounds.  The  building  was  orig- 
inally located  in  Camden,  where  Dr.  John 
W.  Melvin  practiced  medicine  with  his 
father-in-law.  Dr.  John  M.  Shelby. 

Visitors  to  Dr.  Melvin’s  office  will  see 
furnishings,  medical  equipment  and 


Dr.  Ralph  Brock,  Center,  and  Barbara  (Mrs.  Ted)  Blanton,  right, 
represented  the  MSMA  and  MSMA  Auxiliary  at  the  opening  of  the 
medical  history  exhibit  at  the  Mississippi  Agriculture  and  Forestry 
Museum  in  Jackson.  With  them,  from  left,  are:  Forrest  Galey,  museum 
historian;  Commissioner  Jim  Buck  Ross;  and  John  E.  Melvin  of  Canton, 
who  donated  the  original  doctor’s  office. 

medications  used  during  that  period  of  time.  Most  of  the  artifacts 
were  donated  by  Mississippi  physicians  and  their  families. 

The  doctor’s  office  is  situated  in  Small  Town,  Mississippi,  a 
“living  history’’  village  which  features  a working  farm,  a cotton 
gin,  a Masonic  lodge,  a general  store,  and  other  buildings  typical 
of  a rural  community  of  the  time. 

The  medical  history  display  was  endorsed  by  the  MSMA  Board 
of  Trustees  as  a special  project  in  1981,  the  association’s  125th 
anniversary  year. 


Special  Thanks 

The  country  doctor’s  office  at  the  Mississippi  Agriculture  and  Forestry  Museum  was  made 

possible  by  the  generous  donations  of  Mississippi  physicians.  Special  acknowledgement  is 

made  to  the  following  contributors; 

Charles  H.  Allen,  Jr.,  MD 

Raymond  F.  Grenfell,  MD 

F.  Lamar  McMillin,  Jr.,  MD 

S.  Lamar  Bailey,  MD 

Donald  S.  Hall,  MD 

Brendan  M.  Miles,  MD 

Ottis  G.  Ball,  MD 

William  V.  Hare,  MD 

Henry  P.  Mills,  Jr.,  MD 

Jon  Michael  Beall,  MD 

Mary  E.  Hawkins,  MD 

Ellis  M.  Moffitt,  MD 

John  R.  Bise,  III,  MD 

Madeline  P.  Heidelberg,  MD 

Paul  H.  Moore,  Jr.,  MD 

Thomas  H.  Blake,  MD 

John  K.  Henry,  MD 

Paul  H.  Moore,  Sr.,  MD 

Robert  E.  Blount,  MD 

Joseph  R.  Henry,  MD 

Charles  M.  Murry,  Jr.,  MD 

Richard  C.  Boronow,  MD 

Thomas  J.  Herring,  Jr.,  MD 

Martin  M.  Pomphrey,  MD 

Guy  R.  Braswell,  MD 

Jeff  A.  Hodges,  MD 

George  D.  Purvis,  Jr.,  MD 

William  H.  Burrow,  II,  MD 

Calvin  T.  Hull,  MD 

Curtis  D.  Roberts,  MD 

Guy  D.  Campbell,  MD 

Hansel  Janet,  MD 

Joseph  B.  Rogers,  MD 

Kenneth  G.  Carter,  MD 

Camille  J.  Jeffcoat,  MD 

James  L.  Royals,  MD 

John  V.  Cockrell,  MD 

Gerry  L.  Jeffcoat,  MD 

G,  T.  Sheffield,  MD 

Walter  W.  Crawford,  MD 

Charles  R.  Jenkins,  MD 

Omar  Simmons,  MD 

Irvin  H,  Cronin,  MD 

Samuel  B.  Johnson,  MD 

McKamy  Smith,  MD 

Kenneth  I.  Cronin,  MD 

Whitman  B.  Johnson,  Jr.,  MD 

M.  J.  Stout,  Jr.,  MD 

J.  T.  Davis,  MD 

Earl  L.  Laird,  MD 

George  J.  Taylor,  III,  MD 

Tom  B.  Dominick,  MD 

John  P.  Lee,  MD 

P.  K.  Thomas,  Jr.,  MD 

Roy  D.  Duncan,  MD 

William  L.  Little,  MD 

James  T.  Thompson,  MD 

J.  F.  Eckford,  MD 

William  F.  Lynch,  Jr.,  MD 

Virginia  S.  Tolbert,  MD 

William  R.  Ehlert,  MD 

Frank  T.  Marascalco,  MD 

R.  Faser  Triplett,  MD 

Donald  R.  Ellis,  MD 

T.  Scott  McCay,  MD 

Cecil  R.  Walley,  MD 

Alan  E.  Freeland,  MD 

Charles  R.  McCollum,  Jr,  MD 

W.  W.  Walley,  MD 

Hugh  A.  Gamble,  MD 

Robert  H.  McCrary,  MD 

Glen  C.  Warren,  MD 

Lyne  S.  Gamble,  MD 

Henry  A.  McCrory,  MD 

Patricia  Weathersby,  MD 

Thomas  S.  Glasgow,  MD 

S.  H.  McDonnieal,  Jr.,  MD 

Glenn  L.  Wegener,  MD 

Paul  R.  Googe,  MD 

James  N.  McLeod,  III,  MD 

Eugene  G.  Wood,  Jr.,  MD 

Sidney  0.  Graves,  Jr.,  MD 

Frederick  L.  McMillan,  MD 

R.  L.  Wyatt,  MD 
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WE  MADE 

BELIEVERS  OUT  OF 
A LOT  OF  PEOPLE 


Seven  years  ago  an  idea  was  born  that  prompted  many  insurance  experts  in  Mississippi 
to  take  notice.  They  laughed,  they  kidded  and  wondered  how  a group  of  Mississippi  doctors 
could  successfully  form  and  operate  an  insurance  company.  It  wouldn’t  succeed  was  the 
general  concensus.  Little  did  they  know! 

Today,  Medical  Assurance  Company  is  strong,  solid  and  alive,  thank  you.  Over  1200 
doctors  are  insured  by  Medical  Assurance  Company,  and  unlike  other  carriers  in  the  State, 
the  number  is  steadily  increasing  each  year. 

There  are  many  reasons  for  the  success  of  Medical  Assurance  Company.  Among  them 
are: 

* Staffed  by  experienced  insurance  personnel 

* Use  of  established  consultants  in  matters  of  insurance,  investment,  and  reinsurance 

* Use  of  defense  attorneys  who  specialize  in  medical  liability  cases 

* All  claims  are  reviewed  by  a panel  of  medical  experts 

* Premiums  do  not  include  consideration  for  stockholders’  dividends  or  agents’ 
commissions 

* All  underwriting,  claims  and  other  administrative  functions  are  conducted  from  one 
central  office 

* Sponsored  by  the  Mississippi  State  Medical  Association 


MEDICAL  ASSURANCE  COMPANY  OF  MISSISSIPPI 

P.O.  Box  4625 
Jackson,  Mississippi  39216 

(In  Jackson)  944-0072  / MS.  WATS  1-800-682-6415 


“The  Professional  Liability  Insurance  OF  Mississippi  Physicians,  BY  Mississippi 
Physicians,  FOR  Mississippi  Physicians” 


UMC  Appoints  Two 
To  Medical  School  Faculty 

The  University  of  Mississippi  Medical  Center 
has  added  two  to  the  medical  school  faculty  for  the 
current  academic  session. 

The  appointments  were  announced  by  Dr.  Nor- 
man C.  Nelson,  vice  chancellor  for  health  affairs, 
following  approval  by  the  Board  of  Trustees  of 
State  Institutions  of  Higher  Learning. 

School  of  Medicine  appointments  included  Dr. 
Ronald  J.  Kendig,  assistant  professor  of  surgery 
(orthopedics),  and  Dr.  Clara  A.  Myers,  assistant 
professor  of  medicine. 

Dr.  Ronald  J.  Kendig  holds  the  B.S.  from  Cor- 
nell University.  He  earned  the  M.D.  at  the  Uni- 
versity of  Maryland  Medical  School  and  did  his 
residency  in  surgery  and  orthopedics  at  Union 
Memorial  Hospital  from  1979-1982.  Prior  to  his 
Medical  Center  appointment,  he  was  instructor 
and  acting  chief  of  pediatric  orthopedic  service  at 
the  University  of  California  Davis  School  of 
Medicine. 

Dr.  Clara  A.  Myers  earned  the  B.A.  in  1970 
and  the  M.A.  in  1971  from  Northwestern  State 
University.  She  completed  pre-medical  studies  at 
Millsaps  College  in  1975,  and  earned  the  M.D.  at 
the  University  of  Mississippi  Medical  Center  in 
1979,  where  she  did  her  residency. 


UMC  Will  Sponsor 
Nuclear  Medicine  Update 

The  University  of  Mississippi  Medical  Center 
Nuclear  Medicine  Update  will  be  presented  dur- 
ing the  Eighth  Annual  Meeting  of  the  Mississippi 
Society  of  Nuclear  Medicine  on  February  2. 

The  program,  designed  to  present  the  latest  and 
most  comprehensive  information  on  nuclear 
medicine  imaging,  will  emphasize  new  tech- 
niques and  recent  advancements  in  established 
procedures. 

Credit  for  the  course  will  be  awarded  as  eight 
hours  in  Category  I of  the  Physician’s  Recognition 
Award  of  the  American  Medical  Association  and 
.8  continuing  education  units. 

For  information  or  a brochure,  contact  the  Uni- 
versity of  Mississippi  Medical  Center,  Continuing 
Health  Professional  Education,  2500  North  State 
Street,  Jackson,  Mississippi  39216-4505,  or  call 
(601)  987-4914. 


Renal  Update  1984 
Scheduled  for  Next  Month 

Renal  Update  1984,  sponsored  by  the  University 
of  Mississippi  School  of  Medicine,  will  be  held  on 
February  3,  at  the  Sheraton  Regency  Convention 
Center  in  Jackson. 

Information  on  the  prevention  and  treatment  of 
renal  failure  and  the  clinical  management  of  nephro- 
logic  problems  will  be  discussed. 

The  program  is  co-sponsored  by  the  Kidney 
Foundation  of  Mississippi,  Kidney  Care,  Inc.,  the 
Mississippi  Nephrologic  Society  and  the  Mississippi 
Urologic  Society.  It  meets  the  criteria  for  5.5  credit 
hours  in  Category  I of  the  Physicians’  Recognition 
Award  of  the  American  Medical  Association. 

For  information  or  a brochure,  contact  continuing 
Health  Professional  Education  at  the  University 
Medical  Center. 


POSTGRADUATE 

CALENDAR 


Feb.  2 

Nuclear  Medicine  Update 
University  Medical  Center,  Jackson 

Feb.  16 

Internal  Medicine  Update 
Holiday  Inn  Southwest,  Jackson 

March  14-16 

Surgical  Forum  XII 

Holiday  Inn  Downtown,  Jackson 

March  1-22 

Neurology  Spring  Symposium 
Sheraton  Regency,  Jackson 

March  23 

Spring  Sonic  Symposium 
University  Medical  Center,  Jackson 

April  24-27 

Family  Practice  Update 
Sheraton  Regency,  Jackson 

For  registration  information  and  a brochure,  con- 
tact Continuing  Education  at  the  University  of  Mis- 
sissippi Medical  Center,  2500  North  State  Street, 
Jackson,  MS  39216-4505,  or  call  (601)  987-4914. 
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“When  I realized  my  chances  of 
becoming  disabled  by  age  65 
were  three  times  greater  than  the 
chances  of  death  . . . 

I compared  disability  insurance 
plans.  And  I decided  that  my 
MSMA-endorsed  disability  in- 
surance plan 

SERVES  ME  BEST! 

It’s  not  group  insurance,  but  an 
individually-owned  policy 
which  is  non-cancellable  and 
guaranteed  renewable. 

If  you’re  a member  of  the  Mississippi  State  Medical  Association  you  may  be 
eligible  for  this  outstanding  professional  disability  plan  at  discounted  pre- 
miums. 

• Non-cancellable,  guaranteed  renewable  • Cost  of  living  rider 

• Medical  specialty  protection  • Future  disability  insurance  option 

• Presumptive  loss  provision  • Lifetime  accident  and  sickness  rider 

• Indexing  of  prior  earnings  • Total  and  residual  disability  protection 

• Waiver  of  premium 

Offered  by  Paul  Revere  Insurance  Company  to  MSMA  members  through  its 
exclusive  representatives,  Professional  Disability  Specialists. 

Jon  B.  Wimbish,  Disability  Specialist 

1501  Lakeland  Drive,  Suite  200  Jackson,  MS  39216  Telephone  362-9800 
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Balaski,  James  Phillip,  Heidelberg.  Born 
Picayune,  MS,  Nov.  28,  1947;  M.D.,  University  of 
Mississippi  School  of  Medicine,  Jackson,  1973;  in- 
terned and  family  medicine  residency.  University 
Medical  Center,  Jackson,  1973-76;  elected  by  South 
Mississippi  Medical  Society. 

Cobb,  James  R.,  Marks.  Bom  Little  Rock,  AR, 
Dec.  20,  1932;  M.D.,  University  of  Tennessee  Cen- 
ter for  Health  Sciences,  Memphis,  1963;  interned 
St.  Mary’s  Hospital,  Kansas  City,  MO,  one  year; 
elected  by  Clarksdale  and  Six  Counties  Medical 
Society. 

Cole,  Frederick  L.,  Tunica.  Born  New  Orleans, 
June  19,  1943;  M.D.,  University  of  Mississippi 
School  of  Medicine,  Jackson,  1973;  interned  Baptist 
Hospital,  Memphis,  one  year;  diagnostic  radiology 
residency,  same,  1974-77;  internal  medicine  res- 
idency, same,  1979-81;  elected  by  Clarksdale  and 
Six  Counties  Medical  Society. 

Craven,  William  F.,  Oxford.  Born  Murphy,  NC, 
Nov.  1,  1956;  M.D.,  University  of  Mississippi 
School  of  Medicine,  Jackson,  1981;  family  medi- 
cine residency,  Druid  City  Hospital,  Tuscaloosa, 
AL,  1981-84;  elected  by  North  Mississippi  Medical 
Society. 

Dale,  Warren  B.,  Sr.,  Lumberton.  Born  Centre- 
ville,  MS,  Aug.  3,  1925;  M.D.,  University  of  Mis- 
sissippi School  of  Medicine,  Jackson,  1955;  in- 
terned University  Medical  Center,  Jackson,  one 
year;  elected  by  South  Mississippi  Medical  Society. 

Davison,  Robert  Dale,  McComb.  Bom  Alexan- 
dria, LA,  Jan.  18,  1942;  M.D.,  University  of  Ala- 
bama School  of  Medicine,  Birmingham,  1968;  in- 
terned Ochsner  Medical  Foundation,  New  Orleans, 
one  year;  radiology  residency,  University  Hospitals, 
Birmingham,  AL,  1971-74;  elected  by  South  Cen- 
tral Medical  Society. 

Eaton,  James  M.,  Tupelo.  Bom  Booneville,  MS, 
May  6,  1952;  M.D.,  University  of  Mississippi 
School  of  Medicine,  Jackson,  1977;  interned  and 
anesthesiology  residency,  LSU  Medical  Center, 
Shreveport,  1977-80;  elected  by  Northeast  Missis- 
sippi Medical  Society. 

El  Nachef,  Mohamed  W.,  Clarksdale.  Born 
Maaretmesrin,  Syria,  Jan.  25,  1953;  M.D.,  Aleppo 
University  School  of  Medicine,  Aleppo,  Syria, 
1976;  pathology  residency.  Canton,  OH;  internal 


medicine  residency.  Medical  Center,  Cleveland, 
OH  1979-82;  nephrology  residency,  Cleveland 
Methodist  Hospital,  Cleveland,  OH,  1982-84; 
elected  by  Clarksdale  and  Six  Counties  Medical 
Society. 

Erly,  William  K.,  Dekalb.  Bom  Red  Bank,  NJ, 
Nov.  6,  1956;  M.D.,  Columbia  University  College 
of  Physicians  and  Surgeons,  New  York,  NY,  1983; 
one  year  family  medicine  training,  Denver,  CO, 
1983-84;  elected  by  East  Mississippi  Medical  Socie- 
ty- 

Fyke,  Frazier  Earl,  III,  Jackson.  Born  Jackson, 
MS,  Dec.  27,  1947;  M.D.,  Mayo  Medical  School, 
Rochester,  MN,  1978;  interned,  internal  medicine 
residency,  and  cardiology  residency,  Mayo  Clinic, 
Rochester,  MN,  1978-84;  elected  by  Central  Medi- 
cal Society. 

Gibson,  W.  Harry,  Meridian.  Born  Meridian,  MS, 
Sept.  1,  1944;  M.D.,  University  of  Mississippi 
School  of  Medicine,  Jackson,  1981;  interned  one 
year.  University  Medical  Center,  Jackson,  MS; 
anesthesiology  residency.  University  of  Alabama, 
Birmingham,  1982-84;  elected  by  East  Mississippi 
Medical  Society. 

Grafton,  J.  Ken,  Jr.,  Laurel.  Born  Philadelphia, 
MS,  April  20,  1953;  M.D.,  University  of  Mississip- 
pi School  of  Medicine,  Jackson,  1981;  family  medi- 
cine residency.  University  of  Alabama,  Northeast 
Alabama  Regional  Medical  Center,  Anniston,  1981- 
84;  elected  by  South  Mississippi  Medical  Society. 

Greenhaw,  David  N.,  Booneville.  Bom  Wheeler, 
MS,  Dec.  18,  1947;  M.D. , University  of  Mississip- 
pi School  of  Medicine,  Jackson,  1981;  interned  and 
internal  medicine  residency,  Baptist  Memorial  Hos- 
pital, Memphis,  1981-84;  elected  by  Northeast  Mis- 
sissippi Medical  Society. 

JoRDEN,  Robert  Charles,  Jackson.  Bom  Massil- 
lon, OH,  Sept.  30,  1947;  M.D.,  Ohio  State  Uni- 
versity College  of  Medicine,  Columbus,  OH,  1973; 
interned  New  York  University  Hospital,  New  York, 
NY,  one  year;  surgery  residency,  same,  1974-76; 
emergency  medicine  residency,  Denver  General 
Hospital,  Denver,  CO,  1978-80;  elected  by  Central 
Medical  Society. 

Johnson,  Warren  W.,  Jackson.  Bom  Ackerman, 
MS,  Jan.  13,  1923;  M.D.,  University  of  Mississippi 
School  of  Medicine,  Jackson,  1957;  interned  and 
pathology  residency.  University  of  Tennessee, 
Memphis,  1957-61;  elected  by  Central  Medical 
Society. 
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Kellum.  Roy  B.,  Jackson.  Born  Tupelo,  MS,  Oct. 
4,  1955;  M.D..  University  of  Mississippi  School  of 
Medicine,  Jackson,  1980;  interned  and  ob-gyn  res- 
idency. University  Medical  Center,  Jackson,  MS, 
1980-84;  elected  by  Central  Medical  Society. 

Lewis,  John  W.,  Jr.,  Sumner.  Bom  Rosedale,  MS, 
March  16.  1954;  M.D.,  University  of  Mississippi 
School  of  Medicine,  Jackson,  1981;  interned  and 
family  practice  residency.  University  of  South  Ala- 
bama, Mobile,  1981-84;  elected  by  Clarksdale  and 
Six  Counties. 

Johnson,  Charles  Patrick,  Columbia.  Bom  Hat- 
tiesburg, MS,  Feb.  15,  1949;  D.O.,  Kansas  City 
College  of  Osteopathic  Medicine,  Kansas  City,  MO, 
1979;  interned  one  year,  Doctor’s  Hospital,  Atlanta; 
ob-gyn  residency,  Erlanger  Medical  Center,  Chatta- 
nooga, TN,  1980-83;  elected  by  South  Mississippi 
Medical  Society. 


Harreld 

Chevrolet-Oldsmobile 

Highway  51 , Canton  354-2233 

NOTICE! 


New  1985  Lease  Rates 


New  — Olds  98  Regency 
New  — Olds  88  Royale 
New  — Chevy  Caprice 
New  — Silverado  Pickup 
New  — Chevy  Custom  Van 
New  — Chevy  S-10  Pickup 

Many,  Many  More  Models  t 


$297.80  per  mo.* 
$255.09  per  mo.* 
$234.53  per  mo.* 
$222.68  per  mo.* 
$343.30  per  mo.* 
$140.40  per  mo.* 

Choose  From 


* Based  on  48-mo.  closed  end  lease,  $1500  non-refundoble  down  payment, 
20,000  miles  per  year  mileage  limit.  Payment  includes  tax. 


"Can  We  Build  One  for  You?" 


GENESAX  MOTORS  RPOrTS  DIVISION 

KmP  fh»  gr^at  GM  f»»ling  with  genuine  CM  porri. 


Morrison,  Doyle  A.,  Jackson.  Born  Dublin,  GA, 
Oct.  29,  1953;  M.D.,  Medical  College  of  Georgia, 
Augusta,  1978;  interned  Talmadge  Memorial  Hos- 
pital, Augusta,  one  year;  urology  residency.  Uni- 
versity Medical  Center,  Jackson,  MS,  1979-83; 
oncology  fellowship.  University  Tennessee,  Mem- 
phis, 1983-84;  elected  by  Central  Medical  Society. 

O’Neal,  Michael  R.,  Shubuta.  Bom  Hattiesburg, 
MS,  Nov.  8,  1948;  M.D.,  University  of  Mississippi 
School  of  Medicine,  Jackson,  1974;  interned  and 
family  medicine  residency,  Jackson  Memorial  Hos- 
pital, Univ.  of  Miami,  FL,  1974-77;  elected  by  East 
Mississippi  Medical  Society. 

Putnam,  Thomas  J.,  Booneville.  Bom  Jackson, 
MS,  Nov.  6,  1956;  M.D.,  University  of  Mississippi 
School  of  Medicine,  Jackson,  1977;  interned  and 
internal  medicine  residency.  Baptist  Memorial  Hos- 
pital, Memphis,  1981-84;  elected  by  Northeast  Mis- 
sissippi Medical  Society. 

Riddell,  Mal  S.,  Ill  Grenada.  Bom  Memphis,  TN, 
Aug.  19,  1949;  D.O.,  Kansas  City  College  of 
Osteopathic  Medicine,  Kansas  City,  MO,  1977;  in- 
terned Wright  Patterson  APB,  OH,  one  year;  elected 
by  North  Central  District  Medical  Society. 

Roberts,  Donald  L.,  Gulfport.  Bom  Bude,  MS, 
Sept.  1,  1950;  M.D.,  University  of  Mississippi 
School  of  Medicine,  Jackson,  1975;  interned  Char- 
ity Hospital,  New  Orleans,  one  year;  otolaryngology 
residency,  LSU  Medical  Center,  New  Orleans, 
1976-80;  elected  by  Coast  Counties  Medical  Socie- 
ty- 

Rowden,  Phillip  C.,  Natchez.  Bom  Modesto,  CA, 
Jan.  4,  1950;  M.D.  Loma  Linda  University  School 
of  Medicine,  Loma  Linda-Los  Angeles,  CA,  1976; 
interned  University  of  California,  Irvine,  one  year; 
psychiatry  residency.  University  of  Hawaii,  Hon- 
olulu, 1977-79;  elected  by  Homochitto  Valley 
Medical  Society. 

Senter,  Stephen  K.,  Belmont.  Bom  luka,  MS, 
May  4,  1955;  M.D.,  University  of  Mississippi 
School  of  Medicine,  Jackson,  1981;  interned  and 
family  practice  residency.  University  of  Tennessee, 
Jackson,  1981-84;  elected  by  Northeast  Mississippi 
Medical  Society. 

Stevens,  Martha  L.,  Columbia.  Bom  Columbia, 
MS,  Dec.  16,  1947;  M.D.,  University  of  Mississip- 
pi School  of  Medicine,  Jackson,  1979;  interned 
Madigan  Army  Medical  Center,  Tacoma,  WA,  one 
year;  pediatric  residency,  same,  1980-82;  elected  by 
South  Mississippi  Medical  Society. 
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Stodard,  Michael  O.,  Madison.  Born  Greens- 
boro, NC,  Jan.  3,  1956;  M.D. , University  of  Missis- 
sippi School  of  Medicine,  Jackson,  1981;  interned 
Spartanburg  General  Hospital,  Spartanburg,  SC, 
one  year;  family  practice  residency.  University 
Medical  Center,  Jackson,  MS,  1982-84;  elected  by 
Central  Medical  Society. 

Thornton,  James  Lee,  New  Albany.  Born  Grena- 
da, MS,  Aug.  4,  1935;  M.D.,  University  of  Missis- 
sippi School  of  Medicine,  Jackson,  1959;  interned 
City  of  Memphis  Hospitals,  Memphis,  one  year; 
elected  by  Northeast  Mississippi  Medical  Society. 

Walt,  David  L.,  Cleveland.  Born  Marianna,  FL, 
March  13,  1955;  M.D.,  University  of  Mississippi 
School  of  Medicine,  Jackson,  1980;  interned  Tal- 
madge  Hospital,  Augusta,  GA,  one  year;  medicine 
residency,  same,  1982-83;  elected  by  Delta  Medical 
Society. 


Wells,  Willie  Lee,  Pittsboro.  Born  Waynesboro, 
MS,  Dec.  3,  1956;  M.D.,  University  of  Mississippi 
School  of  Medicine,  Jackson.  MS,  1981;  interned 
and  family  medicine  residency.  University  Medical 
Center,  Jackson ,1981  -84;  elected  by  Northeast  Mis- 
sissippi Medical  Society. 

Yarbrough,  Benjamin  O.,  Jackson.  Born  Mem- 
phis, TN,  Jan.  22,  1953;  M.D.,  University  of  Mis- 
sissippi School  of  Medicine,  Jackson,  1980;  in- 
terned and  pediatric  residency.  University  Medical 
Center,  Jackson,  1980-84;  elected  by  Central 
Medical  Society. 

Yoe,  William  E.,  Amory.  Born  New  Albany,  MS, 
March  12,  1955;  M.D.,  University  of  Mississippi 
School  of  Medicine,  Jackson,  1981;  interned  Madi- 
son County  General  Hospital,  Jackson,  TN,  one 
year;  family  medicine  residency.  University  of  Ten- 
nessee, Memphis,  1982-84;  elected  by  Northeast 
Mississippi  Medical  Society. 


l^!!inosf  home 


TRAVIS  CENTRE 


AT  THE  MEDICAL  CENTER 
St.,  Houston,  Texas  77030 
• Telex:  790633 


There’s  no  place  like  home. 

But  there’s  one  place  at 
Houston’s  Medical  Center,  where 
your  patients  can  feel  at  home. 
Smrounded  with  quiet  comfort 
in  spacious  suites.  Their  privacy 
valued,  their  special  needs  met 
by  a dietician  and  a caring  staff. 

The  Wyndham  Hotel  at 
Travis  Centre.  Close  to  every- 
thing your  patients  and  their 
families  come  here  for -but  closer 
in  feeling  to  the  things  they’ll  go 
home  to. 


Wyndham  Hotel 
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^It’s  A Great  Ifotel. 
*016  Royal  ” 


It’s  a great  hotel  because  the  Royal  is 
serious  about  great  vacations.  And  great 
meetings. 

There’s  a staff  of  180  smiling,  friendly  peo- 
ple and  every  facility  and  activity  you  could 
wish  for. 

That  includes  two  huge  pools,  with  lots  of 
sunning  space,  tennis,  golf  nearby,  and  the  Gulf 
of  Mexico’s  wide  beaches. 

That  includes  roomy  guest  rooms, 
comfortable  meeting  rooms,  sumptuous  food, 
and  entertainment  in  the  lounge. 

And  all  for  a lot  less  than  you’d  expect. 
That’s  why  it’s  a great  hotel. 

Call  toll-free  for  reservations  or  meeting 
information.  In  Mississippi,  1-800-222-390^ 
(From  outside  the  state,  1-800-647  5955) 


The  Reasonably  Priced  Resort  & Meeting  Place  in  Biloxi. 


3420  West  Beach  Blvd.  • U S.  Highway  90  • Biloxi,  Mississippi  39S31 
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Irl  T.  Alexander,  Jr.  of  Corinth  has  been  named 
chief  of  staff  at  Magnolia  Hospital. 

Orlando  Andy  of  UMC  presented  papers  at  the 
annual  meeting  of  Southern  Medical  Association  in 
New  Orleans  and  at  a meeting  in  Memphis  of  the 
Southern  Electroencephalographic  Society. 

Gene  R.  Barrett  of  Jackson  presented  a paper  with 
Michael  Weaver  at  the  Southern  Orthopaedic 
Society  Residents  Conference  in  New  Orleans.  Dr. 
Barrett  has  been  approved  as  an  investigator  for  a 
dacron  synthetic  knee  ligament  study. 

William  Bates  of  UMC  was  guest  lecturer  at  the 
Kansas  City  Ob-Gyn  Society  in  Kansas  City,  Mis- 
souri, and  was  visiting  professor  at  the  University  of 
Alabama  Medical  Center  in  Birmingham. 

Blair  Batson  of  UMC  recently  was  an  examiner 
for  the  American  Board  of  Pediatrics  in  Phil- 
adelphia, Pennsylvania. 

Richard  D.  Celentano  and  M.  Celeste  Lagarde 
announce  the  opening  of  their  office  for  the  practice 
of  general  surgery  at  912-2  Sumrall  Road  in  Co- 
lumbia. 

Alton  B.  Cobb  of  Jackson  received  the  1984  Felix 
J.  Underwood  Award  at  the  Mississippi  Public 
Health  Association’s  47th  annual  meeting. 

Dawson  B.  Conerly,  Jr.,  of  Hattiesburg  has  been 
named  medical  director  of  Forrest  General  Hospi- 
tal’s outpatient  surgery  facility. 

Wallace  Conerly  of  UMC  was  guest  speaker  at 
recent  meetings  of  the  Oxford  Rotary  Club  and  the 
Sardis  Rotary  Club. 

William  Craven  of  Oxford  has  been  named  a 
diplomate  of  the  American  Board  of  Family  Prac- 
tice. 

Kent  Darsey  of  Meridian  participated  in  a panel 
discussion  on  “living  will’’  legislation  sponsored  by 
the  Meridian  League  of  Women  Voters. 

Carl  Evers  of  UMC  made  a presentation  at  the 
Family  Medicine  Preceptor  Seminar  in  Oxford  re- 
cently. 

James  Hughes  of  UMC  taught  a course  on 
orthopedic  problems  and  trauma  in  children  held  at 
Sea  Island,  Georgia. 


Michael  E.  Jabaley  of  Jackson  announces  the 
association  of  Sum  an  K.  Das  for  the  practice  of 
plastic  and  reconstructive  surgery  and  surgery  of  the 
hand. 

John  Kapp  of  UMC  presented  papers  at  the  second 
international  Symposium  on  Biology  of  Brain 
Tumors  in  London  in  October  and  at  a meeting  of  the 
American  Academy  of  Neurological  Surgery  in  Hot 
Springs,  Virginia. 

Herbert  Langford  of  UMC  presented  papers  at  the 
American  Clinical  and  Climatological  Association 
meeting  in  Hot  Springs,  Virginia,  at  a course  on 
current  concepts  in  arterial  hypertension  in  Lake- 
land, Florida,  and  at  the  American  Heart  Associa- 
tion Council  for  High  Blood  Pressure  Research  in 
Cleveland,  Ohio. 

John  Morrison  of  UMC  lectured  at  grand  rounds  at 
the  University  of  Alabama  Medical  Center  in  Birm- 
ingham, presented  workshops  at  the  National  Peri- 
natal Association  in  Detroit,  and  was  visiting  profes- 
sor at  Tulane  University  School  of  Medicine. 

George  Moss  has  been  named  king  of  the  Natchez 
Mardi  Gras. 

Robert  O’Neal  of  UMC  was  a site  visitor  for  the 
National  Heart,  Lung  and  Blood  Institute  in  Dallas. 

Sandra  Rhoden  of  Jackson  was  guest  speaker  at  a 
recent  meeting  of  the  Hinds  County  Women’s  Civic 
Club. 

Phillip  Rhodes  of  UMC  conducted  a seminar  for 
physicians  in  Hattiesburg  recently. 

A scholarship  fund  has  been  established  at  Millsaps 
College  in  honor  of  Thomas  G.  Ross  of  Jackson. 

Glenda  Scallorn  of  Jackson  conducted  a panel 
discussion  on  teenage  suicide  at  a meeting  of  the 
Grenada  Junior  Auxiliary. 

Thomas  Singley  of  Pascagoula  has  been  named 
chief  of  the  medical  staff  at  Singing  River  Hospital. 

T.  K.  Williams  of  Jackson  was  named  president  of 
Mississippi  Thoracic  Society  during  the  society’s 
29th  annual  meeting. 


Journal  MSMA  invites  your  participation. 
Please  send  your  letters,  inquiries,  and  sugges- 
tions to  the  Editors,  P.O.  Box  5229,  Jackson, 
MS  39216. 
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The  AMA 

puts  current  information 
at  your  fingertips. 


The  first  nationwide  medical 
information  network  brings  a 
new  dimension  to  the  way  in 
which  physicians  and  other 
health  care  professionals  keep 
abreast  of  the  latest  knowledge 
in  their  profession. 

Now,  through  the  use  of  a 
low-cost  computer  terminal  or 
personal  computer,  you  can 
have  instant  access  to 
authoritative  and  up-to-date  in- 
formation. The  American 
Medical  Association's  com- 
puterized data  bases  place  a 


wide  range  of  professional 
resources  at  your  fingertips, 
such  as  clinical,  administrative 
and  medical  practice  informa- 
tion, abstracts  of  current  clinical 
literature,  and  continuing 
medical  education  programs. 

Adding  a new  dimension  to 
the  way  in  which  you  com- 
municate is  MED/MAIL  elec- 
tronic mail.  With  the  same  ter- 
minal, you  can  send  messages 
to  your  colleagues  across  the 
country  or  across  the  city.  . .in 
minutes. 


Information  that  could  take 
hours  to  acquire  through  tradi- 
tional channels  can  now  be 
gathered  in  minutes,  giving  you 
valuable  extra  time  for  other  im- 
portant activities.  And  you  can 
use  the  medical  information  net- 
work at  your  convenience,  24 
hours  a day,  from  your  office, 
hospital  or  home. 

It's  surprisingly  economical 
and  professionally  indispensable. 


Telenet 

Medical  Information  Network 


FOR  SUBSCRIPTION  INFORMATION 
PLEASE  CONTACT  THE: 

MISSISSIPPI  STATE  MEDICAL  ASSOCIATION 
P.O.  BOX  5229 

JACKSON,  MISSISSIPPI  39216 
1-800-682-6415  ‘hjW 

IN  JACKSON:  354-5433 


National  and  Regional 

American  Medical  Association,  Annual  Meeting,  June  16-20, 
1985,  Chicago.  James  H.  Sammons,  Executive  Vice  Presi- 
dent, 535  N.  Dearborn  St.,  Chicago,  IL  60610. 


State  and  Local 

Mississippi  State  Medical  Association,  117th  Annual  Session, 
May  15-19,  1985,  Biloxi.  Charles  L.  Mathews,  Executive 
Secy.,  735  Riverside  Drive,  P.O.  Box  5229,  Jackson  39216. 

Mississippi  Academy  of  Family  Physicians,  Annual  Meeting, 
June  26-29,  1985,  Biloxi.  Mrs.  Alyce  Palmore,  Executive 
Secy.,  P.O.  Box  12330,  Jackson  39211. 

Amite-Wilkinson  Counties  Medical  Society,  3rd  Monday, 
March,  June,  September,  December.  James  S.  Poole,  Secy., 
The  Gloster  Clinic,  Gloster  39638.  Counties:  Amite,  Wilkin- 
son. 

Central  Medical  Society,  1st  Tuesday,  February,  April,  Octo- 
ber, December,  6:30  p.m.,  Primos  Northgate  Restaurant, 
Jackson.  Patsy  Douglas,  Executive  Secy.,  B6  Medical  Arts 
Bldg.,  1151  N.  State  St.,  Jackson  39201.  Counties:  Hinds, 
Leake,  Madison,  Rankin,  Scott,  Simpson. 

Claiborne  County  Medical  Society,  1st  Tuesday,  each  month, 
6:00  p.m.,  Claiborne  County  Hospital,  Port  Gibson.  D.  M. 
Segrest,  Secy.,  P.O.  Box  147,  Port  Gibson  39150.  County: 
Claiborne. 

Clarksdale  and  Six  Counties  Medical  Society,  3rd  Wednesday, 
April,  and  1st  Wednesday,  November,  2:00  p.m.,  Clarks- 
dale. Rodney  Baine,  Secy.,  110  Yazoo  Ave.,  Clarksdale 
38614.  Counties:  Coahoma,  Quitman,  Tallahatchie,  Tunica. 

Coast  Counties  Medical  Society,  January,  May,  and  November. 
H.  S.  Barrett,  Secy.,  P.O.  Box  1810,  Gulfport  39501.  Coun- 
ties: Hancock,  Harrison,  Stone. 

Delta  Medical  Society,  2nd  Wednesday,  April  and  October. 
Walter  H.  Rose,  Secy.,  122  E.  Baker  St.,  Indianola  38751. 
Counties:  Bolivar,  Humphreys,  Leflore,  Sunflower, 
Washington. 

DeSoto  County  Medical  Society,  3rd  Thursday,  February  and 
August,  1:00  p.m.,  Kenny’s  Restaurant,  Hernando.  Malcolm 
D.  Baxter,  Jr.,  Secy.,  Baxter  Clinic,  Hernando  38632.  Coun- 
ty: DeSoto. 

East  Mississippi  Medical  Society , IstTuesday,  February,  April, 
June,  October,  December.  Charles  L.  Wilkinson,  Secy., 
Mail:  Ms.  Jenkins,  1415  50th  Ave.,  Meridian  39305.  Coun- 
ties: Clarke,  Kemper,  Lauderdale,  Neshoba,  Newton,  Win- 
ston. 

Homochitto  Valley  Medical  Society,  Meetings  scheduled 
quarterly.  WalterT.  Colbert,  Secy.,  P.O.  Box  1488,  Natchez 
39120.  Counties:  Adams,  Jefferson. 

North  Central  District  Medical  Society,  3rd  Wednesday, 
March,  June,  September,  January.  Rebecca  Hodges,  Box 
329,  Kilmichael  39747.  Counties:  Attala,  Carroll,  Choctaw, 
Grenada,  Holmes,  Montgomery,  Webster. 

Northeast  Mississippi  Medical  Society,  1st  Thursday,  March, 
June,  September,  December.  Roger  L.  Lowery,  Secy.,  618 
Pegram  Dr.,  Tupelo  38801.  Counties:  Alcorn,  Calhoun, 
Chickasaw,  Itawamba,  Lee,  Monroe,  Pontotoc,  Prentiss, 
Tishomingo,  Union. 

North  Mississippi  Medical  Society,  1st  Thursday,  April, 
September,  December.  Cherie  Friedman,  Secy.,  424  South 
5th,  Oxford  38655.  Counties:  Benton,  Lafayette,  Marshall, 
Panola,  Tate,  Tippah,  Yalobusha. 


Pearl  River  County  Medical  Society,  2nd  Monday,  March, 
June,  September,  December.  J.  C.  Griffing,  Secy.,  Crosby 
Memorial  Hospital,  Picayune  39466.  County:  Pearl  River. 
Prairie  Medical  Society,  2nd  Tuesday,  March,  June,  Septem- 
ber, December.  Steve  Parvin,  Secy.,  106  Strange  Rd.,  Stark- 
ville  39759.  Counties:  Clay,  Oktibbeha,  Lowndes,  Noxubee. 
Singing  River  Medical  Society,  3rd  Monday,  January,  March, 
June,  September,  December.  S.  B.  Fineberg,  Secy.,  2204 
Old  Mobile  Hwy.,  Pascagoula  39567.  County:  Jackson. 
South  Central  Mississippi  Medical  Society,  2nd  Tuesday, 
March,  June,  September,  December.  Julian  T.  Janes,  Secy., 
304  Clark,  McComb  39648.  Counties:  Copiah,  Franklin, 
Lawrence,  Lincoln,  Pike,  Walthall. 

South  Mississippi  Medical  Society , 2nd  Thursday,  March,  June, 
September,  December.  Dan  Jones,  Secy.,  P.O.  Box  2756, 
Laurel  39440.  Counties:  Covington,  Forrest,  George, 
Greene,  Jasper,  Jefferson  Davis,  Jones,  Lamar,  Marion,  Per- 
ry, Smith,  Wayne. 

West  Mississippi  Medical  Society,  2nd  Tuesday,  January, 
March,  May,  September,  October,  November,  6:30  p.m.. 
Maxwell’s  Restaurant,  Vicksburg.  Martin  E.  Hinman,  Secy. , 
The  Street  Clinic,  Vicksburg  39180.  Counties:  Issaquena, 
Sharkey,  Warren. 

Mississippi  Institutions  and  Organizations 
Accredited  for  Continuing  Medical  Education 

The  following  Mississippi  institutions  and  medical  organiza- 
tions have  been  accredited  in  accordance  with  the  “Essentials 
for  Accreditation  of  Institutions  and  Organizations  Offering 
Continuing  Medical  Education  Programs’’  of  the  Liaison  Com- 
mittee on  Continuing  Medical  Education.  Information  concern- 
ing CME  programs  for  physicians  offered  by  these  accredited 
sources  may  be  obtained  by  writing  the  Director,  Continuing 
Medical  Education,  at  the  individual  institution  or  organization. 


Council  on  Scientific  Assembly 
Mississippi  State  Medical  Association 
735  Riverside  Drive 
Jackson,  MS  39216 

North  Mississippi  Medical  Center 
830  Gloster  Avenue 
Tupelo,  MS  38801 

Forrest  General  Hospital 
Box  1897 

Hattiesburg.  MS  39401 

Mississippi  Baptist  Hospital 
1225  N.  State  Street 
Jackson.  MS  39201 

Gulf  Coast  Community  Hospital 
4642  W.  Beach  Boulevard 
Biloxi.  MS  39531 

Jefferson  Davis  Memorial  Hospital 
Box  1488 

Natchez.  MS  39120 

King's  Daughter  Hospital 
Box  948 

Brookhaven,  MS  39601 

Riverside  Hospital 
Lakeland  Drive 
Jackson.  MS  39208 

Biloxi  Regional  Medical  Center 
1559  Lafayette  St. 

Biloxi.  MS  39533 

Mississippi  Radiological  Society 
316  Medical  Arts  Building 
Jackson,  MS  39201 

Delta  Medical  Center 
P.O.  Box  5247 
Greenville,  MS  38701 


Northwest  Mississippi  Regional  Medical  Center 
Box  1218 

Clarksdale.  MS  38614 


St.  Dominic-Jackson  Memorial  Hospital 
969  Lakeland  Dr. 

Jackson.  MS  39216 


Mississippi  Chapter 

American  College  of  Surgeons 
Box  5229 

Jackson,  MS  39216 

Mercy  Regional  Medical  Center 
100  McAuley  Drive 
Vicksburg.  MS  39180 

North  Panola  County  Hospital 
Drawer  160 
Sardis,  MS  38666 

Singing  River  Hospital 
2809  Denny  Avenue 
Pascagoula,  MS  39567 

Magnolia  Hospital 
Alcorn  Drive 
Corinth,  MS  38834 

Greenwood  Leflore  Hospital 
1508  Leflore  Avenue 
Greenwood.  MS  38930 

South  Washington  County  Hospital 
Drawer  398 
Hollandale.  MS  38748 

Gulfport  Memorial  Hospital 
4500  13th  Street 
Gulfport,  MS  39501 

Oxford-Lafayette  County  Hospital 
P.O.  Box  946 
Oxford,  MS  38655 
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Physicians  Wanted 

Family  practitioner  wanted  to  locate  in  Heidel- 
berg, MS.  Community  furnished  clinic,  service  area 
of  13,000,  and  near  metropolitan  community.  Con- 
tact: C.  Rosenblatt,  4126  Navajo  Rd.,  Jackson,  MS 
39211  or  call  (601)  362-9673  or  362-5852. 

Consulting  Physicians.  Board  eligible  orthopedic 
and  psychiatric  consultants  needed  25-30  hours  per 
week  for  evaluation  of  Social  Security  disability 
claims.  Positions  available  immediately.  For  addi- 
tional information,  please  call  Deborah  Warriner, 
Medical  Staff  Coordinator,  Disability  Determina- 
tion Services,  (601)  923-2153. 

53-year-old  ABFP,  on  Mississippi  Gulf  Coast, 
needs  board  certified/qualified  family  practitioner  as 
associate  or  partner.  Financial  arrangements  negoti- 
able. Please  send  information  to  Box  K c/o  Journal 
MSMA. 


PHYSICIANS  NEEDED 

Mississippi  Disability  Determination  Services 
has  need  of  physicians  to  serve  as  consultants  to 
medical  examiners.  This  is  a part-time  position.  The 
basic  requirements  are:  1)  an  unencumbered 
license  to  practice  medicine  in  Mississippi  and  2) 
facility  in  the  English  language.  Those  interested 
should  call  Deborah  Warriner,  Medical  Staff  Coor- 
dinator. WATS-1 -800-962-2230,  Extension  2153; 
Jackson,  922-681  1,  Ext.  2153. 

Physicians  (especially  specialists  such  as 
ophthalmologists,  pediatricians,  orthopedists, 
neurologists,  etc.)  interested  in  performing  con- 
sultative evaluations  (according  to  Social  Security 
guidelines)  should  contact  one  of  the  following 
Medical  Relations  Officers:  Henry  Klar  (Ext.  2276) 
or  Martina  Mayfield  (Ext.  2227). 

The  DDS  now  has  a program  available  for  medi- 
cal society  meetings  and  hospital  staff  meetings. 
The  purpose  of  this  program  is  to  explain  how  the 
disability  determination  process  works,  its  histori- 
cal background,  its  basis  in  legality  and  its  docu- 
mentation requirements.  Any  group  interested  in 
this  presentation  should  contact  John  S.  Barr,  M.D., 
Ext.  2277. 


Employment  Opportunity.  Chief  Medical 
Ofhcer.  Salary:  negotiable.  Location:  Choctaw  In- 
dian Reservation  in  Pearl  River  Community,  8 miles 
west  of  Philadelphia,  MS.  Minimum  Qualifications: 
Must  have  a degree  of  Doctor  of  Medicine  from  an 
approved  U.S.  or  Canadian  medical  school  or  a 
degree  of  Doctor  of  Osteopathy  from  an  approved 
school  of  osteopathy.  Must  obtain  a full  unrestricted 
license  to  practice  medicine  and  surgery  in  the  state 
of  Mississippi.  For  more  information  contact  James 
M.  Cox,  Mississippi  Band  of  Choctaw  Indians, 
Route  7,  Box  21,  Philadelphia,  MS  39350;  tele- 
phone: 601-656-2211,  ext.  129. 

Physicians  needed  in  all  specialties,  particularly 
Medicine,  Obstetrics,  Orthopedics.  Practice  oppor- 
tunities throughout  the  country,  with  a strong  base  in 
the  southern  states.  Recruiter  is  an  R.N.  certified  in 
Nursing  Administration,  and  understands  physi- 
cians’ goals.  Strictest  confidence.  No  fee  to  physi- 
cian. Contact  Georgette  Sloan,  Action  Line,  Inc., 
(504)  889-0306. 

Pediatrician.  Ideal  opportunity  for  ready-made, 
1,500-patient  practice  due  to  death  of  leading 
pediatrician.  Staff  privileges  available  at  194-bed, 
accredited,  acute  care  hospital.  Service  trade  area  of 
100,000.  Community  (pop.  24,000)  boasts  excellent 
housing,  schools,  recreation,  churches,  climate. 
One  hour  south  of  Memphis.  Call  (601)  624-8863  or 
write  Fred  Hood,  P.O.  Box  1218,  Clarksdale,  MS 
38614. 

Urologist,  OB-GYN,  Ophthalmologist, 
Orthopedic  surgery  (board  eligible/certified).  Ex- 
cellent opportunities  exist  in  a growing  northeast 
Miss,  community  with  a draw  population  of 
42,000-1- . Modem,  125-bed  hospital  currently  ex- 
panding to  157  beds.  Excellent  schools,  churches, 
recreational/outdoor  areas.  Contact  Administrator, 
UCGH,  Highway  30  West,  New  Albany,  MS 
38652;  (601)  534-7631. 

Chief,  Radiology  Service.  The  Jackson  VA 
Medical  Center  invites  application  of  board  certified 
or  board  eligible  radiologist  to  fill  this  position. 
455-bed  medical  center  with  120-bed  nursing  home 
care  unit.  Full  service  radiology  department.  Excel- 
lent fringe  benefits,  licensure  in  any  state,  malprac- 
tice coverage.  Contact  Chief  of  Staff,  VA  Medical 
Center,  1500  E.  Woodrow  Wilson  Dr. , Jackson,  MS 
39216;  (601)  362-4471  ext.  1206. 
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Mississippi  Delta,  252-bed  hospital,  emergency 
department  with  18,000  visits.  New  ED  opening 
early  1985;  directorship  available.  Seeking  EM  res- 
idency trained  or  experienced  emergency  physicians 
with  director’s  experience.  Fee-for-service,  CME, 
potential  group  incentive,  individualized  schedul- 
ing, paid  malpractice.  For  more  information  contact 
Niki  Balgini,  Manager,  Professional  Relations,  The 
Fischer  Mangold  Group,  P.O.  Box  788,  Pleasanton, 
CA  94566;  800-227-2092  or  in  California  (415)  484- 
1200. 

Needed  Immediately.  Board  certified  Ob-Gyn. 
For  further  details,  contact  Executive  Director,  Gre- 
nada County  Hospital  960  A vent  Drive,  Grenada, 
MS  38901;  (601)  226-8111. 


1 17th  Annual  Session 

May  15-19,  1985 
Biloxi,  Mississippi 

Mark  Your  Calendars  Now 


CLASSIFIED 


1985  CME  Cruise/conferences  on  selected  medi- 
cal topics  — Caribbean,  Mexican,  Hawaiian,  Alas- 
kan, Mediterranean.  7-14  days  year-round. 
Approved  for  20-24  CME  Cat.  1 credits  (AMA/ 
PRA)  & A AFP  prescribed  credit.  Distinguished  pro- 
fessors. F/y  roundtrip  free  on  Caribbean,  Mexican, 
& Alaskan  cruises.  Excellent  group  fares  on  finest 
ships.  Registration  limited.  Pre-scheduled  in  com- 
pliance with  present  IRS  requirements.  Information; 
International  Conferences,  189  Lodge  Ave.,  Hunt- 
ington Station,  NY  11746.  (516)  549-0869. 

Computer  with  working  software  package;  3 ter- 
minals, expandable  to  several  more;  suitable  for 
medium  to  large  practice.  Package  generates  insur- 
ance claims,  trial  balance,  statements,  CPT  code, 
etc.  $29,000.  For  details,  write  Box  C,  MSMA, 
P.O.  Box  5229,  Jackson,  MS  39216. 

Established  Pediatric  Practice  for  sale.  Six  fig- 
ure gross  income;  community  in  Mississippi  Delta; 
25,000  population;  good  mixture  of  patients.  Reply 
to  Box  P,  c/o  Journal  MSMA,  P.O.  Box  5229, 
Jackson,  MS  39216. 
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Mammography  is  the  most  effective  way  to  detect  nonpalpable  breast  cancers, 
according  to  the  American  Medical  Association's  Council  on  Scientific 
Affairs.  The  Council's  report,  published  in  the  December  7 JAMA,  suggests 
that  women  should  have  their  first  mammographic  examination  between  the  ages 
of  35  and  40.  During  their  40s  women  should  have  the  examination  at  one-  to 
two-year  intervals,  and  in  their  50s  the  exam  should  be  annual.  The  report 
notes  projections  indicate  7,500  annual  cancer  deaths  could  be  prevented. 


The  rash  associated  with  Rocky  Mountain  spotted  fever  usually  appears 
between  the  second  and  fifth  day  of  the  illness,  but  abdominal  symptoms 
often  appear  earlier  and  should  be  recognized,  says  an  article  in  the  December 
Archives  of  Pathology  and  Laboratory  Medicine.  Autopsies  of  28  fatal  cases 
showed  that  91%  had  rickettsial  lesions  in  abdominal  tissues.  In  these  cases 
severe  abdominal  symptoms  had  been  noted  in  71%  of  the  patients,  but  were 
not  associated  with  the  spotted  fever. 


The  AMA  Judicial  Council  states  that  a physician  has  an  obligation  to  tell 
a patient  if  he  has  an  ownership  interest  in  a health  care  facility  where 
the  patient  will  be  treated,  and  the  patient  should  be  free  to  seek  medical 
services  elsewhere.  The  Council  also  advises  against  risk-sharing 
arrangements  between  hospitals  and  medical  staffs  under  DRG  reimbursement 
and  states  that  physicians  should  not  be  penalized  if  their  care  of  a 
patient  exceeds  the  DRG  allowance. 


Chewing  perforated  nifedipine  capsules  is  a safe  and  effective  way  to  lower 
blood  pressure  promptly  without  parenteral  medications,  says  an  article 
in  the  December  issue  of  Archives  of  Internal  Medicine.  Within  13  minutes, 
blood  pressures  of  42  emergency-room  patients  dropped  from  an  average  of 
205  over  127  to  158  over  88.  "There  were  no  side  effects  and  no  hypotension 
even  among  the  38  patients  who  had  recently  received  other  medications," 
the  report  states. 


Using  experimental  animal  models,  researchers  demonstrated  significant 
decrease  in  herpetic  stromal  keratitis  by  applying  a 1 percent  solution  of 
cyclosporine  to  the  affected  eye.  Since  such  infections  now  are  treated 
with  corticosteroids,  which  may  be  associated  with  several  corneal  compli- 
cations, the  authors  of  the  article  in  the  December  Archives  of  Ophthal- 
mology say  their  research  opens  new  possibilities  for  the  treatment  of 
the  condition. 


COMPLETE 
LABORATORY  ,, 
DOCUMENTATION  ...  EXTENSIVE 

CLINICAL  PROOF 


FOR  THE  PITEDIQABILITY 
CONFIITMED  BY  EXPERIENCE 

Q4LMANE® 

flurozepom  HCIMoche 

THE  COMPLETE  HYPNOTIC 
PROVIDES  ALL  THESE  BENEFITS: 

• Rapid  sleep  onset’ ' 

• More  total  sleep  time'  " 

• Undiminished  efficacy  for  at  least 
28  consecutive  nights'" 

• Patients  usually  awake  rested  and  refreshed'^ 

• Avoids  causing  early  awakenings  or  rebound 
insomnia  after  discontinuation  of  therapy'  ’ 


Caution  patients  about  driving,  operating  hazardous  machinery  or  drinking 
alcohol  during  therapy.  Limit  dose  to  15  mg  in  elderly  or  debilitated  patients. 
Contraindicated  during  pregnancy. 


DALMAHEc 

flurozepom  HCI/T\oche 

References:  1.  Kales  J ef  al:  Oin  Pharmacol  Ther 
72:691-697,  Jul-Aug  1971  2.  Kales  A etal:  Qin  Phar- 
macol Ther  78:356-363,  Sep  1975  3.  Kales  A ef  aJ 
Clin  Pharmacol  Ther  79:576-583.  May  1976  4.  Kales  A 
ef  al:  Clin  Pharmacol  Ther  32:781-788,  Dec  1982. 

5.  Frost  JD  Jr,  DeLucchi  MR:  J Am  Genatr  Soc 
27:541-546,  Dec  1979  6.  Kales  A,  Kales  JD:  J Clin 
Pharmacol  3:140-150,  Apr  1983.  7.  Greenblall  DJ. 

Allen  MD,  Shader  Rl:  Clin  Pharmacol  Ther  27:355-361, 
Mar  1977.  8.  Zimmerman  AM:  Curr  Ther  Res 
73:18-22,  Jan  1971.  9.  Amrein  R ef  al:  Drugs  Exp  Clin 
Res  9(1):85-99.  1983  10.  Monti  JM:  Methods  Find  Exp 
Clin  Pharmacol  3:303-326.  May  1981  11.  Greenblatt  DJ 
etal:  Sleep  5(Suppl  1):S18-S27  1982  12.  Kales  A 
et  al:  Pharmacology  26:121-137  1983. 
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flurazepam  HCI/Roche 

Before  prescribing,  please  consult  complete 
product  information,  a summary  of  which  follows: 
Indications:  Effective  in  all  types  of  insomnia  charac- 
terized by  difficulty  in  falling  asleep,  frequent  nocturnal 
awakenings  and/or  early  morning  awakening:  in 
patients  with  recurring  insomnia  or  poor  sleeping  hab- 
its; in  acute  or  chronic  medical  situations  requiring 
restful  sleep.  Objective  sleep  laboratory  data  have 
shown  effectiveness  for  at  least  28  consecutive  nights 
of  administration.  Since  insomnia  is  often  transient 
and  intermittent,  prolonged  administration  is  generally 
not  necessary  or  recommended.  Repeated  therapy 
should  only  be  undertaken  with  appropriate  patient 
evaluation. 

Contraindications:  Known  hypersensitivity  to  fluraze- 
pam HCI;  pregnancy.  Benzodiazepines  may  cause 
fetal  damage  when  administered  during  pregnancy. 
Several  studies  suggest  an  increased  risk  of  congeni- 
tal malformations  associated  with  benzodiazepine  use 
during  the  first  trimester.  Warn  patients  of  the  potential 
risks  to  the  fetus  should  the  possibility  of  becoming 
pregnant  exist  while  receiving  flurazepam.  Instruct 
patient  to  discontinue  drug  prior  to  becoming  preg- 
nant. Consider  the  possibility  of  pregnancy  prior  to 
instituting  therapy. 

Warnings:  Caution  patients  about  possible  combined 
effects  with  alcohol  and  other  CNS  depressants.  An 
additive  effect  may  occur  if  alcohol  is  consumed  the 
day  following  use  for  nighttime  sedation.  This  potential 
may  exist  for  several  days  following  discontinuation. 
Caution  against  hazardous  occupations  requiring 
complete  mental  alertness  (e.g.,  operating  machinery, 
driving).  Potential  impairment  of  performance  of  such 
activities  may  occur  the  day  following  ingestion.  Not 
recommend^  for  use  in  persons  under  15  years  of 
age.  Though  physical  and  psychological  dependence 
have  not  been  reported  on  recommended  doses, 
abrupt  discontinuation  should  be  avoided  with  gradual 
tapering  of  dosage  for  those  patients  on  medication 
for  a prolonged  period  of  time.  Use  caution  in  adminis- 
tering to  addiction-prone  individuals  or  those  who 
might  increase  dosage. 

Precautions:  In  elderly  and  debilitated  patients,  it  is 
recommended  that  the  dosage  be  limited  to  15  mg  to 
reduce  risk  of  oversedation,  dizziness,  confusion  and 
or  ataxia.  Consider  potential  additive  effects  with  other 
hypnotics  or  CNS  depressants.  Employ  usual  precau- 
tions in  severely  depressed  patients,  or  in  those  with 
latent  depression  or  suicidal  tendencies,  or  in  those 
with  impaired  renal  or  hepatic  function. 

Adverse  Reactions:  Dizziness,  drowsiness,  light- 
headedness. staggering,  ataxia  and  falling  have 
occurred,  particularly  in  elderly  or  debilitated  patients. 
Severe  sedation,  lethargy,  disonentation  and  coma, 
probably  indicative  of  drug  intolerance  or  overdosage, 
have  b^n  reported.  Also  reported:  headache,  heart- 
bum,  upset  stomach,  nausea,  vomiting,  diarrhea, 
constipation,  Gl  pain,  nervousness,  talkativeness, 
apprehension,  irritability,  weakness,  palpitations,  chest 
pains,  body  and  joint  pains  and  GU  complaints.  There 
have  also  been  rare  occurrences  of  leukopenia,  gran- 
ulocytopenia, sweating,  flushes,  difficulty  in  focusing, 
blurred  vision,  burning  eyes,  faintness,  hypotension, 
shortness  of  breath,  pruritus,  skin  rash,  dry  mouth, 
bitter  taste,  excessive  salivation,  anorexia,  euphoria, 
depression,  slurred  speech,  contusion,  restlessness, 
hallucinations,  and  elevated  SGOT  SGPT,  total  and 
direct  bilirubins,  and  alkaline  phosphatase;  and  para- 
doxical reactions,  e g.,  excitement,  stimulation  and 
hyperactivity. 

Dosage:  Individualize  for  maximum  beneficial  effect. 
Adults:  30  mg  usual  dosage;  15  mg  may  suffice  in 
some  patients.  Bderty  or  debilitated  patients:  15  mg 
recommended  initially  until  response  is  determined. 
Supplied:  Capsules  containing  15  mg  or  30  mg 
flurazepam  HCI. 
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You’re 

a Professional. 


You  need  Professional 
Health  Insurance 
Coverage. 


nSNA 

Benefit  Flan  and  Trust 


MSMA  Benefit  Plan  and  Trust  is 
a superior  insurance  program  which 
fulfills  the  quality  of  coverage  and 
affordability  that  everyone  wants. 

Sponsored  by  the  Mississippi 
State  Medical  Association,  the 
MSMA  Benefit  Plan  and  Trust  offers 
life  and  health  benefits  to  physician 
members  of  MSMA,their  employees 
and  families. 


• $1,000,000  lifetime  benefits. 

• Life  Coverage  up  to  $50,000. 

• Broad  benefits  with  fair  and 
equitable  rates. 

• Management  by  and  for 
physicians. 

• Non-profit  and  administered 
at  lowest  possible  cost. 


For  Complete  Description  of  Benefits  Write: 

MSMA  Benefit  Plan  and  Trust 
P.O.Box  55509 
Jackson,  MS  39216 
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You  know  it's  not  your 
everyday  patient  problem. 
Alcoholism  is  far  different 
from  most  other  diseases. 
Patients  try  to  hide  it  from 
you.  They  resist  treatment 
They  deny  they  have  the 
disease  at  ah. 

Such  a complex  physical 
and  emoticjnal  proolem 
usually  requires  extensive 
evaluation.  And  interven- 


tion counseling  is  frequently 
needed. 

If  you  are  a specialist  in 
addiction  treatment,  you're 
equipped  to  deal  with  these 
problems.  If  not,  consider 
Brookwood  Recovery  Cen- 
ter as  your  specialist  and 
partner  in  the  treatment  of 
alcoholism  and  dmg  abuse. 
We're  a specialized  facility 
staffed  to  serve  both  your 


patient  and  patient's  faniily. 
Our  nationahy  recognized 
treatment  proCTams  have 
given  us  one  of  the  best  re- 
covery rates  in  the  country. 
And  once  recovered,  your 
patients  and  their  farrulies 
return  to  being  the  kind  of 
patients  that  let  you  help 
them  once  again. 

For  further  information  on 
how  a Brookwood  Recovery 


Center  can  help  you  effec- 
tively treat  this  problem, 
cah  our  treatment  center  in 
Jackson  at  601/373-3355,  or 
1-800-237-2122  in  the  State 


of  Mississippi,  anytime, 
day  or  night. 


Brookwood 
Recovery  Centers 


A health  care  service  ol 
American  Medical  International 


February  1985 


Dear  Doctor: 

Quality  Care  and  Reasonable  Cost:  "The  Fine  Line"  and  "The  Bottom  Line"  — 
that’s  the  theme  of  the  1985  MSMA  Health  Issues  Seminar,  March  1-2,  at  the 
Holiday  Inn  Downtown  in  Jackson.  MSMA  members  and  spouses  are  urged  to 
participate  in  this  intensive  discussion  of  issues  facing  the  medical 
profession.  Registration  information  can  be  found  on  pages  49  and  50  of 
this  issue  of  your  journal. 

"Issues  Facing  the  99th  Congress"  is  the  topic  that  will  lead  off 
discussions  during  the  Friday  night  banquet  which  opens  the  con- 
ference. Saturday's  program  begins  with  a breakfast  at  7:30  a.m. 

Topics  include:  "How  the  AMA  Views  the  Issues,"  "Competition  in 
Medicine,"  Practice  Management  and  Marketing  Health  Services," 

"Positive  Thinking  and  Motivation,"  and  "Washington  Update." 

Watch  for  next  month’s  issue  of  JOURNAL  MSMA,  which  will  include  the  complete 
report  adopted  by  the  MSMA  House  of  Delegates  at  its  special  session  Saturday, 
January  12.  The  report  recommends  numerous  changes  and  special  MSMA  programs 
to  ensure  that  quality  medical  care  is  provided  through  efficient  utilization 
of  resources.  Recommendations  were  based  on  the  following  principles: 
placing  reliance  on  economic  incentives  rather  than  government  regulation  of 
prices  and  utilization;  recognizing  and  addressing  the  impact  of  tax  laws; 
supporting  quality  of  health  care;  increasing  financial  responsibility  by 
patients  for  the  care  they  receive;  educating  providers  and  consumers  in  cost 
effective  behavior;  and  having  all  parties  in  the  health  care  system  share 
the  impact  of  cost  containment.  At  the  direction  of  the  House  of  Delegates, 
the  report  will  be  distributed  statewide  as  an  official  policy  statement  of 
the  MSMA.  The  association  will  work  toward  implementing  the  recommendations 
over  the  next  several  years. 

Another  new  service  has  been  added  for  subscribers  to  the  AMA/GTE  medical 
information  system.  It’s  an  electronic  bulletin  board,  which  may  be  used 
for  communications  on  such  topics  as  employment  opportunities,  clinical 
cases,  and  requests  for  medical  assistance.  If  you’re  interested  in  the 
AMA/GTE  system,  contact  Lora  Lane  at  MSMA  headquarters. 

Sincerely, 

Patsy  Silver 

Managing  Editor 


6 


THE  JOURNAL  FOR  FEBRUARY  1985 


“When  I realized  my  chances  of 
becoming  disabled  by  age  65 
were  three  times  greater  than  the 
chances  of  death  . . . 

I compared  disability  insurance 
plans.  And  I decided  that  my 
MSMA-endorsed  disability  in- 
surance plan 

SERVES  ME  BEST! 

It’s  not  group  insurance,  but  an 
individually-owned  policy 
which  is  non-cancellable  and 
guaranteed  renewable, 

If  you’re  a member  of  the  Mississippi  State  Medical  Association  you  may  be 
eligible  for  this  outstanding  professional  disability  plan  at  discounted  pre- 
miums. 

• Non-cancellable,  guaranteed  renewable  • Cost  of  living  rider 

• Medical  specialty  protection  • Future  disability  insurance  option 

• Presumptive  loss  provision  • Lifetime  accident  and  sickness  rider 

• Indexing  of  prior  earnings  • Total  and  residual  disability  protection 

• Waiver  of  premium 

Offered  by  Paul  Revere  Insurance  Company  to  MSMA  members  through  its 
exclusive  representatives,  Professional  Disability  Specialists. 

Jon  B.  Wimbish,  Disability  Specialist 

1501  Lakeland  Drive,  Suite  200  Jackson,  MS  39216  Telephone  362-9800 


Delay  Ordered  for  Jackson,  MS  - Because  of  a nationwide  shortage  of 

DTP  Vaccinations  DPT  vaccine  that  could  continue  through  the  end 

of  this  year,  the  Mississippi  State  Department  of 
Health  has  ordered  a delay  in  giving  booster  vaccinations.  The  health  depart- 
ment’s supply,  which  is  enough  to  last  through  March,  could  be  exhausted 
sooner  as  private  physicians  deplete  their  own  supplies  and  refer  their 
patients  to  the  health  department. 


AAP  Issues  Statement  Elk  Grove  Village,  IL  - The  American  Academy  of 

On  Children  and  TV  Pediatrics  has  issued  a policy  statement  on  child- 

ren and  television  viewing.  The  Academy  recommends, 
along  with  other  things,  that  its  members  provide  materials  and  an  approach  to 
counseling  children  and  their  families  on  the  subject  and  urges  physicians  to 
participate  in  efforts  to  improve  the  quality  of  programming  and  reduce 
advertising  directed  to  children. 


Penicillin-Resistant  Jackson,  MS  - A case  of  penicillin-resistant 

S.  Pneumoniae  Reported  Streptococcus  pneumoniae,  believed  to  be  the  first 

occurrence  in  Mississippi,  was  reported  in  November 
at  the  University  Medical  Center.  Physicians  and  laboratories  are  alerted  to 
the  possibility  that  other  similar  isolates  could  appear.  Such  isolates 
should  be  reported  to  the  Office  of  Epidemiology,  State  Department  of  Health, 
Jackson,  MS  (telephone  1-800-556-0003) . 


AMA  Cites  Data  Chicago,  IL  - In  its  suit  challenging  provisions 

On  Health  Care  Costs  of  the  Deficit  Reduction  Act  of  1984,  the  AMA 

filed  documents  examining  data  on  causes  for 
increased  spending  on  health  care.  The  documents  identify  three  factors  as 
responsible  for  over  95%  of  Increased  spending:  general  inflation.  Increased 
Medicare  enrollment,  and  increased  utilization  of  physicians’  services  by 
Medicare  patients. 


Radio  and  TV  Chicago,  IL  - Radio  and  television  advertising 

Advertising  of  Fees  of  physicians’  fees  is  an  issue  that  generates 

strong  reactions  and  differing  opinions  within 
the  profession,  according  to  the  AMA  Dept,  of  Survey  and  Opinion  Research. 
The  percentage  of  pro-advertising  physicians  more  than  doubled  between  1978 
and  1983,  from  8%  to  17%.  The  overwhelming  proportion  of  physicians, 
however,  continue  to  disapprove  of  listing  fees. 


Consider  the 
causative  organisms. . . 


250-mg  Pulvules^  t.i.d. 

offers  effectiveness  against 
the  major  causes  of  bacteriai  bronchitis 


H.  influenzae,  H.  influenzae,  S.  pneumoniae,  S.  pyogenes 

(ampicillin-susceptible)  (ampicilNn-resistant) 


Brief  Suffltiary  Coniult  the  pacliege  literature  for  prescribing 
inlorfflation 

inOicatioAS  and  Usage  Ceclor'  icefaclor  Lilly)  is  indicated  m the 
treatment  of  the  following  infections  when  caused  by  susceptible 
strains  ot  (he  designated  microorganisms 
Lower  resoiraiory  infections  including  pneumonia  caused  by 
Si/eplococcus  pneumoni3e  (Diplococcus pneumomaei  Haemoph 
iips  mfiuen/ae  and  S pyogenes  (group  A beta-hemolytic 
streptococcn 

Appropriate  culture  and  susceptibility  studies  should  be 
performed  to  determine  susceptibility  of  the  causative  organism 
to  Ceclor 

Contraindication  Ceclor  is  contraindicated  in  patients  with  known 
allergy  to  me  cephalosporin  group  ot  antibiotics 
Warninoi  IN  PENICILLIN-SENSITIVE  PATIENTS,  CEPHALO 
SPQPIN  ANTIBIOTICS  SHOULD  BE  ADMINISTERED  CAUTIOUSLY 
THERE  IS  CLINICAL  AND  LABORATORY  EVIDENCE  OF  PARTIAL 
CROSS  ALLERGENICITY  OF  THE  PENICILLINS  AND  THE 
CEPHALOSPORINS  AND  THERE  ARE  INSTANCES  IN  WHICH 
PATIENTS  HAVE  HAD  REACTIONS  INCLUDING  ANAPHYLAXIS 
TO  both  DRUG  CLASSES 

Ant<b)Otrcs  including  Ceclor  should  be  administered  cautiously 
to  any  patient  who  has  demonstrated  some  form  of  allergy 
particularly  to  drugs 

Pseudomembranous  colitis  has  been  reported  with  virtually  all 
broad  spectrum  antibiotics  'including  macrolides  semisynthetic 
penicillins  and  cephaiosporinsi  therefore  it  is  important  to 
consider  rts  diagnosis  m patients  who  develop  diarrhea  in 
association  with  the  use  i^  antibiotics  Such  colitis  may  range  m 
severity  from  mild  to  life  threatening 
Treatment  with  broad  spectrum  antibiotics  alters  the  normal 
flora  of  the  colon  and  may  permrt  overgrowth  of  Clostridia  Studies 
indicate  that  a toiin  produced  by  ClosfnPium  PitUcile  is  one 
primary  cause  of  armbicfic  associated  colitis 
Mild  cases  of  pseudomembranous  colitis  usually  respond  to 
drug  discontinuance  akyie  m rrioderate  to  severe  cases  manage 


ment  should  include  sigmoidoscopy  appropriate  bacienologic 
studies  and  fluid,  electrolyte  and  protein  supplementation 
When  the  colitis  does  not  improve  after  the  drug  has  been 
discontinued,  or  when  it  is  severe,  oral  vancomycin  is  the  drug 
of  choice  lor  antibiotic-associated  pseudomembranous  colitis 
produced  by  C difticile  Other  causes  of  colitis  should  be 
ruled  out 

Precautions  General  Precautions  - It  an  allergic  reaction  to 
Ceclor’  (cefaclor,  Lilly)  occurs,  the  drug  should  be  discontinued, 
and.  If  necessary,  the  patient  should  be  treated  with  appropriate 
agents,  e g . pressor  amines  antihistamines  or  corticosteroids 
Prolonged  use  ot  Ceclor  may  result  in  the  overgrowth  ot 
nonsusceptible  organisms  Careful  observation  of  the  patient  is 
essential  It  superinfeciion  occurs  during  therapy  appropriate 
measures  should  be  taken 

Positive  direct  Coombs  tests  have  been  reported  during  treat 
ment  with  the  cephalosporin  antibiotics  In  hematologic  studies 
or  in  transfusion  cross-matching  procedures  when  antiglobulm 
tests  are  performed  on  the  minor  side  or  in  Coombs  testing  of 
newborns  whose  mothers  have  received  cephalosporin  antibiotics 
before  parturition  it  should  be  recognised  that  a positive 
Coombs  test  may  be  due  to  the  drug 
Ceclor  should  be  administered  with  caution  in  the  presence  ot 
markedly  impaired  renal  function  Under  such  conditions  careful 
clinical  observation  and  laboratory  studies  should  be  made 
because  sale  dosage  may  be  lower  than  that  usually  recommended 
As  a result  of  aciminisiraiion  ot  Ceclor  a false-positive  reaction 
for  glucose  in  the  urine  may  occur  This  has  been  observed  with 
Benedict  s and  Fehling  s solutions  and  also  with  Clinitesi* 
tablets  but  not  with  Tes-Tape’  (Glucose  Enzymatic  Test  Strip 
USP.  Lilly) 

Broad-spectrum  antibiotics  should  be  prescribed  with  caution  in 
individuals  with  a history  of  gastrointestinal  disease  particularly 
colitis 

Usage  in  Pregnancy  - Pregnancy  Category  B - Reproduction 
studies  have  been  performed  in  mice  and  rats  at  doses  up  to  12 
times  the  human  dose  and  in  ferrets  given  three  times  the  maiimum 


human  dose  and  have  revealed  no  evidence  ot  impaired  fertility 
or  harm  to  the  tetus  due  to  Ceclor’  icefaclor.  Lilly)  There  are 
however  no  adequate  and  well-controlled  studies  in  pregnant 
women  Because  animal  leproduction  studies  are  not  always 
predictive  of  human  response,  this  drug  should  be  used  during 
pregnancy  only  if  clearly  needed 
Nursing  Mothers  - Small  amounts  of  Ceclor  have  been  detected 
in  mother  s milk  following  administration  of  single  500-mg  doses 
Average  levels  were  0 lo  0 20. 0 21 . and  0 lo  mcg/ml  at  two 
three,  tour,  and  five  hours  respectively  Trace  amounts  were 
detected  at  one  hour  The  effect  on  nursing  infants  is  not  known 
Caution  should  be  exercised  when  Ceclor  is* administered  to  a 
nursing  woman 

Usage  in  Children  - Safety  and  effectiveness  of  this  product  lor 
use  in  infants  less  than  one  month  of  age  have  not  been  established 
Adverse  Reactlorrs  Adverse  effects  considered  related  to  therapy 
with  Ceclor  are  uncommon  and  are  listed  below 
Gastrointestinal  symptoms  occur  in  about  2 5 percent  of 
patients  and  include  diarrhea  |1  in  70) 

Symptoms  of  pseudomembranous  colitis  may  appear  either 
during  or  after  antibiotic  treatment  Nausea  and  vomiting  have 
been  reported  rarely 

Hypersensitivity  reactions  have  been  reported  in  about  1 5 
percent  ot  patients  and  include  morbililorm  eruptions  (1  in  TOO) 
pruritus,  urticaria,  and  positive  Coombs  tests  each  occur  in  less 
than  T in  200  patients  Cases  of  serum-sickness-like  reactions 
(erythema  multiforme  or  the  above  skin  manitesiaiions  accompanied 
by  arthritis/arthralgia  and.  frequently,  fever)  have  been  reported 
These  reactions  are  apparently  due  to  hypersensitivity  and  have 
usually  occurred  during  or  following  a second  course  of  therapy 
with  Ceclor  Such  reactions  have  been  reported  more  frequently 
in  children  than  in  adults  Signs  and  symptoms  usually  occur  a lew 
days  alter  initiation  ot  therapy  and  subside  within  a lew  days 
after  cessation  of  therapy  No  serious  sequelae  have  been  reported 
Antihistamines  and  corticosteroids  appear  to  enhance  resolution 
of  the  syndrome 

Cases  of  anaphylaxis  have  been  reported,  half  of  which  have 


occurred  in  patients  with  a history  of  penicillin  allergy 

Other  effects  considered  related  to  therapy  included 
eosinophilia  (1  m SO  patients)  and  genital  pruritus  or  vaginitis 
(less  than  1 m 100  patients) 

Causal  Relationship  Uncertain  - Transitory  abnormalities  in 
clinical  laboratory  test  results  have  been  reported  Although  they 
were  of  uncertain  etiology  they  are  listed  below  to  serve  as 
alerting  information  tor  the  physician 

Hepatic  - Slight  elevations  in  SGOT  SGPT.  or  alkaline 
phosphatase  values  (1  m40) 

Hematopoietic  - Transient  fluctuations  in  leukocyte  count 
predominantly  lymphocytosis  occurring  in  inlanis  and  young 
children  (1  in  40) 

Renal  - Sltohi  elevations  in  BUN  or  serum  creatinine  (less  than 
1 in  500)  or  abnormal  urinalysis  (less  than  1 in  200) 

[06T782RI 


Note  Ceclor*  icefaclor.  Lilly)  is  contraindicated  in  patients 
with  known  allergy  to  the  cephalosporins  and  should  be  given 
cautiously  to  penicillin-aliergic  patients 
Penicillin  is  the  usual  drug  of  choice  in  the  treatment  and 
prevention  ot  streptococcal  infections,  including  the  prophylaxis 
of  rheumatic  fever  See  prescribing  information 
C1984  ELI  LILLY  AND  COMPANY 


AdOiiionai  infonnaiiw  availatiie  to 
the  profession  on  teouesi  from 
£ii  Lilly  ana  Company 
Indianapolis  Indiana  46285 
Eli  Lilly  Industries.  Itic 
Carolina  Puerto  Rico  (X)630 


Angina  conies  in 
many  forms... 


So  does 

SORBITRATF 

(ISOSORBDE  DINITFWE) 

Unsurpassed  flexibility 
in  nitrate  therapy. 


Sublingual  Tablets  Chewable  Tablets  Oral  “Swallow”  Tablets 


40  mg 

Sustained  Action 
“Swallow”  Tablets 


© 1985  ICI  AMERICAS  INC. 


See  following  page  for  brief  summary;  of  prescribing  information. 


SORBITRATE 

(ISOSOFBDE  QNITTWE) 

PtosM  consuK  full  praacfibing  Information  before  uae.  A summary  follows: 

INDtCATIONS  AND  USAGE  SORBITRATE  (isosorbide  dinitrate)  is  indicated  for  the  treatment 
and  prevention  of  angina  pectoris  All  dosage  forms  of  isosorbide  dinitrate  may  be  used 
prophytactically  to  decrease  frequency  and  seventy  of  anginal  attacks  and  can  be  expected  to 
decrease  the  need  for  sublingual  nitroglycenn 

The  sublingual  and  chewable  forms  of  the  drug  are  indicated  tor  acute  prophylaxis  of  angina 
peclons  when  taken  a lew  minutes  before  situations  likely  to  provoke  anginal  attacks  Because 
of  a slower  onset  of  effect,  the  oral  forms  of  isosorbide  dinitrate  are  not  indicated  for  acute 
prophylaxis 

CONTRAINDICATIONS:  SORBITRATE  is  contraindicated  in  patients  who  have  shown 
purported  hypersensitivity  or  xJiosyncrasy  to  it  or  other  nitrates  or  nitntes  Epinephnne  and 
rotated  compounds  are  ineffective  in  reversing  the  severe  hypotensive  events  associated  with 
overdose  and  are  contraindicated  in  this  situation, 

WARNINGS:  The  benefits  of  SORBITRATE  dunng  the  early  days  of  an  acute  myocardial 
infarction  have  not  been  established  It  one  elects  to  use  organic  nitrates  in  early  infarction, 
hemodynamic  monitoring  and  frequent  clinical  assessment  should  be  used  because  of  the 
potential  deletenous  effects  of  hypotension 

PHECAimONS:  General:  Severe  hypotensive  response,  particularly  with  upnght  posture,  may 
occur  with  even  small  doses  of  SORBITRATE  The  drug  should  therefore  be  used  with  caution  in 
sub)ects  who  may  have  blood  volume  depletion  from  diuretic  therapy  or  in  subjects  who  have 
low  systolic  Wood  pressure  (eg.  below  90  mmHg)  Paradoxical  bradycardia  and  increased 
angina  pectons  may  accompany  nitrate-induced  hypotension  Nitrate  therapy  may  aggravate 
the  angina  caused  by  hypertrophic  cardiomyopathy 
Marked  symptomatic,  orthostatic  hypotension  has  been  reported  when  calcium  channel 
blockers  and  organic  nitrates  were  used  in  combination.  Dose  adjustment  of  either  class  of 
agents  may  be  necessary 

Tolerance  to  this  drug  and  cross-tolerance  to  other  nitrates  and  nitriles  may  occur  Tolerance 
to  the  vascular  and  antianginal  effects  of  isosorWde  dinitrate  or  nitroglycenn  has  been 
demonstrated  in  clinical  tnals,  expenence  through  occupational  exposure,  and  in  isolated 
tissue  experiments  in  the  latxiratory.  The  importance  of  tolerance  to  the  appropriate  use  of 
isosorbide  dinitrate  in  the  management  of  patients  with  angina  peclons  has  not  been 
determined  However,  one  clinical  tnal  using  treadmill  exercise  tolerance  (as  an  end  point)  found 
an  8-hour  duration  of  action  of  oral  isosorbide  dinitrate  following  the  first  dose  (after  a 2-week 
placebo  washout)  and  only  a 2-hour  duration  of  effect  ol  the  same  dose  after  1 week  of 
repetitive  dosing  at  conventional  dosing  intervals  On  the  other  hand,  several  trials  have  been 
aWe  to  differentiate  isosorWde  dinitrate  from  placebo  after  4 weeks  of  therapy  and,  in  open 
tnals,  an  effect  seems  detectaWe  tor  as  long  as  several  months. 

Tolerance  clearly  occurs  in  industnal  workers  continuously  exposed  to  nitroglycerin. 
Moreover,  physical  dependence  also  occurs  since  chest  pain,  acute  myocardial  infarction,  and 
even  sudden  death  have  occurred  during  temporary  withdrawal  of  nitroglycenn  from  the 
workers  In  clinical  trials  in  angina  patients,  there  are  reports  of  anginal  attacks  being  more 
easily  provoked  and  of  rebound  in  the  hemodynamic  effects  soon  after  nitrate  withdrawal  The 
relative  importance  of  these  observations  to  the  routine,  clinical  use  of  isosorbide  dinitrate  is  not 
known  However,  it  seems  prudent  to  gradually  withdraw  patients  from  isosorbrie  dinitrate 
when  the  therapy  is  being  terminated,  rather  than  stopping  the  drug  abruptly. 

Information  for  Patients:  Headache  may  occur  during  initial  therapy  with  SORBITRATE 
Headache  is  usually  relieved  by  the  use  of  standard  headache  remedies  or  by  lowering  the 
dose  and  lends  to  disappear  after  the  first  week  or  two  of  use. 

Drug  Interactions:  Alcohol  may  enhance  any  marked  sensitivity  to  the  hypotensive  effect  of 
nitrates 

Isosorbide  dinitrate  acts  directly  on  vascular  smooth  muscle:  therefore,  any  other  agent  that 
depends  on  vascular  smooth  muscle  as  the  final  common  path  can  be  expected  to  have 
decreased  or  increased  effect  depending  on  the  agent 
Carcinogenesis,  Mutagenesis,  Impairment  of  Fertility:  No  long-term  studies  in  animals 
have  been  performed  to  evaluate  the  carcinogenic  potential  of  this  drug.  A modified  two-litter 
reproduction  study  in  rats  fed  isosorbide  dinitrate  at  25  or  100  mg/kg/day  dd  not  reveal  any 
effects  on  fertility  or  gestation  or  any  remarkable  gross  pathology  in  any  parent  or  offspring  fed 
isosorbde  dinitrate  as  compared  with  rats  fed  a basal-controlled  diet. 

Pregnancy  Category  C;  isosorbide  dinitrate  has  been  shown  to  cause  a dose-related 
increase  in  embryotoxicity  (increase  in  mummified  pups)  in  rabbits  at  oral  doses  35  and  150 
times  the  maximum  recommended  human  daily  dose.  There  are  no  adequate  and 
well-controlled  studies  in  pregnant  women  SORBITRATE  should  be  used  during  pregnancy 
only  if  the  potential  benefit  justifies  the  potential  risk  to  the  fetus 
Nursing  Mothers;  It  is  not  known  whether  this  drug  is  excreted  in  human  milk  Because 
many  drugs  are  excreted  in  human  milk,  caution  should  be  exercised  when  SORBITRATE  is 
administered  to  a nursing  woman 

Pediatric  Use:  The  safety  and  effectiveness  of  SORBITRATE  in  children  has  not  been 
established 

ADVERSE  REACTIONS:  Adverse  reactions,  particularly  headache  and  hypotension,  are 
dose-related  In  clinical  trials  at  various  doses,  the  following  have  been  observed 
Headache  is  the  most  common  (reported  incxlence  varies  widely,  apparently  being 
dose-related,  with  an  average  occurrence  of  about  25%)  adverse  reaction  and  may  be  severe 
and  persistent  Cutaneous  vasodilation  with  f lusNng  may  occur  Transient  episodes  of 
dizziness  and  weakness,  as  well  as  other  signs  of  cerebral  ischemia  associated  with  postural 
hypotension,  may  occasionally  develop  (the  incidence  of  reported  symptomatic  hypotension 
ranges  from  2%  to  36%)  An  occasional  individual  will  exhibit  marked  sensitivity  to  the 
hypotensive  effects  of  nitrates  and  severe  responses  (nausea,  vomiting,  weakness,  restless- 
ness, pallor,  perspiration,  and  collapse)  may  occur  even  with  the  usual  therapeutic  dose.  Drug 
rash  and/or  exfoliative  dermatitis  may  occasionally  occur  Nausea  and  vomiting  appear  to  be 
uncommon  Case  reports  of  clinically  significant  methemoglobinemia  are  rare  at  conventional 
doses  of  organic  nitrates  The  formation  of  methemoglobin  is  dose-related  and,  in  the  case  of 
genetic  abnormalities  of  hemoglobin  that  favor  methemoglobin  formation,  even  conventional 
doses  of  organic  nilrate  could  produce  harmful  concentrations  of  methemoglobin 
DOSAGE  AND  ADMINISTRATION:  For  the  treatment  of  angina  pectoris,  the  usual  starting 
dose  for  sublingual  SORBITRATE  is  2.5  to  5 mg;  for  chewable  tablets,  5 mg;  for  oral  (swallowed) 
tabtets,  5 to  20  mg;  and  tor  controlled-release  forms,  40  mg 
SORBITRATE  should  be  titrated  upward  until  angina  is  relieved  or  side  effects  limit  the  dose. 

In  ambulatory  patients,  the  magnitude  of  the  incremental  dose  increase  should  be  guxied  by 
measurements  of  standing  biciod  pressure 

The  initial  dosage  of  sublingual  or  chewable  SORBITRATE  for  prophylactic  therapy  in  angina 
pectoris  patients  is  generally  5 or  10  mg  every  2 1o  3 hours  Adequate  controlled  clinical  studies 
demonstrating  the  effectiveness  of  chronic  maintenance  therapy  with  these  dosage  forms 
have  not  been  reported 

SORBITRATE  in  oral  doses  ol  10  to  40  mg  given  every  6 hours  or  in  oral  controlled-release 
doses  of  40  to  80  mg  given  every  8 to  12  hours  is  generally  recommended  The  extenl  1o  which 
development  of  tolerance  should  modify  the  dosage  program  has  not  been  defined  The  oral 
controlled-release  forms  ol  isosorbide  dinitrate  should  not  be  chewed 
DOSAGE  FORMS  AVAILABLE  Sublingual  Tablets  (25. 5, 10  mg).  Chewable  Tablets  (5. 10  mg); 
Oral  Tablets  (5. 10. 20. 30. 40  mg).  Sustained  Action  Tablets  (40  mg) 
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ORIGINAL  PAPERS 


Does  Blood  Pressure  Cuff  Size  Make 
a Difference  In  Blood  Pressure 
Readings? 

WILLIAM  C.  NICHOLAS,  M.D., 

ROBERT  L WATSON,  D.V.M.,  PH.D., 

THOMAS  Y.  BARNES,  M.D., 

CANDY  GOODNOW,  R.N.,  and 
EVA  RUSSELL,  R.N. 

Jackson,  Mississippi 

It  has  been  recommended  by  the  American  Heart 
Association  (AHA)  that  accurate  blood  pressure 
readings  require  specific  sizes  of  cuffs,  depending 
on  the  size  of  the  arm.*  One  of  the  authors  (WCN) 
recognized  that  not  all  hospital  wards,  or  indeed 
physicians’  offices,  have  readily  available  the 
appropriate  cuff  for  all  sized  arms.  The  cuff  width 
usually  available  is  the  regular  adult  size  with  a 
bladder  width  of  13  cm  and  a length  of  24  cm.  In  a 
hospital  setting,  did  the  use  of  a wrong  size  cuff 
affect  the  blood  pressure  readings  and  if  so,  by  how 
much? 

Study  Method 

A total  of  90  patients  hospitalized  at  the  Universi- 
ty Hospital  were  studied.  Of  these,  30  were  defined 
as  having  normal  sized  arms  with  circumference 
between  22-32  cm.  Sixty  had  large  arms  — 57  with 
circumference  between  32-42  cm  and  3 greater  than 
42  cm.  Arm  circumference  was  measured  midway 
between  the  elbow  and  the  acrominon  (shoulder  tip). 

Only  patients  in  a stable  state  with  normal  cardiac 
rhythm  were  studied. 

From  the  Department  of  Internal  Medicine  (Dr.  Nicholas),  the 
Department  of  Preventive  Medicine  (Dr.  Watson,  Mr. 

Barnes,  and  Ms.  Goodnow)  and  the  Department  of  Nursing 
Service  (Ms.  Russell),  University  Medical  Center,  Jackson, 

MS. 


The  authors  conducted  a study  to  deter- 
mine whether  or  not  blood  pressure  cuff  size 
affected  blood  pressure  readings.  They  rec- 
ommend that  all  institutions  and  offices 
have  available  the  three  adult  cuff  sizes  rec- 
ommended by  the  American  Heart  Associa- 
tion and  that  the  size  of  the  arm  be  consid- 
ered when  deciding  which  cuff  to  use  in 
recording  blood  pressure. 


The  study  plan  required  that  systolic  and  diastolic 
pressures  be  measured  on  each  subject  with  two 
different  sized  cuffs.  In  patients  with  normal  sized 
arms,  the  regular  adult  and  large  adult  cuffs  were 
used.  The  AHA-recommended  cuff  size  for  normal 
sized  arms  is  the  regular  adult  cuff.  Patients  with 
large  arms  were  divided  into  two  groups.  In  Group  A 
the  large  adult  and  thigh  cuffs  were  used.  In  Group  B 
the  regular  and  large  adult  cuffs  were  used.  In  this 
group  of  patients,  the  AHA  recommends  the  use  of 
the  large  adult  cuff  with  a bladder  width  of  1 7 cm  and 
a length  of  32  cm. 

Both  cuffs  were  applied  twice  in  alternating  order, 
taking  into  account  any  “regression  to  the  mean” 
phenomena  which  might  bias  the  results.  All  sub- 


FEBRUARY  1985 


31 


jects  were  in  the  sitting  or  supine  position  for  at  least 
five  minutes  prior  to  pressure  determination.  The 
four  pressure  determinations  were  taken  on  the  same 
arm  with  one-minute  intervals  between  each  read- 
ing. The  measurements  were  taken  by  two  trained 
observers  according  to  standardized  techniques  as 
recommended  by  the  AHA*  using  a random  zero 
sphygmomanometer. 

Results 

Our  patients  were  predominantly  black  and 
female  (see  Table  1).  The  arm  sizes  are  shown  with 
the  mean,  median  and  standard  deviations  recorded 
(see  Tables  2 and  3). 

Blood  pressure  data  comparing  the  two  study 
groups  has  been  analyzed  and  is  shown  in  Table  4. 
One  diastolic  pressure  went  unrecorded  in  the  nor- 
mal arm  group.  Although  we  did  four  pressure  deter- 
minations feeling  there  may  be  a regression  to  the 
mean,  this  did  not  occur,  and  we  have  thus  used  the 
first  two  readings  in  a single  crossover  design  with 
random  allocation  of  subjects  to  either  sequence  AB 
or  BA.  The  table  contains  overall  means  and  stan- 
dard errors  for  each  cuff  used.  The  estimated  mean 
cuff  differences  and  their  standard  errors  are  also 
presented.  One-sided  T-tests  were  used  to  test  for 
significance  of  the  cuff  differences. 

The  estimated  mean  cuff  differences  varied  from  a 
low  of  1.53  mm  Hg  to  a high  of  7.00  mm  Hg. 
Statistical  significance  is  reached  in  four  of  six  read- 
ings. 

Discussion 

The  AHA  in  its  1980  booklet  “Recommendation 
for  Human  Blood  Pressure  Determination  by  Sphyg- 
momanometer” has  established  guidelines  for  the 
most  accurate  indirect  method  of  determining  blood 
pressure.  They  recommend  that  for  the  average  adult 
arm  (circumference  24-32  cm)  a bladder  width  of  13 
cm  and  a length  of  24  cm  should  be  used.  For  obese 
arms  (circumference  32-42  cm)  a bladder  width  of 
1 7 cm  and  a length  of  32  cm  and  for  yet  larger  arms, 
a thigh  cuff  with  20  cm  bladder  width  and  42  cm 
length  will  give  the  most  accurate  reading  (see  Table 
5). 

Early  blood  pressure  cuffs  were  narrow:  the  one 
designed  by  Riva-Rocci  around  1895  was  5 cm  in 
width. ^ About  five  years  later.  Von  Recklinghausen 
recognized  that  the  cuff  width  affected  the  accuracy 
of  the  pressure  reading.^  He  noted  that  the  indirect 
blood  pressure  readings  fell  as  the  width  of  the  cuff 
was  increased,  with  little  change  beyond  the  12  cm 
wide  cuff,  except  in  people  with  large  arms. 

Several  workers  have  shown  conclusively  that 


TABLE  1 

RACE-SEX  DISTRIBUTION  OF  NORMAL  ARM  AND 
LARGE  ARM  STUDY  GROUPS 


a.  Normal  Arm  Subjects 


Sex 

Race 

Male 

Female 

Total 

White 

2 

5 

1 ( 23.3%) 

Black 

9 

13 

22  ( 73.3%) 

American  Indian 

0 

1 

1 ( 3.3%) 

Total 

11  (36.7%) 

19  (63.3%) 

30  (100.0%) 

b.  Large  Arm  Subjects 

White 

1 

13 

14  ( 23.3%) 

Black 

9 

37 

46  (76.7%) 

Total 

10  (16.7%) 

50  (83.3%) 

60  (100.0%) 

TABLE  2 

ARM  CIRCUMFERENCE  DISTRIBUTION  OF 
NORMAL  ARM  STUDY  GROUP  BY  SEX 


Normal  and  Large  Cuff 


Class  Interval  (cm.) 

Males 

Females 

20.1-22.0 

1 

2 

22.1-24.0 

3 

2 

24.1-26.0 

2 

2 

26.1-28.0 

0 

2 

28.1-30.0 

4 

6 

30.1-32.0 

1 

5 

Total 

11 

19 

Mean 

26.59 

27.54 

Standard  Deviation 

3.49 

3.60 

Median 

36.00 

28.50 

TABLE  3 

ARM  CIRCUMFERENCE  DISTRIBUTION  OF  LARGE  ARM 
STUDY  GROUP  BY  SEX 


Large  and  Thigh  Cuff  Normal  and  Large  Cuff 
Males  Females  Males  Females 


Class  Interval  (cm.) 


32.1-34.0 

2 

9 

3 

3 

34.1-36.0 

0 

5 

0 

9 

36.1-38.0 

2 

4 

1 

6 

38.1-40.0 

1 

4 

0 

4 

40.1-42.0 

0 

2 

1 

1 

> 42.0 

0 

1 

0 

2 

Total 

5 

25 

5 

25 

Mean 

36.10 

36.78 

35.50 

36.26 

Standard  Deviation 

2.88 

3.72 

3.50 

2.73 

Median 

37.00 

36.00 

32.50 

36.00 
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blood  pressure  readings  depend  on  the  size  of  the 
cuff  and  the  size  of  the  arm.  A cuff  of  inappropriate 
size  in  relation  to  the  patient’s  arm  circumference 
can  give  misleading  results. Regular  size  cuffs  on 
large  arms  give  falsely  elevated  levels  and  large 
cuffs  on  normal  arms  tend  to  give  falsely  lower 
levels  compared  to  the  recommended  regular  size 
cuff.  A recent  study  by  Maxwell,  where  84,000 
blood  pressure  measurements  were  recorded  by 
trained  nurse  specialists  using  three  sizes  of  cuffs  on 
1,240  obese  patients,  found  that  the  differences  in 
readings  with  the  three  cuffs  became  progressively 
greater  with  increasing  arm  size  and  that  the  regular 
cuff  showed  the  greatest  bias  in  relation  to  size  of 
arm.^ 

Geddes^  in  the  assessment  of  52  “heavy”  adults 
using  three  standard  cuffs  concluded  that  a cuff 
width  to  arm  circumference  ratio  of  0.34  overesti- 
mates the  blood  pressure  by  about  five  percent;  a 
cuff  width  to  arm  circumference  of  0.50  underesti- 
mates blood  pressure  by  about  five  percent.  The 
recommended  ratio  by  the  AHA  is  0.4  which  should 
cause  no  more  than  a five  percent  discrepancy  in  the 
pressure  reading. 

Our  findings  revealed  that  the  regular  cuff  gives 
progressively  higher  readings  the  larger  the  arm.  On 
large  arms,  the  regular  cuff  gave  a 7.0  mm  Hg 
systolic  and  a 2.73  mm  Hg  diastolic  higher  reading 
than  the  large  adult  cuff.  All  our  systolic  differences 
were  statistically  significant,  but  only  the  large  cuff 
and  regular  cuff  diastolic  on  normal  sized  arms 
reached  a significant  difference  of  3.5  mm  Hg.  We 
had  expected  to  find  significant  differences  when 
using  the  regular  cuff  on  large  arms.  The  systolic 
difference  was  very  significant,  but  not  the  diastolic. 
We  cannot  explain  this  discrepancy.  However,  our 
values  were  not  unlike  Maxwell  et  al,  who  in  the 
moderately  obese  found  a systolic  difference  of  5.2 
mm  Hg  and  a diastolic  of  4. 1 mm  Hg  using  similar 
sized  cuffs. 

The  question  as  to  which  size  cuff  is  the  most 
accurate  in  assessing  the  true  intra-arterial  blood 
pressure  needs  to  be  considered.  Several  studies 
have  addressed  this  issue  with  conflicting  results.*  " 
There  is  agreement  that,  with  the  regular  13  cm  wide 
cuff,  falsely  high  blood  pressure  readings  are 
obtained  in  large  arms  and  that  in  the  very  obese,  the 
forearm  blood  pressure  is  a more  accurate  reflection 
of  true  arterial  pressure.  Holland' ' found  an  excel- 
lent correlation  coefficient  between  cuff  reading  and 
intra-arterial  pressure  with  the  latter  being  slightly 
higher.  He  used  a regular  12  cm  wide  cuff  and  also 
demonstrated  that  arm  size  has  some  correlation 
with  intra-arterial  pressure. 


TABLE  4 

CUFF  COMPARISONS  FOR  THE  NORMAL  ARM  AND  LARGE 
ARM  STUDY  GROUPS;  BLOOD  PRESSURE  MEANS  AND 
STANDARD  ERRORS  (MEAN  ± SEM) 


Normal  Arm  Study  Group  (n  = 30) 

Regular  Adult  Cuff  Large  Adult  Cuff  Cuff  Difference 
Systolic  BP  124.60  ± 4.12  120.20  ± 3.79  4.40  + I.66t 

Diastolic  BP*  71.30  ± 2.83  67.79  ± 2.95  3.52  ± 1.25+ 

Large  Arm  Study  Group  A (n  = 30) 

Large  Adult  Cuff  Thigh  Cuff  Cuff  Difference 
Systolic  BP  123.13  ± 3.74  117.87  ± 3.75  5.27  ± 1.69? 

Diastolic  BP  62.87  ± 2.37  61.33  ± 2.68  1.53  ± 1.46 

Large  Arm  Study  Group  B (n  = 30) 

Regular  Adult  Cuff  Large  Adult  Cuff  Cuff  Difference 
Systolic  BP  133.73  + 3.29  126.73  ± 3.51  7.00  + 1.77? 

Diastolic  BP  75.20  + 2.93  llAl  ± 2.19  2.73  ± 1.84 


* One  diastolic  blood  pressure  unrecorded  (n  = 29) 
t p < .01 
t p < .005 


TABLE  5 

RECOMMENDED  BLADDER  DIMENSIONS  FOR  BLOOD 
PRESSURE  CUFF 


Arm 

Circumference 
at  Midpoint* 
(cm) 

Cuff  Name 

Bladder 

Width 

(cm) 

Bladder 

Length 

(cm) 

5-7.5 

Newborn 

3 

5 

7.5-13 

Infant 

5 

8 

13-20 

Child 

8 

13 

17-26 

Small  Adult 

11 

17 

24-32 

Adult 

13 

24 

32-42 

Large  Adult 

17 

32 

42-50t 

Thigh 

20 

42 

* Midpoint  of  arm  is  defined  as  half  the  distance  from  the  acromion  to 
the  olecranon. 

t In  persons  with  very  large  limbs,  the  indirect  blood  pressure  should  be 
measured  in  the  leg  or  forearm. 


Conclusion 

Hypertension  is  a serious  medical  problem  that 
requires  effective  long  term  and,  in  many  cases, 
costly  therapy.'^  It  is  therefore  essential  that  we  do 
not  misclassify  patients,  thus  causing  them  to  be 
taking  medications  needlessly,  which  could  easily 
happen  when  we  use  the  regular  adult  cuff  on  large 
arms.  This  would  be  the  most  likely  error  since  the 
regular  adult  cuff  is  not  only  the  one  frequently  used 
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regardless  of  arm  size,  but  in  many  situations  is  the 
only  cuff  readily  available. 

We  recommend  that  all  institutions  and  offices 
have  readily  available  the  three  adult  cuff  sizes  re- 
commended by  the  AHA  and  that  the  size  of  the  arm 
be  considered  when  deciding  which  cuff  to  use  in 
recording  the  blood  pressure.  ★★★ 

2500  North  State  Street  (39216) 
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Tumor  Previa:  A Perinatal  Dilemma 


JAMES  B.  UNGER,  M.D., 
RAMON  McGEHEE,  M.D., 
WILL  LOCKE,  M.D.,  and 
JOHN  C.  MORRISON,  M.D 
Jackson,  Mississippi 


Although  ovarian  tumors  infrequently  compli- 
cate pregnancy,  when  present  they  represent  diffi- 
cult diagnostic  and  management  problems  for  the 
obstetrician.*’  * Nearly  every  type  of  ovarian  lesion 
from  simple  physiologic  cysts  to  true  neoplasms, 
both  benign  and  malignant,  have  been  reported  dur- 
ing gestation.  Specific  management  of  ovarian  en- 
largement varies  with  the  stage  of  gestation  at  di- 
agnosis, symptomatology  and  size  of  the  lesion  as 
well  as  concern  regarding  neoplastic  potential.^ 

Up  to  30%  of  ovarian  masses  in  pregnancy  are  not 
discovered  until  the  third  trimester  or  during  the 
puerperium.^’  Torsion  and/or  rupture  of  ovarian 
masses  can  also  occur  spontaneously  anytime  in 
gestation  or  during  labor  and  may  result  in  signifi- 
cant maternal  morbidity.  Additionally,  malignant 
ovarian  tumors  are  not  rare,  accounting  for  2.4%  to 
8%  of  all  ovarian  masses  during  pregnancy.^’ 
Finally,  ovarian  lesions  may  be  large  enough  to 
cause  obstructed  labor  and  prevent  vaginal  delivery. 
This  condition  is  referred  to  as  tumor  previa  and 
represents  a serious  complication  of  pregnancy. 

We  present  a patient  with  tumor  previa  resulting 
from  a large  ovarian  mucinous  cystadenoma.  The 
management  of  tumor  previa  as  well  as  potential 
torsion,  rupture  and  malignancy  of  ovarian  masses 
during  pregnancy  is  discussed. 

Case  Report 

G.A.  was  a 24-year-old  Gi,  Pq  referred  to  the 
University  of  Mississippi  Ambulatory  Obstetric 
Clinic  at  36  weeks  gestation  for  evaluation  of  an 
adnexal  mass.  The  pregnancy  had  been  uncompli- 
cated until  a transverse  lie  was  noted  at  33  weeks  and 
a 14  cm  X 1 2 cm  x 7 cm  cystic  right  adnexal  mass  was 
discovered  by  ultrasound.  No  masses  had  been  de- 
scribed on  previous  vaginal/abdominal  examina- 
tions. The  surgical  and  gynecologic  history  of  the 
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Ovarian  masses  complicating  pregnancy 
by  torsion,  rupture,  malignancy  or  ob- 
structed labor  are  not  rare.  The  authors  re- 
port a case  of  a mucinous  cystadenoma  and 
its  effect  on  the  parturient.  They  discuss  the 
management  of  ovarian  masses  discovered 
during  pregnancy. 


patient  was  unremarkable  except  for  a prior  appen- 
dectomy. 

Upon  referral  to  our  clinic  the  patient  had  no 
symptomatic  complaints.  The  fundal  height  was  35 
cm  and  the  uterus  was  noted  to  be  markedly  deviated 
to  the  left.  There  was  a 25  cm  by  10  cm  cystic  mass 
filling  the  right  lower  quadrant  and  extending  into 
the  cul-de-sac.  The  cervix  was  deviated  anteriorly 
behind  the  symphysis.  An  ultrasound  examination 
revealed  a single  fetus  in  the  vertex  presentation  with 
a biparietal  diameter  consistent  with  37  weeks  gesta- 
tion. The  placenta  was  anterior  and  fundal.  A large 
cystic  mass  was  seen  by  ultrasound  with  multiple 
internal  septae,  measuring  26  cm  by  11  cm  by  12.5 
cm  in  the  right  lower  quadrant,  posterior  to  the 
cervix  and  uterus.  An  amniocentesis  was  performed 
and  an  L/S  ratio  of  7.3: 1 was  obtained. 

Because  of  the  size  of  the  mass  and  the  displace- 
ment of  the  cervix,  it  was  decided  that  a primary 
cesarean  birth  was  the  best  method  of  delivery.  The 
infant  was  a 2800  gm  female  with  9/10  Apgars  at  1 
and  5 minutes.  Following  uterine  decompression,  a 
large  cystic  mass  was  found  arising  from  the  cul-de- 
sac  and  extending  into  the  upper  abdomen.  After 
repair  of  the  uterine  incision,  the  mass  was  exteri- 
orized and  noted  to  be  a right  ovarian  cyst  (see 
Figure  1).  A right  salpingo-oophorectomy  was  per- 
formed. During  excision  of  the  mass  a portion  of  the 
cyst  ruptured,  though  no  intraperitoneal  spillage  oc- 
curred. The  fluid  was  clear  and  somewhat  viscous 
and  the  inside  lining  of  the  cyst  was  white  and 
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smooth.  There  were  no  solid  areas  or  papillary  ex- 
crescences. The  left  tube  and  ovary  were  normal.  A 
thorough  abdominal  exploration  was  negative  for 
any  evidence  of  metastatic  disease.  On  frozen  and 
permanent  section  the  adnexal  mass  was  identified 
as  being  a benign  mucinous  cystadenoma  of  the  right 
ovar>-  (see  Figure  2).  The  patient’s  postoperative 
course  was  uncomplicated  and  she  as  well  as  her 
infant  were  discharged  on  the  fifth  postoperative 
day. 

Discussion 

The  incidence  of  ovarian  neoplasms  complicating 
pregnancy  has  been  reported  by  Tawa  to  vary  from  1 
in  273  to  1 in  2,489.^  Booth  and  Hill  have  reported 
an  average  incidence  of  1 in  500-600  preg- 
nancies.^- ^ The  masses  may  be  discovered  at  any 
stage  of  gestation  or  during  the  puerperium  but  14%- 
30%  are  unrecognized  until  late  in  pregnancy.  Those 
commonly  reported  late  in  pregnancy  are  benign 
cystic  teratomas  as  well  as  serous  and  mucinous 
cystadenomas.^’  Endometriomas,  theca  lutein 
cysts  and  luteomas  of  pregnancy  are  less  frequent. 


Figure  I . Gross  appearance  of  the  tumor. 


Gonadal  stromal  tumors  and  germ  cell  tumors  may 
also  occur,  although  they  are  rare.  The  incidence  of 
malignancy  has  been  reported  to  vary  from  2.4%  to 
8%.^- 

Large  masses  discovered  late  in  pregnancy  may 
obstruct  normal  labor  and  delivery  or  undergo  tor- 
sion as  well  as  rupture.  Torsion  of  adnexal  masses 
appears  to  occur  more  frequently  in  the  pregnant 
woman  than  in  the  nonpregnant  state.  Torsion  leads 
to  a diminution  of  the  blood  supply  to  the  cyst  with 
subsequent  pain  and  abdominal  tenderness.  Infec- 
tion and  rupture  of  the  mass  are  potential  sequelae  of 
torsion.  Torsion  in  pregnancy  occurs  most  often 
prior  to  20  weeks. ^ However,  it  may  rarely  occur 
late  in  pregnancy  or  as  a result  of  labor.  The  possibil- 
ity of  adnexal  torsion  should  always  be  a considera- 
tion in  the  presence  of  persistent  pain  in  a pregnancy 
complicated  by  an  ovarian  mass.  Prompt  laporatomy 
with  excision  of  the  mass  is  required  in  this  situation 
to  prevent  subsequent  rupture  or  infection. 

While  the  overall  incidence  of  rupture  of  cystic 
ovarian  masses  during  pregnancy  is  small,  this  com- 
plication occurs  more  commonly  than  torsion  in  the 
third  trimester  and  during  labor.  This  appears  to  be 
particularly  true  of  dermoid  cysts. ^ The  spillage  of 
the  cyst  contents  into  the  peritoneal  cavity  can  result 
in  severe  morbidity  from  chemical  peritonitis  and  is 
dependent  on  the  type  of  ovarian  lesions  that  are 
present.  This  situation  requires  aggressive  operative 
management  and  subsequent  medical  support  with 
antibiotic  therapy  as  well  as  fluid  and  electrolyte 
replacement. 

Ovarian  masses  that  remain  within  the  pelvis  may 
be  sufficiently  large  to  obstruct  vaginal  delivery  as  in 
this  case  report.  Tumor  previa  with  significant  dis- 
placement of  the  cervix  and  obstruction  of  the  pre- 
senting part  with  subsequent  dystocia  was  reported 
in  37.5%  of  pregnant  patients  at  term  with  benign 
cystic  teratomas.^  Such  cases  are  best  managed  by 
documentation  of  fetal  maturity,  elective  primary 
cesarean  birth  and  resection  of  the  ovarian  mass 
prior  to  the  onset  of  labor.  In  those  instances  where 
labor  has  already  begun  with  a large  mass  in  the 
pelvis,  early  abdominal  delivery  should  be  per- 
formed to  avoid  the  complications  of  dystocia  as 
well  as  rupture  of  the  cyst.  In  those  situations  where 
the  mass  is  unlikely  to  significantly  interfere  with 
vaginal  delivery,  labor  and  vaginal  birth  may  be 
attempted  although  close  observation  for  evidence  of 
obstructed  labor  and  signs  of  torsion  or  rupture  is 
mandatory.  If  vaginal  delivery  does  occur,  abdomi- 
nal exploration  and  resection  of  the  mass,  if  > 6-10 
cm  in  size,  should  be  performed  early  in  the  puerpe- 
rium. 
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Figure  2.  Microscopic  section  of  mucinous  cystadeno- 
ma. 


All  ovarian  masses  must  be  carefully  assessed  for 
signs  of  malignancy,  such  as  solid  areas,  papillary 
excrescences,  or  ascitic  peritoneal  fluid.  Biopsy  and 
frozen  section  are  advisable,  regardless  of  the  gross 
appearance  of  the  tumor.  The  other  ovary  must  al- 
ways be  inspected  and  biopsied  if  it  appears  abnor- 
mal. If  a malignant  tumor  is  discovered,  or  a defini- 
tive diagnosis  is  questionable,  one  must  carefully 
assess  the  stage  of  the  disease.  As  with  the  early 
ovarian  carcinomas  in  the  nonpregnant  state,  careful 
exploration  and  biopsy  of  areas  of  common  spread 
may  reveal  microscopic  metastatic  disease.  This 
may  include  thorough  abdominal  exploration,  with 
biopsy  of  dependent  peritoneal  surfaces,  peritoneal 
washings,  omental  biopsy,  as  well  as  pelvic  and 
paraaortic  node  sampling.  This  concept  is  especially 
important  if  less  than  aggressive  therapy  is  contem- 
plated. All  patients  undergoing  laparotomy  for  an 
ovarian  mass  during  pregnancy  must  be  counseled 
regarding  the  possibility  of  malignancy,  and  an  in- 


formed consent  for  more  radical  surgery  than  antici- 
pated should  be  obtained  in  advance.  One  must 
weigh  the  advantages  of  definitive  radical  surgery, 
hysterectomy  and  bilateral  adnexal  removal  and/or 
chemotherapy,  versus  conservative  management 
with  continuation  of  the  pregnancy.  Very  early  in 
pregnancy  and  near  term  the  gestation  should  be 
terminated,  and  definitive  therapy  consistent  with 
the  tumor  type  and  stage  is  usually  the  treatment  of 
choice.  Although  Creasman  recommends  radical 
treatment  in  most  cases,"^  it  appears  that  malignan- 
cies discovered  prior  to  fetal  viability  and  of  an  early 
stage  (Stage  1)  may  be  safely  treated  with  unilateral 
adnexal  removal,  perhaps  followed  by  a second  op- 
eration and  more  definitive  therapy  when  fetal 
maturity  is  assured  and  the  pregnancy  is  terminated.^ 
In  summary,  although  the  problem  of  ovarian 
tumors  late  in  pregnancy  is  rare,  the  obstetrician 
should  be  prepared  to  intelligently  evaluate  them 
when  they  occur  and  formulate  a rational  plan  of 
management  based  upon  knowledge  of  the  common 
types  of  tumors  and  their  possible  complications 
including  torsion,  rupture,  interference  with  normal 
delivery  and  malignancy.  ★★★ 

Dr.  Morrison:  2500  North  State  Street  (39216) 
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Rotatory  Subluxation  of  the  Scaphoid 

RONALD  E.  GRAY,  M.D., 

ALAN  E.  FREELAND,  M.D.,  and 
R.  BRENT  HARRISON,  M.D. 

Jackson,  Mississippi 


Rotary  subluxation  of  the  scaphoid  (post  trau- 
matic scapholunate  dissociation)  is  a cause  of  chro- 
nic wrist  pain,  and  if  untreated,  may  lead  to  dis- 
abling degenerative  changes.  The  condition  may  be 
difficult  to  diagnose.  A definite  history  of  trauma 
may  not  be  present  and  radiographic  findings  are 
often  subtle.  A high  index  of  suspicion,  combined 
with  particular  attention  to  details  of  radiographic 
positioning  are  required  to  make  the  diagnosis  in 
some  cases.  In  particular,  an  anteroposterior  view  of 
the  wrist  with  power  grip  may  demonstrate  an  other- 
wise occult  lesion. 

Case  Report 

A 34-year-old,  right-handed  physician  was  skiing 
at  a Colorado  ski  resort  when  he  took  several  falls  on 
his  outstretched  hand  with  his  wrist  dorsiflexed  dur- 
ing the  course  of  a day’s  skiing  on  beginner  and 
intermediate  slopes.  He  had  not  noticed  any  particu- 
lar injury  during  the  day,  but  at  the  conclusion  of  his 
skiing,  he  noticed  that  his  right  wrist  ached.  He  did 
not  think  he  had  any  major  injury  and  continued  to 
ski  throughout  the  remainder  of  the  vacation.  The 
pain  in  his  wrist  inhibited  his  motion,  pinch  and  grip 
and  persisted.  It  was  particularly  bothersome  to  him 
when  performing  office  procedures  upon  the  re- 
sumption of  his  patient  care  responsibilties.  Routine 
x-rays  taken  approximately  two  weeks  after  the  acci- 
dent did  not  demonstrate  any  abnormality  (see  Fig- 
ure 1).  The  pain  persisted  and  continued  to  inhibit 
his  motion  and  his  pinch  and  grasp.  He  sought  fur- 
ther consultation  and  an  anteroposterior  view  of  the 
right  wrist  with  power  grip  demonstrated  a diastesis 
between  the  scaphoid  and  the  lunate  indicating  a 
scapholunate  dissociation  (see  Figure  2). 

Discussion 

Rotatory  subluxation  of  the  scaphoid  may  occur 


From  the  Department  of  Radiology,  University  Medical  Center, 
Jackson,  MS. 


Rotatory  subluxation  of  the  scaphoid  is  a 
condition  that  may  lead  to  chronic  disability 
of  the  wrist.  History,  physical  findings,  and 
conventional  radiographs  are  sometimes 
unrevealing,  according  to  the  authors.  They 
present  a case  report  and  recommend  spe- 
cially positioned  radiographs  to  diagnose 
the  condition. 


either  as  an  isolated  abnormality  or  as  a result  of 
either  a lunate  or  perilunate  carpal  dislocation.'  In 
the  isolated  form,  there  may  or  may  not  be  a definite 
history  of  trauma,  although  some  patients  are  by 
reason  of  vocation  or  recreational  activities  sub- 
jected to  wrist  stress.^  There  also  appears  to  be  a 
group  of  persons  who  exhibit  bilateral  navicular  sub- 
luxation, without  a history  of  trauma  or  unusual 
stress.  In  these  patients,  a congenital  ligamentous 
laxity  is  proposed.^ 

The  proximal  and  distal  rows  of  carpals  form  a 
hinge  joint  which  would  be  unstable  except  for  the 
action  of  the  scaphoid  which  functions  as  a connect- 
ing rod  to  stabilize  the  two  carpal  rows.  While  in- 
teractions of  the  carpals  are  complex,  proper  stabi- 
lizing function  of  the  scaphoid  appears  to  depend  on 
the  integrity  of  the  deep  radioscaphoid-lunate  liga- 
ment, scapho-lunate  interosseous  ligaments,  and  the 
scaphoid  attachment  of  the  ulnar  radiocapitate  liga- 
ment. Loss  of  the  stabilizing  function  of  the 
scaphoid,  if  unconnected,  can  lead  to  chronic  wrist 
instability,  with  pain,  loss  of  function,  and  degen- 
erative changes."'" 

Clinically  patients  with  scapholunate  dissociation 
may  exhibit  pain,  particularly  on  dorsiflexion, 
tenderness,  and  loss  of  grip  strength.  A clicking 
sensation  with  movement  is  occasionally  re- 
ported.^" ^ 

Three  typical  radiographic  signs  are 
recognized.^"  First,  there  is  widening  of  the 
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Figure  1 . Standard  PA  wrist  film  in  neutral  position 
with  forearm  pronated  shows  no  abnormality . Scapholu- 
nate  dissociation  is  often  reduced  in  this  position. 


Figure!.  AP  fdm  with  forearm  supinated  and  with  fist 
compression  shows  widened  scapholunate  gap  which 
measured  approximately  4 mm  on  original  film,  confirm- 
ing the  diagnosis  of  scapholunate  dissociation. 


scapho-lunate  space  on  the  frontal  radiograph.  More 
than  2-3  mm  is  considered  abnormal.  Additionally, 
the  scaphoid  may  present  a “target”  or  “ring” 
appearance  in  the  frontal  view  as  the  dorsal  rotation 
brings  the  proximal  and  distal  poles  more  nearly 
parallel  to  the  x-ray  beam. 

The  third  finding  is  an  abnormally  small  radio- 
navicular  angle  on  the  lateral  view.  Experience  sup- 
ported by  published  material  indicates  that  this  is  the 
least  clinically  useful  of  the  three  findings.  The  nor- 
mal radionavicular  angle  is  approximately  150°, 
ranging  in  a series  of  eight  normal  wrists  of  77°- 
187°.  In  a series  of  wrists  with  RSS,  the  radio- 
scaphoid  angle  averaged  127°  with  a range  of  77°- 
155°.  The  difficulty  of  precisely  defining  the  radio- 
scaphoid  angle,  combined  by  the  effect  of  slight 
degrees  of  obliquity  on  the  apparent  angle,  makes 
this  sign  of  somewhat  limited  clinical  usefulness. 

Further  complicating  the  radiographic  diagnosis 
of  this  condition  is  the  fact  that  certain  positional 
artifacts  may  simulate  scaphoid  subluxation.  In  par- 
ticular, a frontal  view  taken  in  radial  flexion^  may 
yield  a “target”  appearance  of  the  scaphoid.  This  is 
corrected  by  slight  ulnar  flexion. 


Anterior  Posterior 
Supination 
Wrist  Neutral 

Figure  3.  Correct  positioning  for  AP  fist  compression 
film.  This  view  accentuates  scapholunate  dissociation. 
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New  studies  uncover 
the  potassium  effects  of 
beta-2  blockade 

Clinical  pharmacology  data 
from  The  New  England  journal 
of  Medicine: 

when  normal  young  men  are  given 
infusions  of  epinephrine  at  levels  such 
as  those  that  circulate  in  patients  with 
myocardial  infarction,  their  serum 
potassium  concentrations  fall  by  about 
0.8  [mmol]  per  liter.  Hypokalemia  is 
prevented  by  selective  oeta-2 
blockade."' 


Evidence  1/ 

that  all  beia  blockers 

are  not  created  equal 


bnce-daily  INDERAL  LA 
(propranolol  HCI)  for 
smooth  blood  pressure 
control  without  the 
potassium  problems 
of  diuretics 

Once-daily  INDERAL  LA  (propranolol  HCI) 
avoids  the  risk  of  diuretic-induced  ECG  ab- 
normalities due  to  hypokalemia.^  ^ In  addi- 
tion, INDERAL  LA  preserves  potassium 
balance  without  additive  agents  or  supple- 
ments while  providing  simple,  well-tolerated 
therapy  with  broad  cardiovascular  benefits. 

Once-daily  INDERAL  LA 
for  the  cardiovascular 
benefits  of  the  world's 
leading  beta  blocker 

Simply  start  with  80  mg  once  daily.  Dosage 
may  be  increased  to  1 20  mg  to  1 60  mg  once 
daily  as  needed  to  achieve  additional  control. 

Like  conventional  INDERAL  tablets, 

INDERAL  LA  should  not  be  used  in  the 
presence  of  congestive  heart  failure,  sinus 
bradycardia,  heart  block  greater  than  first 
degree,  and  bronchial  asthma. 


Ill 

80  mg  120  mg  160  mg 


The  appearance  of  these  capsules 
is  a registered  trademark 
of  Ayerst  Laboratories. 


Please  see  brief  summary  of  prescribing  information 
on  the  next  page  for  further  details. 
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The  appearance  of  these  capsules 
IS  a registered  trademark 
of  Ayerst  Laboratories 
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BRIEF  SUMMARY  (FOR  FULL  PRESCRIBING  INFORMATION  SEE  PACKAGE  CIRCULAR  ) 
INDERAL*  LA  brand  of  propranolol  hydrochloride  (Long  Acting  Capsules) 
DESCRIPTION.  Inderal  LA  is  formulated  to  provide  a sustained  release  of  propranolol 
nvdrochloride  Inderal  LA  is  available  as  80  mg.  120  mg.  and  160  mg  capsules 
CLINICAL  PHARMACOLOGY.  INDERAL  IS  a nonselective  beta-adrenergic  receptor 
blocking  agent  possessing  no  other  autonomic  nervous  system  activity  It  specifically  com- 
petes with  beta-adrenergic  receptor  stimulating  agents  for  available  receptor  sites  When 
access  to  beta-receptor  sites  is  blocked  by  INDERAL  the  chronotropic,  inotropic,  and 
vasodilator  responses  to  beta-adrenergic  stimulation  are  decreased  proportionately 

INDERAL  LA  Capsules  (80, 120.  and  160  mg)  release  propranolol  HCI  at  a controlled  and 
predictable  rate  Peak  blood  levels  following  dosing  with  INDERAL  LA  occur  at  about  6 hours 
and  the  apparent  plasma  half-life  is  about  10  hours  When  measured  at  steady  state  over  a 24- 
hour  period  the  areas  under  the  propranolol  plasma  concentration-time  curve  (AUCs)  for  the 
capsules  are  approximately  60%  to  65%  of  the  AUCs  tor  a comparable  divided  daily  dose  of 
INDERAL  tablets  The  lower  AUCs  for  the  capsules  are  due  to  greater  hepatic  metabolism  of 
propranolol,  resulting  from  the  slower  rate  of  absorption  of  propranolol  Over  a twenty-four  (24) 
hour  period,  blood  levels  are  fairly  constant  for  about  twelve  (12)  hours  then  decline 
exponentially 

INDERAL  LA  should  not  be  considered  a simple  mg  for  mg  substitute  for  conventional 
propranolol  and  the  blood  levels  achieved  do  not  match  (are  lower  lhan)  those  of  two  to  four 
times  daily  dosing  with  the  same  dose  When  changing  to  INDERAL  LA  from  conventional 
propranolol,  a possible  need  for  retitration  upwards  should  be  considered  especially  to 
maintain  effectiveness  at  the  end  ot  the  dosing  interval  In  most  clinical  settings,  however, 
such  as  hypertension  or  angina  where  there  is  little  correlation  between  plasma  levels  and 
clinical  effect,  INDERAL  LA  has  been  therapeutically  equivalent  to  the  same  mg  dose  of 
conventional  INDERAL  as  assessed  by  24-hour  effects  on  blood  pressure  and  on  24-hour 
exercise  responses  of  heart  rale,  systolic  pressure  and  rate  pressure  product  INDERAL  LA 
can  provide  effective  beta  blockade  for  a 24-hour  period 

The  mechanism  of  the  antihypertensive  effect  of  INDERAL  has  not  been  established 
Among  the  factors  that  may  be  involved  in  contributing  to  the  antihypertensive  action  are  (1) 
decreased  cardiac  output.  (2)  inhibition  of  renin  release  by  the  kidneys,  and  (3)  diminution  of 
tonic  sympathetic  nerve  outflow  from  vasomotor  centers  m the  brain  Although  total  peripheral 
resistance  may  increase  initially,  it  readjusts  to  or  below  the  pretreatment  level  with  chronic 
use  Effects  on  plasma  volume  appear  to  be  minor  and  somewhat  variable  INDERAL  has 
been  shown  to  cause  a small  increase  in  serum  potassium  concentration  when  used  in  the 
treatment  of  hypertensive  patients 

In  angina  pectoris,  propranolol  generally  reduces  the  oxygen  requirement  of  the  heart  at 
any  given  level  of  effort  by  blocking  the  catecholamine-induced  increases  in  the  heart  rate, 
systolic  blood  pressure,  and  the  velocity  and  extent  of  myocardial  contraction  Propranolol 
may  increase  oxygen  requirements  by  increasing  left  ventricular  liber  length,  end  diastolic 
pressure  and  systolic  election  period  The  net  physiologic  effect  ot  beta-adrenergic  blockade 
IS  usually  advantageous  and  is  manifested  during  exercise  by  delayed  onset  of  pain  and 
increased  work  capacity 

In  dosages  greater  than  required  for  beta  blockade  INDERAL  also  exerts  a quinidine-like 
or  anesthetic-like  membrane  action  which  affects  the  cardiac  action  potential  The  signifi- 
cance of  the  membrane  action  in  the  treatment  of  arrhythmias  is  uncertain 

The  mechanism  of  the  antimigraine  effect  of  propranolol  has  not  been  established  Beta- 
adrenergic  receptors  have  been  demonstrated  in  the  pial  vessels  of  the  brain 

Beta  receptor  blockade  can  be  useful  in  conditions  in  which,  because  of  pathologic  or 
functional  changes,  sympathetic  activity  is  detrimental  to  the  patient  But  there  are  also 
situations  in  which  sympathetic  stimulation  is  vital  For  example,  in  patients  with  severely 
damaged  heads,  adequate  ventricular  function  is  maintained  by  vidue  ot  sympathetic  drive 
which  should  be  presen/ed  In  the  presence  of  AV  block,  greater  than  first  degree,  beta 
blockade  may  prevent  the  necessary  facilitating  effect  of  sympathetic  activity  on  conduction 
Beta  blockade  results  in  bronchial  constriction  by  interienng  with  adrenergic  bronchodilator 
activity  which  should  be  preserved  in  patients  subject  to  bronchospasm 
Propranolol  is  not  significantly  dialyzable 

INDICATIONS  AND  USAGE.  Hypertension:  INDERAL  LA  is  indicated  in  the  manage- 
ment of  hypedension,  it  may  be  used  alone  or  used  in  combination  with  other  antihypedensive 
agents,  padicularly  a thiazide  diuretic  INDERAL  LA  is  not  indicated  in  the  management  of 
hypedensive  emergencies 

Angina  Pectoris  Due  to  Coronary  Atherosclerosis:  INDERAL  LA  is  indicated 
for  the  long-term  management  of  patients  with  angina  pectoris 

Migraine:  INDERAL  LA  is  indicated  for  the  prophylaxis  of  common  migraine  headache 
The  efficacy  of  propranolol  in  the  treatment  of  a migraine  attack  that  has  staded  has  not  been 
established  and  propranolol  is  not  indicated  for  such  use 

Hypertrophic  Subaortic  Stenosis:  INDERAL  LA  is  useful  in  the  management  ot 
hypedrophic  subaodic  stenosis,  especially  for  treatment  of  exedional  or  other  stress-induced 
angina  palpitations,  and  syncope  INDERAL  LA  also  improves  exercise  pedormance  The 
effectiveness  ot  propranolol  hydrochloride  in  this  disease  appears  to  be  due  to  a reduction  of 
the  elevated  outflow  pressure  gradient  which  is  exacerbated  by  beta-receptor  stimulation 
Clinical  improvement  may  be  temporary 

CONTRAINDICATIONS.  INDERAL  is  contraindicated  in  1)  cardiogenic  shock.  2)  sinus 
bradycardia  and  greater  than  first  degree  block.  3)  bronchial  asthma,  4)  congestive  head 
failure  (see  WARNINGS)  unless  the  failure  is  secondary  to  a tachyarrhythmia  treatable  with 
INDERAL 

WARNINGS.  CARDIAC  FAILURE  Sympathetic  stimulation  may  be  a vital  component  sup- 
poding  circulatory  function  in  patients  with  congestive  head  failure  and  its  inhibition  by  beta 
blockade  may  precipitate  more  severe  failure  Although  beta  blockers  should  be  avoided  in 
oved  congestive  head  failure  if  necessary,  they  can  be  used  with  close  follow-up  in  patients 
with  a history  ot  failure  who  are  well  compensated  and  are  receiving  digitalis  and  diuretics 
Beta-adrenergic  blocking  agents  do  not  abolish  the  inotropic  action  of  digitalis  on  head 
muscle 

IN  PATIENTS  WITHOUT  A HISTORY  OF  HEART  FAILURE,  continued  use  of  beta  blockers 
can,  in  some  cases,  lead  to  cardiac  failure  Therefore,  at  the  first  sign  or  symptom  of  head 
failure,  the  patient  should  be  digitalized  and/or  treated  with  diuretics,  and  the  response 
observed  closely,  or  INDERAL  should  be  discontinued  (gradually  if  possible) 


IN  PATIENTS  WITH  ANGINA  PECTORIS,  there  have  been  reports  of  exacerbation  ot 
angina  and  in  some  cases,  myocardial  infarction,  following  abrupt  discontinuance  of 
INDERAL  therapy  Therefore,  when  discontinuance  of  INDERAL  is  planned  the  dosage 
should  be  gradually  reduced  over  at  least  a few  weeks,  and  the  patient  should  be 
cautioned  against  interruption  or  cessation  of  therapy  without  the  physician's  advice  If 
INDERAL  therapy  is  interrupted  and  exacerbation  of  angina  occurs,  it  usually  is  advis- 
able to  reinstitute  INDERAL  therapy  and  take  other  measures  appropriate  for  the  man- 
agement of  unstable  angina  pectoris  Since  coronary  artery  disease  may  be 
unrecognized  it  may  be  prudent  to  follow  the  above  advice  in  patients  considered  at  risk 
of  having  occult  atherosclerotic  heart  disease  who  are  given  propranolol  for  other 

indications 

Nonallergic  Bronchospasm  (e.g.,  chronic  bronchitis,  emphysema)  — 
PATIENTS  WITH  BRONCHOSPASTIC  DISEASES  SHOULD  IN  GENERAL  NOT  RECEIVE  BETA 
BLOCKERS  INDERAL  should  be  administered  with  caution  since  it  may  block  bronchodila 
non  produced  by  endogenous  and  exogenous  catecholamine  stimulation  of  beta  receptors 
MAJOR  SURGERY  The  necessity  or  desirability  ot  withdrawal  of  beta-blocking  therapy 
prior  to  major  surgery  is  controversial  It  should  be  noted , however,  that  the  impaired  ability  of 
the  heart  to  respond  to  reflex  adrenergic  stimuli  may  augment  the  risks  of  general  anesthe- 
sia and  surgical  procedures 


INDERAL  (propranolol  HCI).  like  other  beta  blockers  is  a competitive  inhibitor  of  beta- 
receptor  agonists  and  its  effects  can  be  reversed  by  administration  ot  such  agents,  e g . 
dobutamine  or  isoproterenol  However  such  patients  may  be  subject  to  protracted  severe 
hypotension  Difficulty  in  starting  and  maintaining  the  heartbeat  has  also  been  reported  with 
beta  blockers 

DIABETES  AND  HYPOGLYCEMIA  Beta-adrenergic  blockade  may  prevent  the  ap- 
pearance of  certain  premonitory  signs  and  symptoms  (pulse  rate  and  pressure  changes)  of 
acute  hypoglycemia  in  labile  insulin-dependent  diabetes  In  these  patients  it  may  be  more 
difficult  to  adjust  the  dosage  of  insulin 

THYROTOXICOSIS  Beta  blockade  may  mask  certain  clinical  signs  of  hyperthyroidism 
Therefore,  abrupt  withdrawal  of  propranolol  may  be  followed  by  an  exacerbation  of  symptoms 
ot  hyperthyroidism,  including  thyroid  storm  Propranolol  does  not  distort  thyroid  function  tests 
IN  PATIENTS  WITH  WOLFF-PARKINSON-WHITE  SYNDROME  several  cases  have  been 
reported  in  which,  after  propranolol  the  tachycardia  was  replaced  by  a severe  bradycardia 
requiring  a demand  pacemaker  In  one  case  this  resulted  after  an  initial  dose  of  5 mg 
propranolol 

PRECAUTIONS.  General  Propranolol  should  be  used  with  caution  in  patients  with  impaired 
hepatic  or  renal  function  INDERAL  (propranolol  HCI)  is  not  indicated  for  the  treatment  ot 
hypertensive  emergencies 

Beta  adrenoreceptor  blockade  can  cause  reduction  of  intraocular  pressure  Patients 
should  be  told  that  INDERAL  may  interfere  with  the  glaucoma  screening  test  Withdrawal  may 
lead  to  a return  of  increased  intraocular  pressure 

Clinical  Laboratory  Tests  Elevated  blood  urea  levels  in  patients  with  severe  heart  disease 
elevated  serum  transaminase,  alkaline  phosphatase,  lactate  dehydrogenase 

DRUG  INTERACTIONS  Patients  receiving  catecholamine-depleting  drugs  such  as  reser- 
pine  should  be  closely  observed  if  INDERAL  is  administered  The  added  catechoiamme- 
blocking  action  may  produce  an  excessive  reduction  of  resting  sympathetic  nervous  activity 
which  may  result  m hypotension,  marked  bradycardia,  vertigo,  syncopal  attacks,  or  orthostatic 
hypotension 

Carcinogenesis.  Mutagenesis.  Impairment  ol  Fertility  Long-term  studies  m animals  have 
been  conducted  to  evaluate  toxic  effects  and  carcinogenic  potential  In  18-month  studies  in 
both  rats  and  mice,  employing  doses  up  to  1 50  mg/kg/day.  there  was  no  evidence  of  significant 
drug-induced  toxicity  There  were  no  drug-related  tumorigenic  effects  at  any  ot  the  dosage 
levels  Reproductive  studies  in  animals  did  not  show  any  impairment  ot  fertility  that  was 
attributable  to  the  drug 

Pregnancy  Pregnancy  Category  C INDERAL  has  been  shown  to  be  embryotoxic  in 
animal  studies  at  doses  about  10  times  greater  than  the  maximum  recommended  human  dose 
There  are  no  adequate  and  well-controlled  studies  in  pregnant  women  INDERAL  should 
be  used  during  pregnancy  only  if  the  potential  benefit  justifies  the  potential  risk  to  the  fetus 
Nursing  Mothers  INDERAl.  is  excreted  in  human  milk  Caution  should  be  exercised  when 
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What  is  the  best  method  for  demonstrating 
scaphoid  lunate  dissociation?  An  initial  evaluation 
might  include  a well  positioned  PA  film  (without 
overlap  of  the  distal  radius  and  ulna)  in  neutral  posi- 
tion and  in  ulnar  flexion,  along  with  a lateral  view."^ 

Additional  views  are  warranted  in  cases  where 
there  is  a clinical  suspicion  of  dissociation,  but  the 
initial  films  are  unrevealing.  Various  authors  have 
recommended  supine  (AP)  views,^  films  taken  with 
fist  compression,'  and  tangential  PA  views. ^ As  in 
the  case  presented  here,  these  views  may  show  the 
abnormality  when  conventional  radiographs  are  in- 
conclusive. 

Summary 

In  summary,  rotatory  subluxation  is  a condition 
that  may  lead  to  chronic  disability  of  the  wrist. 
Unfortunately,  history,  physical  findings,  and  con- 
ventional radiographs  are  sometimes  unrevealing. 
Timely  diagnosis  and  prevention  of  long-term  dis- 
ability often  depends  on  an  awareness  of  the  prob- 


lem, a high  clinical  index  of  suspicion,  and  specially 
positioned  radiographs.  Of  these  specially  posi- 
tioned radiographs,  an  anterior  posterior  view  of  the 
wrist  with  the  forearm  fully  supinated  and  with  pow- 
er grip  compression  may  reveal  otherwise  obscure 
scapholunate  dissociation.  ★★★ 
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Emotional  Factors  in  the 
Patient^s  Illness 


G.  W.  BRIGGS,  ED.D.  and  W.  R.  GILLIS,  M.D. 
Jackson,  Mississippi 

The  popular  concept  of  comprehensive  health  care 
suggests  that  physical  and  mental  health  should  be 
considered  simultaneously.  Much  health  literature 
has  proposed  the  physician  has  a responsibility  to 
deal  with  the  complete  or  whole  patient.  It  has  been 
stated  that  to  arbitrarily  separate  the  physical  illness 
from  its  psychosocial  context  is  to  deny  a large  and 
growing  body  of  knowledge  indicating  even  greater 
ties  between  the  two  than  generally  accepted  by  the 
practicing  physician.*  If  this  is  a critical  issue  in 
health  care,  does  the  average  physician  address  the 
total  patient?  If  the  physician  wants  to  be  more 
comprehensive,  how  does  he/she  accomplish  this? 

The  purpose  of  this  article  is  to  consider  these 
questions.  It  is  not  intended  to  address  any  specific 
patient  problem.  Its  purpose  is  to  offer  an  approach 
that  can  be  utilized  in  dealing  with  the  stress-related 
psychosocial  aspects  of  organic  presentations. 

The  following  is  a description  of  the  typical  doc- 
tor-patient transaction  together  with  a possible 
method  for  moving  toward  the  provision  of  more 
complete  health  care. 

A doctor  enters  an  examining  room,  walks  to  the 
table,  and  says  to  his  patient,  “What  brings  you  to 
see  me,  Barbara?” 

The  patient  responds,  “I’ve  got  a problem.  Doc- 
tor. Everytime  I urinate,  I have  a painful  feeling 
down  there.” 

The  doctor  follows  by  asking  the  patient  exactly 
how  it  hurts?  Where  it  hurts?  When  it  hurts?  How 
long  has  it  hurt?  And  the  doctor  asks  other  questions 
of  this  nature.  The  patient  goes  on  to  broadly  de- 
scribe symptoms  of  dysuria. 

After  the  patient’s  narrative  and  a few  more  inves- 
tigative medical  inquiries,  the  doctor  says,  “O.K., 
we’ll  have  a look  at  you  to  see  what  might  be  causing 
this  problem.” 

Then  he  carries  out  a thorough  system-related 
examination.  When  the  physical  examination  and 
the  lab  workup  are  complete,  typically  the  doctor 


From  the  Department  of  Family  Medicine,  University  Medical 
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The  authors  suggest  a format  for  address- 
ing the  possibility  of  a psychological  compo- 
nent in  any  physiological  problem.  They  de- 
scribe a few  additional  steps  in  the  workup 
of  a patient  which  can  promote  comprehen- 
sive care  and  reduce  exacerbating  or  com- 
pounding effects  of  parallel  psychosocial 
problems. 


ties  together  subjective  information  he  received  in 
the  interview  with  the  patient,  objective  findings, 
and  clinical  evidence  from  the  examination.  From 
this  the  doctor  makes  a diagnosis  which  will  suggest 
an  approach  to  treatment  based  upon  his  medical 
training.  Finally,  the  patient  will  be  medically  treat- 
ed. 

The  encounter  will  likely  conclude  with  the  doctor 
saying,  “Well,  Barbara,  it  looks  like  you  have  cysti- 
tis, and  I want  you  to  take  some  medicine.  I believe 
we  can  get  you  feeling  better  in  a few  days.” 

He  may  occasionally  add,  “Is  there  anything 
else?”  But  fundamentally  he  has  completed  the 
health  care  transaction  when  he  makes  the  prescrip- 
tion. 

If,  in  this  story,  Barbara  takes  the  medicine,  and  if 
she  hosted  a pathogen  so  potent  it  had  overpowered  a 
normally  adequate  immune  system,  she  will,  more 
than  likely,  be  over  the  problem  in  a short  time.  But 
what  if  Barbara’s  problem  had  a broader  base?  What 
if  she  harbors  deep  hostility  and  does  not  comply  ? 
What  if  she  has  become  physically  debilitated  from 
an  exhaustive  attempt  to  cope  with  overwhelming 
demands  in  her  life?  Perhaps  the  stressors  in  her  life 
have  produced  destructive  health  patterns  such  as 
loss  of  sleep,  poor  diet,  intemperance  or  prolonged 
autonomic  arousal.  Or  maybe  there  is  a more  direct 
tie  between  unusual  life  stress  and  one’s  potential  to 
resist  illness  and  disease.^  Physiological  science  has 
come  to  accept  that  organisms  which  cannot  cope 
with  life’s  stresses,  whether  due  to  a weakness  of  the 
organism  or  the  strength  of  the  stressor,  will  even- 
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tually  have  some  kind  of  breakdown  of  their  most 
vulnerable  body  system.^ 

By  considering  the  possibility  of  a psychosomatic 
problem  we  now  have  a health  factor  that  was 
ignored,  or  overlooked,  by  Barbara’s  physician  — a 
health  factor  that  may  make  her  problem  refractory 
to  the  treatment  the  doctor  administered.  Barbara 
may  not  recover  or  she  may  develop  frequent  recur- 
rences of  the  illness  until  such  time  that  either  the  life 
situation  changes  or  she  becomes  better  able  to  deal 
with  the  offending  life  stresses.  If  neither  of  these 
promptly  occur,  the  physiologic  component  may 
acquire  the  attribute  of  chronicity,  by  way  of  struc- 
tural, biochemical  and  functional  changes.  Then, 
even  with  the  resolution  of  the  original  psychologic 
problems,  the  condition  remains  pathophysiologi- 
cally  unchanged  in  spite  of  treatment.  This  same 
scenario  could  apply  in  hypertension,  irritable 
bowel,  various  pain  syndromes,  or  practically  any 
health  condition  that  is  either  precipitated  or  exacer- 
bated by  psychological  factors. 

How  can  the  doctor  include  this  aspect  of  the 
presenting  problem  in  his  health  care  encounter  with 
the  patient?  Possibly  the  most  efficacious  time 
would  be  after  the  patient  has  “recovered”  from  the 
physical  examination,  is  dressed,  and  has  become 
more  relaxed. 

At  that  time  the  doctor  might  say,  “Well,  Bar- 
bara, I think  I know  what’s  causing  the  pain  and  I 
feel  we  can  do  something  about  it.  How  are  things 
going  with  you  otherwise?” 

If  the  problem  is  strictly  organic,  the  patient  will 
generally  welcome  the  opportunity  to  spend  a few 
moments  talking  with  her  family  physician.  If  Bar- 
bara reacts  defensively  or  is  reluctant  to  discuss 
anything  further,  she  is  possibly  somewhat  hostile, 
distressed,  or  the  physician  has  not  built  an  adequate 
base  of  trust  and  confidence.  Since  the  focus  of  this 
paper  is  not  upon  hostility  or  specifically  upon  the 
doctor-patient  communication  process,  let’s  assume 
Barbara  is  distressed,  or  in  other  words,  not  coping 
adequately  with  certain  life  stresses. 

How  does  the  doctor  encourage  the  patient’ s dis- 
cussion of  his! her  distress?  The  use  of  a strong 
“feeling”  word  tends  to  focus  the  patient  upon  feel- 
ings and  will  often  elicit  information  about  any 
“bad”  feelings  he/she  may  be  experiencing."^  For 
example,  the  doctor  may  say,  “Barbara,  I know 
you’re  not  feeling  too  well  physically,  but  I feel  you 
might  also  be  troubled.” 


The  word  “troubled”  is  a strong  feeling  word  and 
is  general  enough  to  cover  any  negative  emotion. 
Barbara  will  likely  begin  to  discuss  some  life  diffi- 
culties which,  very  often,  will  relate  to  interactions 
with  a significant  other.  The  doctor  will  occasionally 
have  to  allow  a few  moments  for  the  patient  to 
arrange  what  he/she  is  experiencing  in  a narrative 
he/she  can  express.  The  doctor’s  responsibility  at 
this  point  is  to  facilitate  more  complete  and  open 
expression  of  troubling  life  situations  and  to  remain 
appropriately  silent  at  times. 

Hypothetically,  the  patient  might  respond  at  this 
point,  “Well,  Dr.  Jones,  I don’t  know  what  to  do. 
Bob’s  and  my  sex  life  is  terrible!” 

The  doctor’s  response  again  must  be  facilitative  in 
that  it  will  reflect  understanding  both  of  the  spoken 
message  and  the  feelings  that  accompany  the  mes- 
sage. The  response  should  also  be  brief  so  as  to  allow 
as  much  time  as  possible  to  having  the  patient  pro- 
vide information. 

At  this  point  the  doctor  might  reflect,  “You  and 
Bob  are  having  some  upsetting  sexual  problems.” 

With  this  response,  understanding  has  been  con- 
veyed and  the  patient  was  given  assurance  the  physi- 
cian feels  the  presentation  is  appropriate.  Addi- 
tionally, minimal  time  was  spent  with  doctor- 
generated commentary.  This  type  of  interaction  con- 
tinues using  effective  communication  methods. 

What  does  the  physician  look  for  as  he  searches 
for  a complete  picture  of  the  patient’s  emotional 
problem?  When  the  problem  has  been  identified  and 
outlined,  the  doctor  needs  then  to  assess  to  what 
degree  it  has  impacted  upon  the  patient’s  ability  to 
function  effectively  in  his/her  various  roles.  Like 
ECG  and  x-ray  interpretations,  the  best  emotional 
yardstick  that  is  applicable  to  any  patient  is  a com- 
parison of  the  patient  with  him/herself  at  another 
time.  In  this  case,  it  is  a comparison  of  Barbara’s 
best  usual  functioning  with  her  current  level  of  func- 
tioning. Obviously  one  parameter,  her  physical 
health,  is  currently  impaired.  This  is  evident  since 
she  is  significantly  different  in  usual  urinary  tract 
function.  However,  physical  health  problems,  such 
as  a UTI,  have  norms  in  terms  of  physical  signs  and 
body  chemistries;  therefore,  this  is  not  quite  analo- 
gous. The  way  Barbara  is  thinking,  feeling,  and 
behaving  differently  now  from  the  way  she  thinks, 
feels,  and  behaves  when  not  troubled,  is  the  most 
useful  way  to  assess  her  psychological  functioning 
and  to  evaluate  the  impact  of  her  current  problem. 

The  beginning  assessment  would  be  a specific 
definition  of  the  concept  “terrible  sex  life”  as  ex- 
perienced by  this  patient.  This  would  include  a de- 
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very  rapid  ventricular  response  after  receiving  ISOPTIN  (or  digitalis) 
Treatment  is  usually  D.C. -cardioversion,  AV  block  may  occur  (3rd 
degree,  0.8%).  Development  of  marked  Ist-degree  block  or  progres- 
sion to  2nd-  or  3rd-degree  block  requires  reduction  in  dosage  or, 
rarely,  discontinuation  and  institution  of  appropriate  therapy  Sinus 
bradycardia,  2nd-degree  AV  block,  sinus  arrest,  pulmonary  edema, 
and  or  severe  hypotension  were  seen  in  some  critically  ill  patients 
With  hypertrophic  cardiomyopathy  who  were  treated  with  ISOPTIN 
Precautions:  ISOPTIN  should  be  given  cautiously  to  patients  with 
impaired  hepatic  function  (in  severe  dysfunction  use  about  30%  of 
the  normal  dose)  or  impaired  renal  function,  and  patients  should  be 
monitored  for  abnormal  prolongation  of  the  PR  interval  or  other 
signs  of  overdosage  Studies  in  a small  number  of  patients  suggest 
that  concomitant  use  of  ISOPTIN  and  beta  blockers  may  be  beneficial 
in  patients  with  chronic  stable  angina  Combined  therapy  can  also 
have  adverse  effects  on  cardiac  function.  Therefore,  until  further 
studies  are  completed,  ISOPTIN  should  be  used  alone,  if  possible  If 
combined  therapy  is  used,  patients  should  be  monitored  closely 
Combined  therapy  with  ISOPTIN  and  propranolol  should  usually  be 
avoided  in  patients  with  AV  conduction  abnormalities  and  or  de- 
pressed left  ventricular  function  or  in  patients  who  have  also  recently 
received  methyidopa.  Chronic  ISOPTIN  treatment  increases  serum 
digoxin  levels  by  50%  to  70%  during  the  first  week  of  therapy,  which 
can  result  in  digitalis  toxicity  The  digoxin  dose  should  be  reduced 
when  ISOPTIN  is  given,  and  the  patient  carefully  monitored  ISOPTIN 
may  have  an  additive  hypotensive  effect  in  patients  receiving  blood- 
pressure-lowering  agents,  Disopyramide  should  not  be  given  within 
48  hours  before  or  24  hours  after  ISOPTIN  administration.  Until  fur- 
ther data  are  obtained,  combined  ISOPTIN  and  quinidine  therapy  in 
patients  with  hypertrophic  cardiomyopathy  should  probably  be 
avoided,  since  significant  hypotension  may  result.  Adequate  animal 
carcinogenicity  studies  have  not  been  performed  One  study  in  rats 
did  not  suggest  a tumongemc  potential,  and  verapamil  was  not 
mutagenic  in  the  Ames  test  Pregnancy  Category  C,  There  are  no 
adequate  and  well-controlled  studies  in  pregnant  women.  This  drug 
should  be  used  during  pregnancy,  labor,  and  delivery  only  If  clearly 
needed  It  is  not  known  whether  verapamil  is  excreted  in  breast  milk, 
therefore,  nursing  should  be  discontinued  during  ISOPTIN  use 
Adverse  Reactions:  Hypotension  (2  9%),  peripheral  edema  (1.7%), 
AV  block  3rd  degree  (0  8%),  bradycardia  HR- . 50  min  (1 , 1 %),  CHF 
or  pulmonary  edema  (0  9%),  dizziness  (3  6%),  headache  (1,8%), 
fatigue  (1  1%),  constipation  (6  3%),  nausea  (1,6%),  The  following 
reactions,  reported  in  less  than  0 5%,  occurred  under  circumstances 
where  a causal  relationship  is  not  certain  confusion,  paresthesia, 
insomnia,  somnolence,  equilibrium  disorders,  blurred  vision,  syncope, 
muscle  cramps,  shakiness,  claudication,  hair  loss,  maculae,  and  spotty 
menstruation.  Overall  continuation  rate  of  94  5%  in  1,166  patients 
How  Supplied:  ISOPTIN  (verapamil  HCI)  is  supplied  in  80  mg  and 
120  mg  sugar-coated  tablets.  July  1982  2068 
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EXCUSE. 


America's  declining 
productivity  is  serious 
business. 

It's  about  time  we  all 
got  serious  about  it. 

\ productwty-  1 America's  productivity 
1 TheC>>«»  1 growth  rate  has  been 
\ onU».  \ slipping  badly  tor  sev- 
1 1 eral  years  now,  com- 

I _____  1 pared  to  that  of  other 

1 *”'""•■•1  nations.  And  it's  ad- 
1 Ijn  1 versely  affecting  each 
1 every  one  of  us. 

' We've  all  seen 

plants  and  businesses  close  down. 
Tens  of  thousands  of  jobs  lost.  Prices 
rising,  quality  deteriorating.  A flood 
of  foreign-mode  products  invading 
our  shores.  It's  oil  port  of  our  declin- 
ing productivity  rote. 

We've  simply  got  to  work  it  out — 
and  we've  got  to  work  together  to  do 
it.  But  first,  we  need  to  know  more 
about  the  problem  and  the  possible 
solutions  so  we  can  act  intelligently 
and  effectively. 

That's  why  you  should  send  for 
this  informative  new  boaklet.  It  hasn't 
got  all  the  answers — there  are  no 
quick  and  easy  ways  out — but  it's  a 
very  good  place  ta  start  the  produc- 
tivity education  of  yourself,  your 
associates  and  your  workers.  It's  free 
for  the  asking  — and  in  quantity.  Mail 
the  coupon  right  away.  Ignarance  is 
no  excuse. 


A public  service  of  this  publication 
and  the  American  Productivity  Center 


America. 

Let's  work  together. 


I National  Productivity  Awareness  Campaign 
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Yes,  I would  like  to  improve  my  compony's 
productivity  Pleose  send  me  o free  copy  of 
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(Quontities  available  at  cost  from  obove 
oddress  ) 
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scription  of  how  she  sees  both  herself  and  her  hus- 
band behaving  and  what  she  thinks  and  feels  about 
that  behavior. 

The  next  appropriate  inquiry  would  relate  to  when 
the  current  sexual  problem  developed  followed  by 
an  investigation  of  the  patient’s  recollection  of  their 
behavior,  her  thoughts  and  her  feelings  in  those 
times  when  sex  was  not  viewed  as  terrible. 

Following  this  definition  of  the  problem,  its 
severity  can  be  assessed  by  determining  the  prob- 
lem’s duration,  its  potential  to  preoccupy  the  pa- 
tient, its  negative  effects  on  the  patient’s  level  of 
performance  in  noncouple  functions,  the  amount  of 
change  it  has  produced  in  the  patient’s  attitude  to- 
ward her  spouse  and  the  relationship,  and  the  pa- 
tient’s commitment  to  correct  the  problem. 

To  determine  how  refractory  the  problem  may  be, 
the  doctor  can  inquire  of  the  patient,  “What  do  you 
think  it  would  take  to  return  your  relationship  to  its 
pre-problem  level?” 

Or,  more  simply  he  might  ask,  “What  will  have  to 
happen  to  make  you  and  your  husband  happy 
again?” 

And  he  could  follow  this  by  asking,  “What  will 
you  and  your  husband  have  to  do  to  make  this  come 
about?” 

What  management  approaches  are  available  to 
the  physician  who  chooses  to  address  those  prob- 
lems? Once  the  physician  has  determined  the  sever- 
ity of  the  problem,  he  may  decide  to:  (1)  actively 
treat,  (2)  support,  (3)  refer,  or  perhaps  (4)  ignore  the 
psychological  factors.  Actively  treating  this  problem 
could  involve  couple  therapy,  individual  counsel- 
ing, or  patient  education.  Supporting  the  patient 
might  involve  having  the  patient  come  back  weekly 
to  follow  the  physical  complaint  while  allowing  the 
patient  to  ventilate  feelings  about  the  problem.  Re- 
ferral could  be  to  a psychiatrist,  psychologist,  or 
marriage  counselor  if  the  patient  was  in  accord. 
Ignoring  the  problem  would  be  appropriate  if  the 
physician  felt  the  problem  to  be  mild  and  if  he/she 
felt  past  history  suggested  the  strong  possibility  of  an 
imminent  spontaneous  resolution. 

Summary 

The  purpose  of  this  paper  was  not  to  address  a 
single  sexual  problem  but  rather  to  provide  a format 
for  addressing  the  possibility  of  a psychological 
component  in  any  physiological  problem  presenta- 


tion and  to  promote  comprehensive  care.  To  summa- 
rize that  format,  the  following  protocol  list  of  steps  is 
provided: 

1.  Hear  the  physical  problem  presentation. 

2.  Complete  the  physical  assessment  and  needed 
laboratory  tests. 

3.  Allow  the  patient  to  relax  briefly. 

4.  Using  facilitative  communication,  search  for  a 
high  priority,  parallel  psychological  or  social 
problem. 

5 . Thoroughly  define  this  problem  in  terms  of  be- 
havior, thoughts,  and  feelings. 

6.  Establish  the  patient’s  best  usual  functioning  by 
describing  his/her  behavior,  thoughts,  and  feel- 
ings in  pre-problem  times. 

7 . Determine  the  severity  of  the  psychological  com- 
ponent by  assessing  the  problem’s  impact  on  the 
patient  and  by  determining  the  problem’s  refrac- 
tory nature  through  the  patient’s  self  report. 

8.  Determine  disposition  by  treatment,  support,  re- 
ferral, or  calculated  disregard. 

9.  Integrate  knowledge  gained  through  these  steps 
with  the  medical  care  used  to  treat  the  identified 
physical  problem. 

The  accomplishment  of  these  steps  in  the  patient 
visit  will  require  slightly  more  time  than  if  acute 
episodic  care  is  given.  However,  literature  indicates 
that  addressing  these  problems  will  be,  ultimately, 
more  cost-effective  in  terms  of  reduced  number  of 
total  patient  visits.^ 

In  primary  care  medicine  philosophy,  the  concept 
of  comprehensive  health  care  is  regularly  promoted. 
By  incorporating  a few  additional  steps  in  the  work- 
up of  the  patient,  the  physician  can  reduce  the  ex- 
acerbating or  compounding  effects  of  parallel 
psychosocial  problems.  ★★★ 

2500  North  State  Street  (39216) 
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The  President  Speaking 

More  About  PPOs 


Ellis  M.  Moffitt,  M.D. 
Jackson,  Mississippi 


Last  month  we  spoke  in  generalities  regarding  PPOs.  This 
month  I will  go  more  into  specifics  of  joining  or  forming  a PPO. 

The  best  question  to  ask  at  this  point  is,  what  are  the  advantages 
to  physicians  in  forming  a PPO?  ( 1 ) In  order  to  maintain  or  enlarge 
your  patient  base.  PPOs  offer  the  advantage  of  built-in  referrals 
and  an  increase  in  the  number  of  consultations.  (2)  You  are  able  to 
practice  fee-for-service  medicine.  (3)  Collection  problems  will  be 
reduced.  (4)  The  ability  to  compete  more  effectively  with  other 
alternate  health  care  delivery  systems. 

The  physician-based  PPO  could  take  the  form  of  a non-profit 
association,  partnership,  or  corporation  which  in  turn  would  con- 
tract with  indemnity  carriers,  employers,  benefits  brokers,  to 
provide  a comprehensive  range  of  services  in  return  for  rapid 
turnaround  of  claims.  The  physician  could  contract  for  hospital 
services  or  leave  them  out  and  just  contract  for  outpatient  services, 
but  then  direct  patients  to  cost  efficient  institutions.  A physician 
can  belong  to  several  PPOs  and  is  not  limited  to  the  number  he  can 
belong  to. 

On  the  other  hand,  hospitals  sponsor  a PPO  to;  ( 1 ) increase  their 
market  share  and  occupancy  rates;  (2)  improve  cash  flow;  (3) 
respond  to  local  demands  and  the  demands  of  the  medical  staff;  (4) 
compete  more  effectively  with  other  alternate  health  care  delivery 
systems. 

Two  methods  have  been  tried  by  hospitals  with  some  degree  of 
success:  (1)  discount  its  charges  for  inpatient  services  and  (2) 
prospective  pricing  on  a case  by  case  basis. 

Employers  enter  into  a PPO  agreement  because  of  their  concern 
over  rising  health  care  costs  and  may  ask  a health  insurance  broker 
to  negotiate  a PPO  arrangement  with  the  local  medical  commu- 
nity. There  are  two  instances  of  this  in  the  state  where  negotiations 
are  taking  place  now. 

Administration  of  a PPO  is  much  like  that  of  any  business.  It  has 
its  board  of  directors  which  sets  policy  and  also  designs  the 
delivery  system,  establishes  membership  criteria,  and  develops 
contracts,  bylaws  and  agreements  to  which  participating  parties 
must  adhere.  The  board  considers  provision  of  quality  of  care  and 
cost  effective  medical  services  as  well  as  the  design  of  manage- 
ment information  systems  to  collect  data  for  the  purpose  of  moni- 

(Continued  on  page  47) 
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Mississippi  Johnston  and 
The  Temple  of  Doom 

Next  to  God  and  family  the  most  important  thing 
to  me  is  the  practice  of  medicine.  God  is  unchang- 
ing; my  family  is  settled;  and  my  temple  of  medicine 
seems  unalterably  doomed. 

Despite  our  battles  the  private  practice  of  medi- 
cine has  been  losing  ground  as  evidenced  by: 

1 . Physician’s  sense  of  enjoyment  and  fulfillment 
— Down. 

2.  Physician’s  apprehension  over  the  future  of 
medicine  — Up. 

3.  Volume  of  office  practice  — Down. 

4.  Office  overhead,  expenses,  and  salaries  — Up. 

5.  Volume  of  hospital  practice  — Down. 

6.  Competition  — Up. 

7.  Gross  and  net  income  — Down. 

8.  Paperwork  — Up. 

(If  this  scorecard  is  not  bad  enough,  then  consider 
the  following.) 

9.  Public  opinion  seems  to  be  against  us. 

10.  Third  party  payors  abuse  us. 

11.  Paraprofessionals,  the  state  health  department, 
etc.  want  to  replace  us. 

12.  HMOs,  PPOs,  etc.  are  close  upon  us. 

13.  Malpractice  lawyers  are  intent  on  ruining  us. 

14.  The  federal  bureaucracy  seems  destined  to  con- 
trol us. 

There  is  surely  some  hope  for  us  through  the 
foresight  of  our  present  leaders  in  the  Mississippi 
State  Medical  Association  — the  special  session  of 
the  House  of  Delegates  on  January  12,  1985  being  a 
bright  light  in  the  darkness  and  gloom  we  are  cur- 
rently experiencing.  They  saw  our  need  for  help  and 
set  about  to  address  the  problems  and  seek  a solution 
for  them. 

With  their  help,  your  help,  and  mine,  like  the 


Phoenix,  we  shall  rise  again  out  of  the  ashes  of  this 
present  temple  of  medicine. 

Joseph  E.  Johnston,  M.D. 

Associate  Editor 

THE  PRESIDENT  SPEAKING 

(Continued  from  page  46) 

toring  cost.  The  board  must  establish  peer  and  uti- 
lization review  mechanisms  and  appoint  these  var- 
ious committees.  In  order  to  have  an  effective  PPO 
you  must  have  a strong  medical  director  and  a strong 
peer  review  panel. 

Now,  let’s  talk  about  some  other  issues  you  need 
to  be  concerned  with  in  the  establishment  of  a PPO. 
The  issue  of  medical  liability.  The  potential  liability 
arising  from  PPO  participation  is  an  area  that  re- 
quires close  scrutiny  by  physicians  concerning  join- 
ing a PPO.  In  some  PPO  contracts,  individual  car- 
riers have  asked  to  have  a “hold  harmless’’  clause 
inserted  which  eliminated  the  PPO  as  a defendant  in 
the  proceedings.  For  example,  suppose  you  had  a 
patient  in  the  hospital  almost  well  enough  to  go 
home,  but  not  quite.  The  PPO  UR  committee  tells 
you  to  discharge  the  patient,  which  you  do.  The 
patient  goes  home  and  two  days  later  dies.  This  is  not 
a good  clause  to  have  in  your  contract.  Do  every- 
thing you  can  to  avoid  the  “hold  harmless’’  clause. 
Your  own  insurance  carrier  may  not  be  liable  in 
“contractual  assumed  liability.’’  That  is,  where  the 
physician  agrees  by  written  contract  to  provide 
medical  care.  Therefore,  before  signing  any  PPO 
contract,  make  sure  you  check  and  see  if  it  has  a 
“hold  harmless’’  clause  and  contact  your  liability 
carrier  to  determine  if  your  policy  covers  contrac- 
tually assumed  liability. 

When  you  do  sign  with  the  PPO  it  is  a contractual 
agreement.  It  is  a binding  contract.  You  agree  to 
accept  payment  by  the  PPO  as  payment  in  full.  You 
agree  to  comply  with  all  the  peer  review  and  utiliza- 
tion mechanisms  established  by  the  PPO,  and  be 
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willing  to  designate  the  PPO  as  the  agent  in  market- 
ing services  for  the  purpose  of  negotiating  agree- 
ments with  employer  groups  or  union  trusts. 

Before  you  sign  with  any  PPO,  get  an  attorney 
familiar  with  contract  law  and  antitrust  law  to  review 
the  contract.  Never  assume  that  you  understand  all 
the  terms,  clauses,  and  phrases,  especially  if  written 
in  legalese. 

Medico-Legal  Brief 

Wrongful  Life  Suit  Decided 
By  N.  J.  Supreme  Court 

A patient  bom  with  congenital  rubella  syndrome 
may  recover  as  special  damages  the  extraordinary 
medical  expenses  attributable  to  his  affliction,  the 
New  Jersey  Supreme  Court  mled. 

The  patient  through  his  parents  alleged  that  his 
physicians  negligently  failed  to  diagnose  that  his 
mother  had  contracted  German  measles  in  the  first 
trimester  of  her  pregnancy.  As  a result,  he  was  bom 
with  congenital  rubella  syndrome. 

Alleging  the  physicians  negligently  deprived  his 
parents  of  the  choice  of  terminating  the  pregnancy, 
he  sought  general  damages  towards  his  pain  and 
suffering  and  for  his  parents’  impaired  ability  to 


cope  with  his  problems.  He  also  sought  special  dam- 
ages attributable  to  the  extraordinary  expenses  he 
will  incur  for  medical  nursing  and  other  health  care. 
A trial  court  dismissed  his  claim,  and  an  appellate 
court  affirmed. 

On  appeal,  the  Supreme  Court  concluded  an  in- 
fant patient  or  his  parents  may  recover  as  special 
damages  the  extraordinary  medical  expenses  attrib- 
utable to  his  affliction  during  his  infancy,  and  that 
the  infant  could  recover  those  expenses  during  his 
majority.  The  court  said  he  could  not  recover  general 
damages  for  emotional  distress  or  for  an  impaired 
childhood.  It  was  too  speculative  to  permit  an  infant 
patient  to  recover  for  emotional  distress  caused  by 
birth  defects  when  he  claimed  he  would  be  better  off 
if  he  had  not  been  bom. 

The  court  said  the  parents  could  not  recover  those 
extraordinary  expenses  caused  by  his  birth  defects. 
The  parents’  claim  was  not  derivative  of  the  child’s 
claim,  and  it  was  barred  by  the  two-year  statute  of 
limitations.  Even  if  they  had  filed  a timely  action, 
they  could  not  recover  for  those  same  expenses,  the 
court  said. 

The  court  remanded  the  case  to  the  trial  court  for 
further  proceedings.  — Procanik  by  Procanik  v. 
Cillo,  478  A. 2d  755  (N.J.Sup.Ct. , Aug.  1,  1984) 


Cost  and  Convenience 


Two  good  reasons  more  and  more 
physicians  are  scheduling  elective 
surgery  for  their  patients  at  Surgicare 
of  Jackson  (formerly  Outpatient  Surgical 
Center). 


• More  efficient  utilization 
of  the  surgeon’s  time. 


Up  to  50  percent  savings 
in  cost  for  patients. 


We  are  an  open  staff  facility 
available  to  everyone. 


Surgicare 
of  Jackson 

An  Affiliate  of  Medical  Care  International,  Inc 


766  Lakeland  Drive 
Jackson,  Mississippi  39216 


(601)362-8700 
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MEDICAL  ORGANIZATION 


1985  Health  Issues  Seminar  Will 
Examine  Quality  Care  and 
Reasonable  Cost:  "The  Fine  Line"  and 
"The  Bottom  Line" 


As  any  group  of  physicians  about  major  issues 
facing  the  practice  of  medicine,  and  you’ll  hear 
concerns  about  government  regulation,  competition, 
and  alternate  health  care  delivery  systems.  Under- 
lying these  specific  issues  is  the  often  stated  concern 
about  ultimate  effects  of  these  entities  on  the  quality 
of  medical  care  and  patient  satisfaction.  Another 
physician  concern  is  whether  or  not  these  ap- 
proaches will  have  the  intended  effect  on  costs  of 
medical  care. 

Members  of  the  MSMA  will  have  an  opportunity 
to  participate  in  an  intensive  discussion  of  these 
matters  during  MSMA’s  1985  Health  Issues  Semi- 
nar. All  of  these  subjects  and  others  are  on  the 
agenda  for  the  seminar,  March  1-2,  at  the  Holiday 
Inn  Downtown  in  Jackson. 

The  seminar  begins  at  7:00  p.m.,  Friday,  March 
1 , with  a reception  and  banquet.  The  banquet  speak- 
er, Rep.  Wayne  Dowdy,  will  outline  “Issues  Facing 
the  99th  Congress.  ’ ’ Congress  currently  is  consider- 
ing a number  of  proposals  affecting  the  medical 
profession,  including  extending  the  freeze  on  Medi- 
care reimbursements  and  further  cuts  in  Medicaid 
funding.  This  summary  of  the  mood  of  Congress 
toward  health  care  issues  is  a discussion  MSMA 
members  and  spouses  will  surely  find  informative. 

The  seminar’s  Saturday  program  begins  at  7:30 
a.m.  with  a breakfast.  Leading  off  the  morning’s 
discussions  will  be  James  E.  Davis,  M.D.,  speaker 
of  the  AMA  House  of  Delegates,  who  will  present 
“How  the  AMA  Views  the  Issues.’’ 

“Competition  in  Medicine’’  is  the  topic  of  discus- 
sion by  John  Kirchbaum,  J.D. , director  of  the  AMA 
Division  of  Health  Services  and  secretary  of  the 
AMA’s  Council  on  Medical  Service. 

On  a related  matter,  Scott  Share,  vice  president  of 
marketing.  Our  Lady  of  Lourdes  Medical  Center  in 


Camden,  New  Jersey,  will  speak  on  “Practice  Man- 
agement and  Marketing  Health  Services.’’ 

In  coping  with  changes  in  traditional  approaches 
to  medical  care  delivery  as  well  as  other  life 
changes,  it  is  important  to  maintain  a positive  atti- 
tude. Helen  Waltman,  training  coordinator  for  Blue 
Cross-Blue  Shield  of  Mississippi,  will  lead  a discus- 
sion on  “Life  Is  Inside  Out.’’ 

Completing  the  conference  will  be  a “Washing- 
ton Update’’  by  Nancy  Kintzel,  assistant  director, 
AMA  Division  of  Medical  Society  Relations. 

Registration  fee  for  the  seminar  is  $20.00  per 
person,  which  includes  the  banquet  and  breakfast. 
Spouses  are  encouraged  to  attend. 

The  MSMA  Auxiliary  has  scheduled  its  annual 
Legislative  Day  in  conjunction  with  the  MSMA 
Health  Issues  Seminar.  Auxiliary  members  will  reg- 
ister for  the  legislative  workshop  at  9:00  a.m.,  Fri- 
day March  1,  at  the  Holiday  Inn  Downtown. 

Bucky  Murphy,  MSMA  assistant  executive  direc- 
tor and  legal  counsel,  will  conduct  a briefing  on 
health  issues  before  the  Mississippi  Legislature. 
Afterward,  there  will  be  a tour  of  the  Capitol  and  an 
opportunity  to  observe  the  legislators  in  session. 

The  legislative  workshop  will  conclude  with  a 
luncheon  at  the  Holiday  Inn.  The  luncheon  program 
includes  a showing  of  a film  on  the  Congressional 
debate  on  mandatory  assignment  under  Medicare. 

Auxiliary  members  are  invited  to  attend  the 
MSMA  Health  Issues  Seminar  that  evening  and  the 
next  morning. 

House  of  Delegates  Adopts 
Policy  Statement  on  Health  Care 

Mississippi  physicians  have  made  a commitment 
to  maintaining  quality  medical  care  at  a reasonable 
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cost.  That  commitment  took  expression  in  the  form 
of  an  extensive  policy  statement  adopted  by  the 
MSMA  House  of  Delegates  on  Saturday,  January 
12,  1985. 

In  a special  session  of  the  House  of  Delegates, 
more  than  a hundred  elected  and  appointed  repre- 
sentatives of  physicians  from  across  the  state  met  in 
Jackson  to  discuss  a report  of  the  MSMA’s  Board  of 
Trustees. 

The  comprehensive  report  was  the  product  of  a 
select  commitee  of  the  MSMA  Board  which  studied 
causes  for  increased  health  care  costs,  problems 
within  the  system,  and  possible  solutions. 

The  report,  amended  and  adopted  by  the  House, 
recommends  numerous  changes  and  new  MSMA 
programs  designed  to  ensure  that  quality  medical 
care  is  provided  through  an  efficient  utilization  of 
resources. 

A key  element  of  the  recommended  policy  is  the 
recognition  that  physicians  alone  cannot  control 
many  of  the  forces  influencing  the  medical  care 
system.  A successful  approach  to  addressing  prob- 
lems of  cost  and  quality  will  involve  not  just  physi- 
cians but  also  insurance  companies,  hospitals,  gov- 
ernment, business  and  the  public. 

Specifically,  the  MSMA  recommends:  changes  in 
the  structure  of  health  insurance;  changes  in  federal 
and  state  laws  to  reduce  first  dollar  coverage  and 
promote  more  disease  prevention  effort;  changes  in 
the  medical  liability  system;  ways  in  which  physi- 
cians and  hospitals  can  work  together;  and  physician 
and  public  education  measures. 

The  MSMA  intends  to  work  toward  implementing 
the  recommendations  over  the  next  two  to  three 
years.  The  first  step  in  seeking  implementation  is 
already  underway,  and  involves  distributing  the 
policy  statement  to  business,  state  and  community 
leaders  throughout  Mississippi.  The  MSMA  is  en- 
listing the  support  of  these  leaders  and  of  related 
organizations  in  generating  a cooperative  effort  to 
address  an  issue  of  mutual  concern. 

The  complete  report  will  be  published  in  the 
March  issue  of  Journal  MSMA. 


Join  IMPAC 
now 


1985 

Health  Issues 
Seminar 

Quality  Care  and 
Reasonable  Cost:  "The 
Fine  Line'"  and  "The 
Bottom  Line" 

Friday,  March  1 

7:00  p.m.  Reception  and  Banquet 

Issues  Facing  the  99th  Congress 
Rep.  Wayne  Dowdy 

Saturday,  March  2 

7:30  a.m.  Breakfast 

How  the  AMA  Views  the  Issues 
James  E.  Davis,  M.D.,  speaker 
of  the  House  of  Delegates, 
AMA 

Competition  in  Medicine 
John  Kirchbaum,  J.D.,  director, 
AMA  Division  of  Health  Ser- 
vices and  secretary,  AMA 
Council  on  Medical  Service 

Practice  Management  and 
Marketing  Health  Services 
Scott  Share,  vice  president  of 
marketing.  Our  Lady  of 
Lourdes  Medical  Center, 
Camden,  NJ 

Life  Is  Inside  Out 
Helen  Waltman,  training  coordi- 
nator, Blue  Cross-Blue  Shield 
of  Mississippi,  Inc. 

Washington  Update 
Nancy  Kintzel,  assistant  direc- 
tor, AMA  Division  of  Medical 
Society  Relations 

Registration  Fee:  $20.00  per  person; 
includes  banquet  and  breakfast 

Holiday  Inn  Downtown,  Jackson,  MS 
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POSTGRADUATE 

CALENDAR 


March  14-16 

Surgical  Forum  XII 

Holiday  Inn  Downtown,  Jackson 

March  1-22 

Neurology  Spring  Symposium 
Sheraton  Regency,  Jackson 

March  23 

Spring  Sonic  Symposium 
University  Medical  Center,  Jackson 

April  24-27 

Family  Practice  Update 
Sheraton  Regency,  Jackson 

For  registration  information  and  a brochure,  con- 
tact Continuing  Education  at  the  University  of  Mis- 
sissippi Medical  Center,  2500  North  State  Street, 
Jackson,  MS  39216-4505,  or  call  (601)  987-4914. 


PHYSICIANS  NEEDED 

Mississippi  Disability  Determination  Services 
has  need  of  physicians  to  serve  as  consultants  to 
medical  examiners.  This  is  a part-time  position.  The 
basic  requirements  are:  1)  an  unencumbered 
license  to  practice  medicine  in  Mississippi  and  2) 
facility  in  the  English  language.  Those  interested 
should  call  Deborah  Warriner,  Medical  Staff  Coor- 
dinator. WATS-1 -800-962-2230,  Extension  2153; 
Jackson,  922-6811,  Ext.  2153. 

Physicians  (especially  specialists  such  as 
ophthalmologists,  pediatricians,  orthopedists, 
neurologists,  etc.)  interested  in  performing  con- 
sultative evaluations  (according  to  Social  Security 
guidelines)  should  contact  one  of  the  following 
Medical  Relations  Officers:  Henry  Klar  (Ext.  2276) 
or  Martina  Mayfield  (Ext.  2227). 

The  DDS  now  has  a program  available  for  medi- 
cal society  meetings  and  hospital  staff  meetings. 
The  purpose  of  this  program  is  to  explain  how  the 
disability  determination  process  works,  its  histori- 
cal background,  its  basis  in  legality  and  its  docu- 
mentation requirements.  Any  group  interested  in 
this  presentation  should  contact  John  S.  Barr,  M.D., 
Ext.  2277. 
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The 

Rront  Line 
Against 
Cancer 

"New  Issues  in  Colon  and  Breast  Cancer 
is  a seminar  focusing  on  these  two  prevalent 
cancer  sites.  Our  goal  is  to  provide  information 
on  new  approaches  to  physicians  involved 
in  the  front-line  fight  against  cancer 
general  surgeons,  family  practice  specialists 
and  gynecologists,  as  well  as  those 
in  oncological  specialties. 


Nationally  acclaimed  speakers  are: 

WllUam  Webb,  M.D.,  FACS 

President,  Alabama  Chapter,  American  College  of  Surgeons 

Kirby  Bland,  M.D.,  FACS 

vice  Chairman,  Department  of  Surgery 
Chief.  Division  of  Surgical  Oncology 
University  of  Florida,  Gainesville.  Florida 

Leonard  L Gunderson,  M.D.  Robert  H.  Rudolph,  M.D. 

Department  of  Therapeutic  Head,  Secton  of  Medical 

Radiology,  Mayo  Clinic.  Oncology,  Mason  Clinic 

Rochester,  MN  Cancer  Center,  Seattle,  WA 

-nioinM  A.  Gaskin,  M.D.,  FACS 

Alabama  Chairman,  Field  Liaison  Program, 
Commission  on  Cancer,  American  College  of 
Surgeons;  Associate  Director  Medical  Education, 

Baptist  Medical  Center  Princeton 

Rudolph  Navari,  M.D.,  Ph.D.,  Beniamin  H.  lohnson.  III,  M.D. 

Dept  of  Internal  Medicine  Dept,  of  Surgery,  Baptist 

Simon-Williamson  Clinic,  PA  Medical  Center  Princeton 

Birmingham,  AL  Birmingham,  AL 


ACCREDITATION  - CME 

As  an  organization  accredited  for  Continuing 
Medical  Education,  Baptist  Medical  Centers 
certifies  this  continuing  medical  activity 
as  meeting  the  criteria  for  five  hours  in 
Category  I of  the  Physician's  Recognition 
Award  of  the  American  Medical  Association. 


the  (Gordon  L.R36S 

(2\NCER  CENTER 


of  Baptist  Medical  Center  Princeton 
A Member  of  the  Baptist  Medical  Centers  System  of  Birmingham 
Co-sponsored  by  the  American  Cancer  Society, 
lefferson  County  Division 


March  1,  1985 

Haynes  Auditorium, 

Baptist  Medical  Center  Princeton 
Registration  beginning  at  7:30  a.m. 

For  more  information,  call  toll  free  in  Alabama 

1-800-822-6000 

Out-of-state,  call  1-205-783-3920 


PERSONALS 


James  Achord  of  UMC  presented  a paper  at  the 
annual  meeting  of  Southern  Medical  Association  in 
New  Orleans. 

Orlando  Andy  of  UMC  was  a speaker  at  the  New 
York  meeting  of  the  Eastern  Association  of  Elec- 
troencephalographers  in  December. 

William  Bates  of  UMC  recently  was  a board  ex- 
aminer for  the  American  College  of  Obstetrics  and 
Gynecology  in  Chicago. 

John  Larry  Black  and  Henry  Grady  Marlo,  III, 
have  associated  with  the  Powell  Clinic  in  Coldwater 
for  the  general  practice  of  medicine. 

Mary  Ann  Cowart  of  Meridian  has  been  named 
director  of  Women’s  Breast  Care  Clinic  at  Jeff 
Anderson  Regional  Medical  Center. 

John  Gibson  of  UMC  presented  a paper  at  the 
annual  meeting  of  Southern  Medical  Association  in 
New  Orleans. 

Frank  Gruich  of  Biloxi  has  been  elected  to  a term 
as  president  of  the  Mississippi  Gulf  Coast  Junior 
College  Foundation. 

James  Hardy  of  UMC  presented  a paper  at  the 
Southern  Surgical  Association  meeting  in  West 
Palm  Beach,  Florida,  in  December. 

John  R.  Harper  of  Taylorsville  has  been  recertified 
as  a diplomate  of  the  American  Board  of  Family 
Practice. 

Gloria  E.  Hester  has  associated  with  the  Medical 
Clinic  of  Biloxi  for  the  practice  of  pediatrics. 

Robert  Holbert  of  Gautier  has  been  elected  chief 
of  medical  staff  at  Ocean  Springs  Hospital. 

G.  H.  Holloman  of  UMC  taught  an  advanced  car- 
diac life  support  course  at  Northeast  Mississippi 
Medical  Center  in  Tupelo  in  December. 

Robert  Jorden  of  UMC  attended  the  educational 
meetings  committee  of  the  American  College  of 
Emergency  Physicians  in  Dallas,  Texas. 

Ronald  Krueger  of  UMC  taught  a continuing 
education  workshop  in  Hattiesburg  recently. 


Herbert  Langford  of  UMC  lectured  to  pharmacy 
students  at  the  University  of  Mississippi  in  Oxford 
recently. 

Suzanne  Miller  of  UMC  gave  a presentation  at  the 
third  annual  regional  meeting  of  cystic  fibrosis  cen- 
ters in  Shreveport,  Louisiana,  in  December. 

Jerry  P.  Moore  announces  the  opening  of  his  prac- 
tice of  general  medicine  in  the  Leigh  Clinic,  325 
South  Byrd  Avenue,  in  Philadelphia. 

John  Morrison  of  UMC  was  guest  speaker  at  meet- 
ings of  the  Seattle  Washington  Perinatal  Association 
and  the  South  Carolina  Perinatal  Association. 

William  Nicholas  conducted  a seminar  on  diabetes 
in  Gloster  in  November. 

Ramesh  Patel  of  UMC  presented  a paper  at  the 
annual  meeting  of  Southern  Medical  Association  in 
New  Orleans  in  November. 

Paul  M.  Pavlov  of  North  Biloxi  has  been  named  a 
diplomate  of  the  American  Board  of  Family  Prac- 
tice. 

Hernando  C.  Payne  announces  the  opening  of  his 
office  for  family  practice  at  1727  East  Union  Street 
in  Greenville. 

Max  Pharr  of  Jackson  recently  received  a plaque  of 
commendation  for  his  service  to  the  Methodist  Chil- 
dren’s Home. 

Thomas  G.  Ross  of  Jackson  was  honored  for  his 
service  to  the  Methodist  Children’s  Home  by  the 
renaming  of  the  campus  in  his  name. 

Richard  H.  Smith  of  North  Biloxi  has  been  named  a 
diplomate  of  the  American  Board  of  Family  Prac- 
tice. 

Robert  Smith  of  Jackson  has  been  named  by  Attor- 
ney General  Pittman  to  membership  on  the  Missis- 
sippi Health  Care  Commission. 

W.  Lynn  Stringer  announces  the  relocation  of  his 
office  to  10  Lakeland  Circle  in  Jackson  for  the  prac- 
tice of  general,  microvascular  and  laser  neuro- 
surgery in  association  with  Glen  C.  Warren. 

John  D.  Wade  has  associated  with  The  Street  Clinic 
in  Vicksburg  for  the  practice  of  radiology. 

Winfred  Wiser  was  a board  examiner  for  the  Amer- 
ican Board  of  Obstetrics  and  Gynecology  in  Chicago 
in  November. 
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AlWAYS 
ONCAU. 
1-800-352-2226 


Call  the  travel  specialists  toll-free! 


r 


When  you  come  down 
with  the  urge  or  necessity 
to  travel,  call  Avanti  for 
expert  service.  Everything 
we  do  for  you  is  free  of  charge, 
even  the  phone  call. 

Our  travel  specialists  will  take  care 
of  all  your  plans,  plane  reservations, 

/ car  rental,  hotel  accommodations  and 
much  more.  We’re  here  to  help  you  with 
charters,  tours,  cruises,  personal  vacations, 

~ business  meetings  and 
conventions. 

The  next  time  you  make 
travel  arrangements, 
remember  Avanti  is  always 
on  call,  toll-free. 


j9imn 


TT=UWE1_.  ll\iCZ:. 


5025 1-55  North  ‘Jackson,  Mississippi  39206  • 981-9111 


Balaske,  J.  Phillip,  Heidelberg.  Bom  Picayune, 
MS,  Nov.  28,  1947;  M.D.,  University  of  Mississip- 
pi College  of  Medicine,  Jackson,  1969;  interned  and 
family  medicine  residency.  University  Medical  Cen- 
ter, Jackson,  MS,  1973-76;  elected  by  South  Missis- 
sippi Medical  Society. 

Bishop,  Terrell  P.,  Natchez.  Bom  Russellville, 
AR,  Aug.  20,  1953;  M.D.,  University  of  Arkansas 
School  of  Medicine,  Little  Rock,  1978;  one  year 
internship.  University  of  Arkansas,  Little  Rock; 
psychiatry  residency,  Duke  University,  Butner,  NC, 
1978-81;  neurology  residency.  University  Medical 
Center,  Jackson,  MS,  1983-84;  elected  by 
Homochitto  Valley  Medical  Society. 

Braun,  John  C.,  Meridian.  Bom  Greenville,  SC, 
July  8,  1946;  M.D.,  University  of  Alabama  School 
of  Medicine,  Birmingham,  1979;  interned  and  anes- 
thesiology residency.  University  of  Alabama  Hos- 
pital, Birmingham,  1979-82;  elected  by  East  Missis- 
sippi Medical  Society. 

Bullock,  Ronald  A.,  Hattiesburg.  Bom  Coving- 
ton, KY,  March  18,  1953;  M.D.,  University  of 
Mississippi  School  of  Medicine,  Jackson,  1981;  in- 
terned and  family  medicine  residency.  University 
Medical  Center,  Jackson,  MS,  1981-84;  elected  by 
South  Mississippi  Medical  Society. 

Cannon,  Susan  A.  Strong,  Laurel.  Bom  Vicks- 
burg, MS,  Sept.  28,  1954;  M.D.,  University  of 
Mississippi  School  of  Medicine,  Jackson,  1980; 
pathology  residency.  University  Medical  Center, 
Jackson,  MS,  1980-84;  elected  by  South  Mississippi 
Medical  Society. 

Casey,  Michael  R.,  Laurel.  Bom  Laurel,  MS,  Oct. 
9,  1946;  M.D.,  University  of  Mississippi  School  of 
Medicine,  Jackson,  1971;  internship  and  family 
practice  residency,  St.  Elizabeth  Medical  Center, 
Dayton,  OH,  1971-74;  elected  by  South  Mississippi 
Medical  Society. 

CoNERLY,  Stephen  L.,  Hattiesburg.  Bom  Nash- 
ville, TN,  April  17,  1953;  M.D.,  University  of  Mis- 
sissippi School  of  Medicine,  Jackson,  1979;  in- 
terned and  dermatology  residency,  Louisiana  State 
University  Medical  Center,  Shreveport  and  New 
Orleans,  1980-84;  elected  by  South  Mississippi 
Medical  Society. 


Fortenberry,  Ralph  M.,  Prentiss.  Bom  Hatties- 
burg, MS,  Sept.  30,  1932;  M.D.,  University  of 
Mississippi  School  of  Medicine,  Jackson,  1957;  in- 
terned U.  S.  Naval  Hospital,  Oakland,  CA,  one 
year;  training  required  by  American  Academy  of 
Family  Practice;  elected  by  South  Mississippi 
Medical  Society. 

Gandy,  Paul  E.,  Tunica.  Bom  Memphis,  TN, 
March  3,  1953;  M.D. , University  of  Tennessee  Cen- 
ter for  Health  Sciences,  Memphis,  1979;  interned 
and  medicine  residency.  Baptist  Memorial  Hospital, 
Memphis,  1979-82;  elected  by  Clarksdale  and  Six 
Counties  Medical  Society. 

Gough,  Walter  C.,  Drew.  Bom  Pittsburgh,  PA, 
April  24,  1943;  M.D.,  Meharry  Medical  College, 
Nashville,  TN,  1970;  interned  Mercy  Hospital, 
Pittsburgh,  PA,  one  year;  anesthesiology  residency, 
same,  1971-72;  pediatric  residency,  Hubbard  Hos- 
pital, Nashville,  1972-76;  elected  by  Delta  Medical 
Society. 

Haire,  W.  C.  , Jr.  , Batesville.  Bom  Batesville,  MS, 
Feb.  8,  1947;  D.O.,  University  of  Health  Sciences, 
College  of  Osteopathic  Medicine,  Kansas  City,  MO, 
1983;  interned  Lakeside  Hospital,  Kansas  City, 
MO,  one  year;  elected  by  North  Mississippi  Medical 
Society. 

Hall,  Charles  E.,  Jackson.  Bom  Belzoni,  MS, 
Oct.  15,  1953;  M.D.,  University  of  Mississippi 
School  of  Medicine,  Jackson,  1979;  interned,  medi- 
cine residency,  and  gastroenterology  fellowship. 
University  Medical  Center,  Jackson,  MS,  1979-84; 
elected  by  Central  Medical  Society. 

Harvey,  J.  Kenneth,  Tupelo.  Bom  Tylertown, 
MS,  Sept.  30,  1949;  M.D.,  University  of  Mississip- 
pi School  of  Medicine,  Jackson,  1977;  internship 
and  medicine  residency.  University  Medical  Center, 
Jackson,  MS,  1977-80;  elected  by  Northeast  Missis- 
sippi Medical  Society. 

Ireland,  Thomas  A. , McComb.  Bom  Hinds  Coun- 
ty, MS,  June  25,  1955;  M.D.,  University  of  Missis- 
sippi School  of  Medicine,  Jackson,  1981;  interned 
and  pediatric  residency,  Grady  Memorial  Hospital, 
Atlanta,  GA,  1981-84;  elected  by  South  Central 
Medical  Society. 

Lambert,  Lee  Alan,  Ocean  Springs.  Bom  New 
Orleans,  Nov.  20,  1953;  M.D.,  Louisiana  State  Uni- 
versity School  of  Medicine,  New  Orleans,  1981; 
anesthesiology  residency,  Ochsner  Foundation  Hos- 

(CotUinued  on  page  57) 
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ZORprin®  provides 
800 mg  of  aspirin  in  a unique, 
patented  zero-order  release 
delivery  system. 

Convenient  two-tablet,  b.  i.  d.  dosage 

• Easy-to-remember  regimen  improves  compliance 

• 24-hour  pain  relief 


Efficacy  comparable  to  NSAls 

• Helps  reduce  morning  stiffness  and  nighttime  pain 

Side  effect  profile  superior  to  plain  aspirin . . . 
comparable  to  NSAls 

• ZORprin®  is  economical  arthritic  therapy 

• Prescription  only 

The  ideal  method  to  maintain  therapeutic  control 


Pioneers  in  medicine  for  the  family 
Boots  Pharmaceuticals,  Inc. 

6540  LINE  AV’ENl'E,  PO.  BOX  6750 
SHREVEPORT,  LOUISIANA  71106  -9989 


See  brief  summary  of  prescribing 
information  on  next  page. 


Before  prescriDing  see  complete  prescribing  information  The 
following  IS  a brief  summary  n INDICATIONS  AND  USE : ZORpnn* 
IS  indicated  for  the  treatment  of  rneumatoid  arthritis  and 
osteoartnntis  The  safety  and  efficacy  of  zORprin*  nave  not 
been  estaWisned  in  those  rheumatoid  arthritic  patients  who 
are  designated  by  the  American  Rheumatism  Association  as 
Functional  Class  IV.  uncapacitated,  largely  or  wholly  bedridden, 
or  confined  to  wheelchair,  little  or  no  self-carei  o contraindi- 
cations ZORprine  should  not  be  used  m patients  known  to  be 
hypersensitive  to  salicylates  or  in  individuals  with  the  syndrome 
of  nasal  polyps,  angoeOema.  bronchospastic  reactivity  to  aspirin, 
renal  or  hepatic  insufficiency,  hypoprothrombinemia  or  other 
bleeding  disorders,  ZORprin®  is  not  recommended  for  children 
under  12  years  of  age,  it  is  contraindicated  in  all  children  with 
fever  accompanied  by  dehydration  o WARNINGS:  ZORprin® 
should  be  used  with  caution  when  anticoagulants  are  prescribed 
concurrently,  since  aspirin  may  depress  the  concentration  of 
prothrombin  in  plasma  and  increase  bleeding  time  Large  doses 
of  salicylates  may  have  hypoglycemic  action  and  enhance  the 
effect  of  the  oral  hypoglycemics,  concomitant  use  therefore  is 
not  recommended  However,  if  such  use  is  necessary,  dosage  of 
the  hypoglycemic  agent  must  be  reduced  The  hypoglycemic 
action  of  the  salicylates  may  also  necessitate  adjustment  of  the 
insulin  requirements  of  diabetes  While  salicylates  ih  large  doses 
have  a uricosuric  effect,  smaller  amounts  may  reduce  the  urico- 
suric effect  of  uricosuric  agents  □ USE  IN  PREGNANCY  Aspirin 
can  cause  fetal  harm  when  administered  to  pregnant  women 
Aspirin  interferes  with  maternal  and  infant  blood  clotting  and 
may  lengthen  the  duration  of  pregnancy  and  parturition  Aspirin 
has  produced  teratogenic  effects  and  increases  the  incidence 
of  stillbirths  and  neonatal  deaths  in  animals  if  this  drug  is  used 
during  pregnancy,  or  if  the  patient  becomes  pregnant  while 
taking  this  drug,  the  patient  should  be  apprised  of  the  potential 
hazard  to  the  fetus  Aspirin  should  not  be  taken  during  the  last 
3 months  of  pregnancy  a PRECAUTIONS  Appropriate  precau- 
tions should  be  taken  in  prescribing  ZORprin®  for  patients  who 
are  known  to  be  sensitive  to  aspirin  or  salicylates  Particular  care 
should  be  used  when  prescribing  this  medication  for  patients 
with  erosive  gastritis,  peptic  ulcer,  mild  diabetes  or  gout  As  with 
all  salicylate  drugs,  caution  should  be  exercised  in  prescribing 
ZORprin®  for  those  patients  with  bleeding  tendencies  er  those 
on  anticoagulant  drugs  Large  doses  of  salicylates  should  be 
avoided  in  patients  with  clear  evidence  of  carditis  in  order  to 
avoid  exacerbation  of  disease  or  adrenal  insufficiency,  patients 
who  have  been  on  prolonged  corticosteroid  therapy  should  have 
their  therapy  tapered  slowly  rather  than  discontinued  abruptly 
when  ZORprin®  laspirini  is  made  a part  of  the  treatment  pro- 
gram Patients  receiving  large  doses  of  aspirin  and/or  prolonged 
therapy  may  develop  mild  salicylate  intoxication  isalicylismi  that 
may  be  reversed  by  reduction  in  dosage  Salicylates  can  produce 
changes  in  thyroid  function  tests.  Salicylates  should  be  used 
with  caution  in  patients  with  severe  hepatic  damage,  preexist- 
ing hypoprothrombinemia.  Vitamin  K deficiency  and  m those 
undergoing  surgery  Since  aspirin  release  from  ZORprin®  is  pH 
dependent,  it  may  change  in  those  conditions  where  the  gastric 
pH  has  been  increased  via  antacids,  gastric  secretion  inhibitors 
or  surgical  procedures,  n ADVERSE  REACTIONS  Hematologic 
Aspirin  interferes  with  blood  clotting  Patients  with  a history 
of  blocxi  coagulation  defects  or  receiving  anti  coagulant  drugs 
or  with  severe  anemia  should  avoid  ZORprin®  Aspirin  used 
chronically  may  cause  a persistent  iron  deficiency  anemia 
Gastrointestinal  Aspirin  may  potentiate  peptic  ulcer,  and  cause 
stomach  distress  or  heartburn  Aspirin  can  cause  an  increase  in 
occult  bleeding  and  m some  patients  massiye  gastrointestinal 
bleeding  However,  the  greatest  release  of  active  drug  from 
ZORprin®  is  designed  to  occur  in  the  small  intestine  over  a period 
of  time  This  has  resulted  in  less  symptomatic  gastrointestinal 
side  effects.  Allergic  Allergic  and  anaphylactic  reactions  have 
been  noted  when  hypersensitive  individuals  have  taken  aspirin 
The  most  common  allergic  reaction  to  aspirin  is  the  induction  of 
bronchospasm  with  asthma-like  symptoms  Other  reactions  are 
hives,  rash,  angioedema.  as  well  as  rhinitis  and  nasal  polyps  Fatal 
anaphylactic  shock,  while  not  common,  has  been  reported 
Central  Nervous  System  Taken  in  overdoses,  aspirin  provides 
stimulation  which  may  be  manifested  by  tinnitus  Following 
initial  stimulation,  depression  of  the  central  nervous  system 
may  be  noted  Renat  Aspirin  may  rarely  cause  an  increase  in  the 
seventy  of  chronic  kidney  dsease  Hepatic  High  doses  of  aspirin 
have  been  reported  to  produce  reversible  hepatic  dysfunction 
o OVERDOSAGE:  Overdosage.  if  it  occurs,  would  produce  the  usual 
symptoms  of  salicylism,  tinnitus,  vertigo,  headache,  confusion, 
drowsiness,  sweating,  hyperventilation,  vomiting  or  diarrhea 
Treatment  for  mild  intoxication,  emptying  the  stomach  with  an 
emetic,  or  gastric  lavage  with  5%  sodium  bicarbonate  individuals 
suffering  from  severe  intoxication  should,  m addition,  have 
forced  diuresis  by  mtrayenous  infusions  of  saline  and  sodium 
bicarbonate  or  sodium  lactate,  dextrose  solution  in  extreme 
cases,  hemodialysis  or  peritoneal  dialysis  may  be  required  ° 
HOW  SUPPLIED  ZORprin®  tablets  800  mg,  plain,  white  capsule- 
shaped  tablets  Bottles  of  lOO  tablets  o caution  Federal  Law 
prohibits  dispensing  without  prescription  Manufactured  and 
distributed  by  Boots  Pharmaceuticals,  me  Shreveport,  LA , 
71106  USA 


Pioneers  in  medicine  for  the  family 

e 

Boots  Pharmaceuticals,  Inc. 

f).S40  LINK  AVENI  K.  PO  BOX  67.50 
SHKEVEPOKT,  UJinSIANA  71106-9989 


Fast,  dependable,  confidential 
medical  records  transcription. 


Mid-South  Transcription  Center 

1.  Experienced,  skilled  transcriptionists: 
Each  has  extensive  experience  inter- 
preting and  typing  the  kinds  of  materials 
— often  highly-technical  materials  — 
which  are  so  crucial  to  your  work  every 
day. 

2.  Fast,  dependable  service:  For  clients 
within  10-20  miles  of  our  Jackson  office, 
we  will  personally  pick-up  your  material, 
then  hand-deliver  the  typed  project  back 
to  you  ($2.00  delivery  fee)  — usually 
within  twenty-four  hours. 

Seventy-two  hour  turnaround  time  is 
typical  for  projects  handled  by  mail. 

3.  Confidentiality:  All  employees  are  re- 
quired to  sign  a confidentiality  certifica- 
tion statement  before  we  hire  them.  Our 
keeping  all  work  totally  in-house  also 
helps  assure  confidentiality. 

4.  Top-quality  work...guaranteed:  All 
work  is  handled  totally  in-house  for 
maximum  quality  control.  If  we  make  a 
mistake,  we’ll  correct  our  error  at  no 
charge,  of  course. 

Call  Tom  Griffin  at  (601)  373-0526 


MTC 

Mid-South  Transcription  Center 

1815  Hospital  Drive/Hinds  Professional  Bldg./Suite  422 
Jackson,  Mississippi  39204 


NEW  MEMBERS  / Continued 

pital,  New  Orleans,  1981-84;  elected  by  Coast 
Counties  Medical  Society. 

Mason,  Gary  L.,  Oxford.  Bom  Booneville,  MS, 
Dec.  14,  1948;  M.D.,  University  of  Mississippi 
School  of  Medicine,  Jackson,  1979;  interned  Baptist 
Memorial  Hospital,  Memphis,  one  year;  elected  by 
North  Mississippi  Medical  Society. 

MoFnTT,  John  E.,  Jackson.  Bom  Jackson,  MS, 
March  8,  1956;  M.D.,  University  of  Mississippi 
School  of  Medicine,  Jackson  1981;  interned  and 
pediatric  residency.  University  Medical  Center, 
Jackson,  MS,  1981-84;  elected  by  Central  Medical 
Society. 

Murray,  Martha  Jean,  Jackson.  Bom  Magnolia, 
MS,  Nov.  30,  1953;  M.D.,  University  of  Mississip- 
pi School  of  Medicine,  Jackson,  1978;  interned  and 
psychiatry  residency.  University  Medical  Center, 
Jackson,  MS,  1978-82;  elected  by  Central  Medical 
Society. 

O’Neal,  Michael  R.,  Shubuta.  Bom  Hattiesburg, 
MS,  Nov.  8,  1948;  M.D.,  University  of  Mississippi 
School  of  Medicine,  Jackson,  1974;  interned  and 
family  practice  residency,  Jackson  Memorial  Hos- 
pital, Miami,  FL  1974-77;  elected  by  East  Missis- 
sippi Medical  Society. 

Payne,  Hernando  C.,  Sr.,  Greenville.  Born 
Mound  Bayou,  MS,  Dec.  21,  1951;  M.D.,  Uni- 
versity of  Mississippi  School  of  Medicine,  Jackson, 
1977;  interned  and  family  practice  residency,  Tripler 
Army  Medical  Center,  Honolulu,  HI,  1977-79; 
elected  by  Delta  Medical  Society. 

Peel,  Chere  H.,  Jackson.  Bom  Memphis,  TN, 
Dec.  29,  1954;  M.D.,  University  of  Mississippi 
School  of  Medicine,  Jackson,  1980;  interned  and 
medicine  residency.  University  Medical  Center, 
Jackson,  MS,  1980-83;  elected  by  Central  Medical 
Society. 

Smith,  Ray  M.,  Biloxi.  Bom  Kiln,  MS,  June  20, 
1927;  M.D.,  Tulane  University  School  of  Medicine, 
New  Orleans,  1958;  interned  U.  S.  Navy  Hospital, 
St.  Albans,  NY,  one  year;  elected  by  Coast  Counties 
Medical  Society. 

Temple,  David  M.,  Jackson.  Bom  Meridian,  MS, 
June  2,  1954;  M.D.,  University  of  Mississippi 
School  of  Medicine,  Jackson,  1979;  interned  and 
pediatric  residency.  University  of  Texas  Health  Sci- 
ence Center,  Houston,  1979-84;  elected  by  Central 
Medical  Society. 


Thornton,  James  Lee,  New  Albany.  Bom  Grena- 
da, MS,  Aug.  4,  1935;  M.D.,  University  of  Missis- 
sippi School  of  Medicine,  Jackson,  1959;  interned 
City  of  Memphis  Hospitals,  Memphis,  one  year; 
elected  by  Northeast  Mississippi  Medical  Society. 


DEATHS 


Bennett,  J.  J.,  Jr.,  Natchez.  Born  Ruston,  LA, 
Jan.  6,  1919;  M.D.,  Tulane  University  School  of 
Medicine,  New  Orleans,  1943;  interned  and  ob-gyn 
residency.  Charity  Hospital,  New  Orleans,  1943-49; 
died  Dec.  18,  1984,  age  65. 

Googe,  Paul  R.,  Charleston.  Bom  Marietta,  MS, 
Dec.  14,  1905;  M.D.,  Tulane  University  School  of 
Medicine,  New  Orleans,  1935;  interned  North 
Louisiana  Hospital,  Shreveport,  two  years;  died 
Nov.  14,  1984,  age  79. 


Whitaker,  H.  T.,  Jr.,  Greenwood.  Bom  Fayette- 
ville, TN,  Aug.  9,  1917;  M.D.,  Vanderbilt  Uni- 
versity School  of  Medicine,  Nashville,  1943;  in- 
terned University  of  Iowa,  Iowa  City,  one  year; 
surgery  residency.  Charity  Hospital,  New  Orleans, 
Vicskburg  Hospital,  Vicksburg,  and  Memorial  Hos- 
pital, New  York,  NY,  1945-51;  died  Dec.  10,  1984, 
age  67. 


Harreld 


Chevrolet-Oldsmobile 


Highway  51,  Canton  354-2233 

NOTICE! 

New  1985  Lease  Rates 


New  — Olds  98  Regency 
New  — Olds  88  Royale 
New  — Chevy  Caprice 
New  — Silverado  Pickup 
New  — Chevy  Custom  Van 
New  — Chevy  S-10  Pickup 

Many,  Many  More  Models  t 


$297.80  per  mo.* 
$255.09  per  mo.* 
$234.53  per  mo.* 
$222.68  per  mo.* 
$343.30  per  mo.* 
$140.40  per  mo.* 

Choose  From 


* Based  on  48-mo.  closed  end  lease,  $1500  non-refundable  down  payment, 
20,000  miles  per  year  mileage  limit.  Payment  includes  tax. 


'Can  We  Build  One  for  You?' 


GM  QUALITY 
SERVICE  PARTS 


GENERAL  MOTORS  FARTS  DIVISION 

Keep  the  great  CM  fee/mg  with  genuine  GM  ports 
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PLACEMENT  SERVICE 


Physicians  Wanted 


Family  practitioner  wanted  to  locate  in  Heidel- 
berg, MS.  Community  furnished  clinic,  service  area 
of  13,000,  and  near  metropolitan  community.  Con- 
tact: C.  Rosenblatt,  4126  Navajo  Rd.,  Jackson,  MS 
39211  or  call  (601)  362-9673  or  362-5852. 

Consulting  Physicians.  Board  eligible  orthopedic 
and  psychiatric  consultants  needed  25-30  hours  per 
week  for  evaluation  of  Social  Security  disability 
claims.  Positions  available  immediately.  For  addi- 
tional information,  please  call  Deborah  Warriner, 
Medical  Staff  Coordinator,  Disability  Determina- 
tion Services,  (601)  923-2153. 


Employment  Opportunity.  Chief  Medical 
Ofrcer.  Salary:  negotiable.  Location:  Choctaw  In- 
dian Reservation  in  Pearl  River  Community,  8 miles 
west  of  Philadelphia,  MS.  Minimum  Qualifications; 
Must  have  a degree  of  Doctor  of  Medicine  from  an 
approved  U.S.  or  Canadian  medical  school  or  a 
degree  of  Doctor  of  Osteopathy  from  an  approved 
school  of  osteopathy.  Must  obtain  a full  unrestricted 
license  to  practice  medicine  and  surgery  in  the  state 
of  Mississippi.  For  more  information  contact  James 
M.  Cox,  Mississippi  Band  of  Choctaw  Indians, 
Route  7,  Box  21,  Philadelphia,  MS  39350;  tele- 
phone: 601-656-2211,  ext.  129. 

Physicians  needed  in  all  specialties,  particularly 
Medicine,  Obstetrics,  Orthopedics.  Practice  oppor- 
tunities throughout  the  country,  with  a strong  base  in 
the  southern  states.  Recruiter  is  an  R.N.  certified  in 
Nursing  Administration,  and  understands  physi- 
cians’ goals.  Strictest  confidence.  No  fee  to  physi- 
cian. Contact  Georgette  Sloan,  Action  Line,  Inc., 
(504)  889-0306. 


FAMILY  PRACTITIONERS  & INTERNISTS 

needed  in  West  Central  Alabama.  OPPORTUNI- 
TIES FOR  PHYSICIANS  TO  RECEIVE  HELP 
WITH  ESTABLISHING  THEIR  PRACTICE 
AND  THEN  OWN  IT.  Some  practice  locations 
very  near  Birmingham.  Faculty  appointment 
with  Family  Practice  Center  at  University  of 
Alabama  in  Tuscaloosa  may  be  available  for 
those  qualified.  Options  available  of  joining 
established  practices  or  of  working  individually. 
Salary  $50,000  to  $65,000  guaranteed  until 
practice  is  self-sufficient.  Generous  fringe 
benefits  include  life,  disability,  health,  retire- 
ment and  malpractice  insurance;  two  weeks 
continuing  education;  and  three  weeks  annual 
leave.  All  equipment  including  X-Ray  and 
lab,  furniture,  and  supplies  provided.  ALL 
CLINIC  EXPENSES  COVERED.  Management 
services  including  personnel,  payroll,  tax 
reports,  and  billing  provided.  If  invited  to  visit, 
all  expenses  will  be  paid.  All  moving  expenses 
covered.  Please  send  C.V.  to  Frank  Cochran, 
Health  DevelopmentCorporation,  P.O.  Box  1486, 
Tuscaloosa,  Alabama  35403,  or  call  COLLECT 
(205)  758-7545  for  more  information. 


Urologist,  OB-GYN,  Ophthalmologist, 
Orthopedic  surgery  (board  eligible/certified).  Ex- 
cellent opportunities  exist  in  a growing  northeast 
Miss,  community  with  a draw  population  of 
42,000-1- . Modem,  125-bed  hospital  currently  ex- 
panding to  157  beds.  Excellent  schools,  churches, 
recreational/outdoor  areas.  Contact  Administrator, 
UCGH,  Highway  30  West,  New  Albany,  MS 
38652;  (601)  534-7631. 


Offering  early  partnership  to  board  certified  or 
board  eligible  anesthesiologist,  recently  trained,  at 
Meridian  Regional  Hospital,  to  work  with  anesthe- 
siologist presently  with  CRNAs.  No  OB  or  heart. 
Position  open  April  1st.  Contact  Dr.  John  Caron, 
Meridian  Regional  Hospital,  Highway  39  N.,  Meri- 
dian, MS  39303;  (601)  483-6211. 


Wanted:  Experienced  Emergency  Department 
physician.  BCLS/ACLS  certified,  prefer  ATLS  cer- 
tification. Largest  department  volume  in  largest  hos- 
pital in  state.  Fee  for  service.  Malpractice  paid.  Send 
resume  to:  Alan  P.  Brown,  M.D.,  FACEP,  Medical 
Director,  Emergency  Services  Department,  North 
Mississippi  Medical  Center,  830  South  Gloster, 
Tupelo,  MS  38801. 
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Mississippi  Delta,  252-bed  hospital,  emergency 
department  with  18,000  visits.  New  ED  opening 
early  1985;  directorship  available.  Seeking  EM  res- 
idency trained  or  experienced  emergency  physicians 
with  director’s  experience.  Fee-for-service,  CME, 
potential  group  incentive,  individualized  schedul- 
ing, paid  malpractice.  For  more  information  contact 
Niki  Balgini,  Manager,  Professional  Relations,  The 
Fischer  Mangold  Group,  P.O.  Box  788,  Pleasanton, 
CA  94566;  800-227-2092  or  in  California  (415)  484- 
1200. 

Needed  Immediately.  Board  certified  Ob-Gyn. 
For  further  details,  contact  Executive  Director,  Gre- 
nada County  Hospital  960  A vent  Drive,  Grenada, 
MS  38901;  (601)  226-8111. 

53-year-old  ABFP,  on  Mississippi  Gulf  Coast, 
needs  board  certified/qualified  family  practitioner  as 
associate  or  partner.  Financial  arrangements  negoti- 
able. Please  send  information  to  Box  K c/o  Journal 
MSMA. 

Family  Practitioners  wanted  for  Waynesboro, 
MS.  Someone  interested  in  high  volume  practice 
including  obstetrics;  80-bed  hospital  with  modem 
facilities.  Contact  Arthur  E.  Wood,  III,  M.D.,  Box 
231,  Waynesboro,  MS  39367;  (601)  735-2877. 


CLASSIFIED 


Computer  with  working  software  package;  3 ter- 
minals, expandable  to  several  more;  suitable  for 
medium  to  large  practice.  Package  generates  insur- 
ance claims,  trial  balance,  statements,  CPT  code, 
etc.  $29,000.  For  details,  write  Box  C,  MSMA, 
P.O.  Box  5229,  Jackson,  MS  39216. 

Established  Pediatric  Practice  for  sale.  Six  fig- 
ure gross  income;  community  in  Mississippi  Delta; 
25,000  population;  good  mixture  of  patients.  Reply 
to  Box  P,  c/o  Journal  MSMA,  P.O.  Box  5229, 
Jackson,  MS  39216. 


1 17th  Annual  Session 

May  15-19,  1985 
Biloxi,  Mississippi 

Mark  Your  Calendars  Now 
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Be  prepared,  Doctor.  More  patients  will  be 
asking  about  coloreaal  cancer.  According  to  a 
surv'ev^  conducted  by  the  American  Cancer 
Society,  many  people  would  like  to  receive  more 
information  about  coloreaal  cancer,  and  83% 
said  they  would  want  to  be  checked  for  it. 
Further,  they  are  learning  that  this  cancer  can  be 
detected  before  symptoms  appear.  The  present 
cure  rate  is  44%.  The  cure  rate  could  be  as  high 
as  75%,  with  early  deteaion  and  appropriate 
management. 

For  asymptomatic  persons  the  Society 
recommends  annual  digital  reaal  examina- 
tion at  age  40  and  over;  at  age  50  and  over, 
an  annual  stcx^l  blood  test,  as  well  as 
sigmoidoscopy  every  tliree  to  five  years. 


following  two  initial  annual  negative 
sigmoidoscopies. 

We’re  here  to  help.  You  can  reach  us  at  your 
local  American  Cancer  Society  office  or  write 
to  our  Professional  Education  Department 
at  National  Headquarters,  90  Park  Avenue, 

New  York,  NY  10016.  Ask  about  the  Society’s 
Colorectal  Check  program  of  professional  and 
public  education  for  the  early  detection  of 
colorectal  cancer. 


AMERIOXN 
^>CANCER 
f SOCIETY® 


‘"Cancer  of  the  Colon  and  Retnum:  Summary  of  Public  Attitude  Survey,"  Ca  33:359-365,  1983  (Nov.-Dee.). 
This  space  contributed  as  a public  service. 


COMPLETE 
LABORATORY  ,, 
DOCUMENTATION  ...  EXTENSIVE 

CLINICAL  PROOF 


FOR  THE  PREDIOABILITY 
CONFIRMED  BY  EXPERIENCE 

QMMAHE® 

flurozepom  HCIMoche 

THE  COMPLETE  HYPNOTIC 
PROVIDES  ALL  THESE  BENEFITS: 

• Rapid  sleep  onset‘s 

• More  total  sleep  time' " 

• Undiminished  efficacy  for  at  least 
28  consecutive  nights"'" 

• Patients  usually  awake  rested  and  refreshed"' 

• Avoids  causing  early  awakenings  or  rebound 
insomnia  after  discontinuation  of  therapy"  ’ '"  '" 


Caution  patients  about  driving,  operating  hazardous  machinery  or  drinking 
alcohol  during  therapy.  Limit  dose  to  15  mg  in  elderly  or  debilitated  patients. 
Contraindicated  during  pregnancy. 


DALMANE's 

flurozepom  HCI/Poche 
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Clin  Pharmacol  Ther  79:576-503,  May  1976  4.  Kales  A 
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DALMANE»  € 

flurazepam  HCI/Roche 

Before  prescribing,  please  consult  complete 
product  information,  a summary  of  which  follows: 
Indications:  Effective  in  all  types  of  insomnia  charac- 
terized by  difficulty  in  falling  asleep,  frequent  nocturnal 
awakenings  and/or  early  morning  awakening;  in 
patients  with  recurring  insomnia  or  poor  sleeping  hab- 
its; in  acute  or  chronic  medical  situations  requiring 
restful  sleep.  Objective  sleep  laboratory  data  have 
shown  effectiveness  for  af  least  28  consecutive  nights 
of  administration.  Since  insomnia  is  often  transient 
and  intermittent,  prolonged  administration  is  generally 
not  necessary  or  recommended.  Repeated  therapy 
should  only  be  undertaken  with  appropriate  patient 
evaluation. 

Contraindications:  Known  hypersensitivity  to  fluraze- 
pam HCI;  pregnancy.  Benzodiazepines  may  cause 
fetal  damage  when  administered  during  pregnancy. 
Several  studies  suggest  an  increased  risk  of  congeni- 
tal malformations  associated  with  benzodiazepine  use 
during  the  first  trimester.  Warn  patients  of  the  potential 
risks  to  the  fetus  should  the  possibility  of  becoming 
pregnant  exist  while  receiving  flurazepam.  Instruct 
patient  to  discontinue  drug  prior  to  becoming  preg- 
nant. Consider  the  possibility  of  pregnancy  prior  to 
instituting  therapy. 

Warnings:  Caution  patients  about  possible  combined 
effects  with  alcohol  and  other  CNS  depressants.  An 
additive  effect  may  occur  if  alcohol  is  consumed  the 
day  following  use  for  nighttime  sedation.  This  potential 
may  exist  for  several  days  following  discontinuation. 
Caution  against  hazardous  occupations  requinng 
complete  mental  alertness  (e  g.,  operating  machinery, 
driving).  Potential  impairment  of  performance  of  such 
acfivifies  may  occur  the  day  following  ingestion.  Not 
recommend^  for  use  in  persons  under  t5  years  of 
age.  Though  physical  and  psychological  dependence 
have  not  been  reported  on  recommended  doses, 
abrupt  discontinuation  should  be  avoided  with  gradual 
tapering  of  dosage  for  those  patients  on  medication 
for  a prolonged  period  of  time.  Use  caution  in  adminis- 
tering to  addiction-prone  individuals  or  those  who 
might  increase  dosage. 

Precautions:  In  elderly  and  debilitated  patients,  it  is 
recommended  that  the  dosage  be  limited  to  1 5 mg  to 
reduce  risk  of  oversedation,  dizziness,  confusion  and. 
or  ataxia.  Consider  potential  additive  effects  with  other 
hypnotics  or  CNS  depressants.  Employ  usual  precau- 
tions in  severely  depressed  patients,  or  in  those  with 
latent  depression  or  suicidal  tendencies,  or  in  those 
with  impaired  renal  or  hepatic  function. 

Adverse  Reactions:  Dizziness,  drowsiness,  light- 
headedness, staggering,  ataxia  and  falling  have 
occurred,  particuTarly  in  elderly  or  debilitated  patients. 
Severe  sedation,  lethargy,  disorientation  and  coma, 
probably  indicative  of  drug  intolerance  or  overdosage, 
have  b^n  reported.  Also  reported:  headache,  heart- 
burn. upset  stomach,  nausea,  vomiting,  diarrhea, 
constipation,  Gl  pain,  nervousness,  talkativeness, 
apprehension,  irritability,  weakness,  palpitations,  chest 
pains,  body  and  joint  pains  and  GU  complaints.  There 
have  also  been  rare  occurrences  of  leukopenia,  gran- 
ulocytopenia, sweating,  flushes,  difficulty  in  focusing, 
blurred  vision,  burning  eyes,  faintness,  hypotension, 
shortness  of  breath,  pruritus,  skin  rash,  dry  mouth, 
bitter  taste,  excessive  salivation,  anorexia,  euphoria, 
depression,  slurred  speech,  confusion,  restlessness, 
hallucinations,  and  elevated  SGOT  SGPT,  total  and 
direct  bilirubins,  and  alkaline  phosphatase;  and  para- 
doxical reactions,  e g.,  excitement,  stimulation  and 
hyperactivity. 

Dosage:  Individualize  for  maximum  beneficial  effect 
Adults:  30  mg  usual  dosage;  t5  mg  may  suffice  in 
some  patients.  Bderly  or  debilitated  patients:  15  mg 
recommended  initially  until  response  is  determined. 
Supplied:  Capsules  containing  15  mg  or  30  mg 
flurazepam  HCI. 
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BALANCING  QUALITY  CARE 
WITH  REASONABLE  COST: 


You’re 

a Professional. 

You  need  Professional 
Health  Insurance 
Coverage. 


nSNA 

Benefit  Plan  and  Trust 


MSMA  Benefit  Plan  and  Trust  is 
a superior  insurance  program  which 
fulfills  the  quality  of  coverage  and 
affordability  that  everyone  wants. 

Sponsored  by  the  Mississippi 
State  Medical  Association,  the 
MSMA  Benefit  Plan  and  Trust  offers 
life  and  health  benefits  to  physician 
members  of  MSMA, their  employees 
and  families. 


• $1,000,000  lifetime  benefits. 

• Life  Coverage  up  to  $50,000. 

• Broad  benefits  with  fair  and 
equitable  rates. 

• Management  by  and  for 
physicians. 

• Non-profit  and  administered 
at  lowest  possible  cost. 


For  Complete  Description  of  Benefits  Write: 

MSMA  Benefit  Plan  and  Trust 
P.O.Box  55509 
Jackson,  MS  39216 
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You  know  it's  not  your 
everyday  patient  problem. 
Alcoholism  is  far  different 
from  most  other  diseases. 
Patients  try  to  hide  it  from 
you.  They  resist  treatment, 
They  deny  they  have  the 
disease  at  all. 

Such  a complex  physical 
and  emotional  problem 
usuahy  requires  extensive 
evaluation.  And  interven- 


tion counseling  is  frequently 
needed. 

If  you  are  a specialist  in 
addiction  treatment,  you're 
equipped  to  deal  with  these 
problems.  If  not,  consider 
Brookwood  Recovery  Cen- 
ter as  your  specialist  and 
partner  in  the  treatment  of 
alcoholism  and  dmg  abuse. 
We're  a specialized  facility 
staffed  to  serve  both  your 


patient  and  patient's  family. 
Our  nationaUy  recognizea 
treatment  pro^ams  have 
given  us  one  of  the  best  re- 
covery rates  in  the  country. 
And  once  recovered,  your 
patients  and  their  farnilies 
return  to  being  the  kind  of 
patients  that  let  you  help 
them  once  again. 

For  further  information  on 
how  a Brookwood  Recovery 


Center  can  help  you  effec- 
tively treat  this  problem, 
caU  our  treatment  center  in 
Jackson  at  601/373-3355,  or 
1-800-237-2122  in  the  State 
of  Mississippi,  anytime, 
day  or  night. 
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Dear  Doctor: 

The  AMA  has  submitted  a proposal  to  the  Health  Care  Financing  Administration 
seeking  a grant  for  the  development  of  a relative  value  schedule  for  physi- 
cians * servi ces « The  proposal  was  in  response  to  HCFA’s  request  for  a RVS 
for  possible  use  in  evaluating  physician  services  under  Medicare.  The  new 
RVS  would  cover  physician  services  contained  in  the  AMA’s  CPT-IV. 

A professionally  developed  RVS  would  provide  the  basis  for  a fee 
schedule  that  could  be  an  acceptable  alternative  to  payment  based  on 
diagnosis-related  groups,  said  a report  adopted  by  the  AMA  House  of 
Delegates  in  December.  If  HCFA  accepts  the  proposal,  the  project 
would  be  led  by  a steering  committee  of  about  30  representatives, 
primarily  from  the  major  medical  specialties.  A 10-member  technical 
advisory  panel,  drawn  from  academia,  the  federal  government,  health 
consulting  firms,  and  the  health  insurance  industry,  also  would  play 
a strong  role  in  the  project. 

If  you  haven’t  returned  your  copy  of  the  Physicians  Professional  Activities 
Census  form,  please  plan  to  do  so.  All  physicians  in  the  U.S.  will  receive 
a copy  of  the  form,  which  is  distributed  by  the  AMA  every  four  years.  Com- 
pletion of  the  form  insures  accurate  classification  in  official  AMA  records 
and  in  the  American  Medical  Directory.  All  physicians  - AMA  members  and 
nonmembers  - are  listed  in  the  directory,  as  well  as  those  no  longer  in 
active  practice. 


MSMA's  Auxiliary  was  one  of  four  receiving  recognition  at  the  recent  AMA 
National  Leadership  Conference  for  success  in  registering  doctors  and  their 
families  to  vote  during  the  1984  MEDVOTE  campaign.  Mrs.  T.  D.  (Barbara) 
Blanton,  MSMA  Auxiliary  president,  accepted  the  award. 


Joseph  F.  Boyle,  M.D.,  president  of  the  AMA,  will  be  guest  speaker  during 
MSMA’s  117th  Annual  Session,  May  15-19,  in  Biloxi.  Plans  are  being  com- 
pleted now  for  this  year’s  meeting.  Watch  for  your  April  issue  of  Journal 
MSMA,  which  will  include  the  complete  program,  and  mark  these  important 
dates  on  your  calendaT. 


Sincerely, 


Patsy  Silver 
Managing  Editor 
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MISSISSIPPI  MEDICINE 
TODAY 


Na-K* balancing  act 

"The  sodium-potassium  ratio  in  the  diet  should  be  consid- 
ered a major  controlling  toctor  ot  blood  pressure,"  soys  Dr. 
Herbert  G.  Longford  ot  Jackson's  University  ot  Mississippi 
Medical  Center ' Among  cultures  with  a low  incidence  ot 
hypertension,  the  diet  consists  of  little  sodium  and  large 
amounts  of  potassium  from  fruits  and  vegetables.  As  sodium 
intake  increased  in  modern  civilizations  potassium 
decreased.  Dr.  Langford  thinks  that  low  potassium  may  be 
considered  an  "unindicted  co-conspirator  in  the  hypertension 
crime."  And  he  speculates  that  "efforts  to  increase  potassium 
intake  may  be  as  feasible  and  fruitful  as  efforts  to  decrease 
our  sodium  intake." 

Cartoon  classics-help  for  pain 

The  hospitalized  burned  child,  forced  to  cope  with  isolation, 
immobilization,  extreme  pain  and  disfigurement,  manifests 
severe  behavior  problems  during  treatment.  One  of  the  most 
difficult  management  problems  is  with  the  child  who  must 
endure  the  excruciating  pain  involved  in  the  open  treatment  of 
burns.  The  procedure,  used  tor  second-degree  burns, 
involves  exposure  of  the  wounds,  removal  of  burned  skin  and 
daily  coverage  wifh  antibacterials.  In  order  to  avoid  treatment, 
the  child  may  scream,  thrash  about,  cry  and  complain  ot 
pain— which  generally  worsens  with  time  as  nerve  endings 
heal  and  sensation  returns.  Even  experienced  health-care 
workers  have  become  taint  while  observing  the  suffering  of 
fhese  young  pafienfs. 

Dr.  Ronald  S.  Drabman  and  his  colleagues  in  the  Divi- 
sion of  Psychology  of  the  Department  of  Psychiatry  and  Hu- 
man Behavior  ot  the  University  ot  Mississippi  Medical  Center 
have  tested  a multicomponent  behavioral  approach  for 
reducing  pain  behavior  exhibited  by  severely  burned  children 
during  the  open  treatment  procedure.^  The  children,  two 
young  girls,  were  asked  to  choose  a television  cartoon  pro- 
gram, either  "Popeye"  or  "Bugs  Bunny,"  and  watch  it  closely 
during  treatment.  If  there  was  a 25%  or  more  reduction  in 
pain  behavior  from  the  level  at  baseline  sessions,  the  child 
was  rewarded  with  a star  placed  on  her  chart.  Both  chil- 
dren exhibited  less  pain  behavior  during  experimental  ses- 
sions than  during  baseline  sessions. 

In  keeping  with  ethical  considerations  and  the  appropri- 
ateness of  the  children's  reaction  to  pain,  the  goal  of  the 
study  was  not  to  suppress  or  eliminate  pain  behavior  com- 
pletely. The  researchers  believe  that  their  successful  disfrac- 
tion-and-reward  technique,  the  first  experimental  evaluation 
of  behavior  during  open  treatment,  will  point  the  way  to 
much-needed  clinical  research  in  this  area. 

1 5-minute  diagnosis  of  killer 
infection 


recognized  in  15  minutes  by  means  ot  a simple  assay  of 
ascitic  fluid.  Dr.  James  L.  Achord  and  his  University  of  Missis- 
sippi colleagues  roufinely  screen  cirrhofics  for  high  lacfic 
acid.  This  is  more  sensifive  fhan  conventional  WBC  counts 
and  avoids  many  false  posifives.  And,  says  Dr.  Achord,  mosf 
hospital  labs  are  already  equipped  to  do  the  test  for  one 
dollar^ 


^ / / 
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Spontaneous  bacterial  peritonitis,  a common  and  usually 
fatal  infection  among  alcoholic  cirrhotic  patients,  can  now  be 


References:  1.  Medical  News  JAMA  248.2951,  Dec  10,  1982  2.  Kelley  ML, 
et  al:  J AppI  Behav Anal17J A7A58,  Summer  1984  3.  Medical  World 
News,  Nov  22,  1982,  p 15 
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TODAY:  FOR  THE  PATIENT 
WITH  MIXED  DEPRESSION 
AND  ANXIETY 

A rational  approach,  combining 

- The  standard  antidepressant: 
amitriptyline 

- The  proven  anxiolytic  action  of 
Librium®  (chlordiazepoxide  HCI/Roche)® 

Marked  improvement  often  occurs  as  early  as  the  first  week 

Headache,  insomnia  or  Gl  upsets  associated  with  mixed  depression  and 
anxiety  often  respond  quickly 

Feeling  better,  patients  feel  encouraged  to  stay  the  course -therefore, 
fewer  dropouts:  P=  .006  compared  to  amitriptyline* 

Convenient  single  h.s.  dosing  sufficient  in  some  patients;  helps  patients 
with  mixed  depression  and  anxiety  sleep  through  the  night.  Patients 
should  be  cautioned  about  the  combined  effects  of  Limbitrol  with  alcohol 
and  other  CNS  depressants,  and  about  activities  requiring  complete 
mental  alertness  such  as  operating  machinery  or  driving  a car 


In  moderate  depression  and  anxiety 


IN  PLACE  OF 
LIMBITROL  5-12.5  WRITE: 


IN  PLACE  OF 
LIMBITROL  10-25  WRITE: 


Limbitrol' 

Each  tablet  contains  5 mg  chlordiazepoxide  and  12  5 mg  amitriptyline  (as  the  hydrochloride  salt) 


Each  tablet  contains  10  mg  chlordiazepoxide  and  25  mg  omitriptyline(os  the  hydrochloride  salt) 


(E 

(E 


Easier  to  remember. . . easier  to  prescribe 


♦Felghner  JR  efal:  Psyctiopharmacology  61  217-225,  Mar  22,  1979, 

Please  see  summary  of  product  information  on  following  page. 


LIMBITROL*  € Thinqulllzer-Antldepressant 

Before  prescribing,  please  consult  complete  product  Information,  a summary  of 
which  follows: 

Indications:  Relief  of  moderate  to  severe  depression  associated  with  moderote  to 
severe  anxiety 

Contraindications:  Known  hypersensitivity  to  benzodiazepines  or  tricyclic  antidepres- 
sants Do  not  use  with  monoamine  oxidase  (MAO)  Inhibitors  or  withih  14  days  follow- 
ing discontinuation  of  MAO  Inhibitors  since  hyperpyretic  crises,  severe  convulsions  and 
deaths  have  occurred  with  concomitant  use,  then  initiote  coufiously,  gradually  increas- 
ing dosage  until  optimal  response  Is  achieved  Contraindicated  during  acute  recovery 
phase  following  myocardial  infarction 

Warnings:  Use  with  great  core  in  patients  with  history  of  urinary  retention  or  angle- 
closure  glaucoma  ^vere  constipation  may  occur  in  patients  taking  tricyclic  antide- 
pressants and  anficholinergic-type  drugs  Closely  supervise  cardiovascular  patients 
(Arrhythmias,  sinus  tachycardia  and  prolongation  of  conduction  time  reported  with 
use  of  tricyclic  antidepressants,  especially  high  doses  Myocardial  infarction  and 
stroke  reported  with  use  of  this  doss  of  daigs ) Caution  patients  about  possible  com- 
bined effects  with  alcohol  and  other  CNS  depressants  and  ogoinst  hazardous  occu- 
pations requiring  complete  mental  alertness  (e  g , operating  machinery,  driving) 

Usage  in  Pregnancy:  Use  of  minor  tranquilizers  during  the  first  trimester 
should  almost  always  be  avoided  becouse  of  increosed  risk  of  congenital 
malfarmahons  as  suggested  in  several  studies.  Consider  possibility  of  preg- 
nancy when  instituting  therapy;  advise  patients  to  discuss  therapy  If  they 
intend  to  or  do  become  pregnant. 

Since  physical  ahd  psychological  dependence  to  chlordiozepoxide  have  been  reported 
rarely,  use  caution  in  administering  Limbitrol  to  addiction-prone  individuals  or  those 
who  might  increase  dosage;  withdrawal  symptoms  following  discontinuation  of  either 
component  alone  hove  been  reported  (nausea,  headache  and  malaise  for  amitripty- 
line, symptoms  [including  convulsions]  similar  to  those  of  barbiturate  withdrawal  for 
chlordiozepoxide) 

Precautions:  Use  with  coution  in  patients  with  a history  of  seizures,  in  hyperthyroid 
patients  or  those  on  thyroid  medication,  and  in  patients  with  impaired  renal  or  hepatic 
function  Because  ot  the  possibility  of  suicide  in  depressed  patients,  do  not  permit  easy 
access  to  large  quantities  in  these  patients  Periodic  liver  function  tests  and  blood 
counts  are  recommended  during  prolonged  treatment.  Amitriptyline  component  may 
block  action  of  guanethidine  or  similar  antihyperfensives  Concomitant  use  with  other 
psychotropic  drugs  has  not  been  evoluated,  sedative  effects  may  be  additive  Discon- 
tinue several  days  before  surgery  Limit  concomitant  administration  of  ECT  to  essential 
treatment  See  Warnings  for  precautions  about  pregnancy  Limbitrol  should  not  be 
token  during  the  nursing  period  Not  recommended  in  children  under  12,  In  the  elderly 
and  debilitated,  limit  to  smallest  effective  dosage  to  preclude  dtaxia,  overseddtion, 
confusion  or  anticholinergic  effects 

Adverse  Reactions:  Most  frequently  reported  are  those  associated  with  either  compo- 
nent alone:  drowsiness,  dry  mouth,  cohsfipation,  blurred  vision,  dizziness  and  bloat- 
ing Less  frequently  occurring  reactions  include  vivid  dreams,  impotence,  tremor, 
confusion  and  nosal  congestion  Many  depressive  symptoms  including  anorexia, 
fatigue,  weakness,  restlessness  and  lethargy  have  been  reported  os  side  effects  of  bofh 
Limbifrol  and  amitrlpfyline  Granulocytopenia,  jaundice  and  hepatic  dysfunction  have 
been  observed  rarely 

The  following  list  includes  adverse  reactions  not  reported  with  Limbitrol  but  requiring 
consideration  because  they  have  been  reported  with  one  or  both  components  or 
closely  related  drugs: 

Cardiovascular  Hypotension,  hypertension,  tachycardia,  palpitations,  myocardial 
infarction,  arrhythmias,  heart  block,  stroke 

Psychiatric  Euphoria,  apprehension,  poor  concentration,  delusions,  hallucinations, 
hypomania  and  increased  or  decreased  libido 

Neurologic  Incoordination,  ataxia,  numbness,  tingling  and  paresthesias  of  fhe  extrem- 
ities, extrapyromidal  symptoms,  syncope,  changes  in  EEG  patterns 
Anticholinergic  Disturbance  of  occommodafion,  parolyfic  ileus,  urinary  retention,  dila- 
tation of  urinary  frocf 

Allergic  Skin  rash,  urticaria,  photosensitization,  edema  of  face  and  tongue,  pruritus 
Hematologic  Bone  morrow  depression  including  agranulocytosis,  eosinophilio,  pur- 
pura, thrombocytopenia 

Gastroinlestinal  Nausea,  epigastric  distress,  vomiting,  anorexia,  stomatitis,  peculiar 
taste,  diorrheo,  black  tongue 

Endocrine  Testicular  swelling  and  gynecomastia  in  fhe  male,  breast  enlargement, 
galactorrhea  ond  minor  menstrual  irregularities  in  the  female,  elevation  and  lowering 
of  blood  sugar  levels,  and  syndrome  of  inappropriate  ADH  (antidiuretic  hormone) 
secretion 

Other  Heodache,  weight  gain  or  loss,  increased  perspiration,  urinary  frequency, 
mydriasis,  jaundice,  alopecia,  parotid  swelling 

Overdosage:  Immediately  hospitalize  patient  suspected  of  having  taken  an  overdose 
Treatment  is  symptomatic  and  supportive  I.V  administration  of  1 to  3 mg  physostig- 
mine  salicylate  has  been  reported  to  reverse  the  symptoms  of  amitriptyline  poisoning 
See  complete  product  information  for  manifestation  and  treatment 
Dosage:  Individualize  according  to  symptom  severity  and  patient  response  Reduce  to 
smallest  effective  dosage  when  sotistactory  response  is  obtained  Larger  portion  of 
daily  dose  moy  be  taken  of  bedtime  Single  h s dose  may  suffice  for  some  patients 
Lower  dosoges  are  recommended  for  the  elderly 

Limbitrol  DS  (double  strength)  Tablets,  Initial  dosage  of  three  or  four  tablets  daily  in 
divided  doses,  increased  up  to  six  tablets  or  decreased  to  two  tablets  dolly  as  required 
Limbitrol  Tablets,  initial  dosage  ot  three  or  four  tablets  daily  In  divided  doses,  for 
patients  who  do  not  tolerate  higher  doses 

How  Supplied:  Double  strength  (DS)  Tablets,  white,  film-coated,  each  containing 
10  mg  chlordiazepoxide  and  25  mg  amitriptyline  (as  the  hydrochloride  salt),  and 
Tablets,  blue,  film-coated,  each  containing  5 mg  chlordiazepoxide  and  12  5 mg 
amitriptyline  (as  the  hydrochloride  solt)— bottles  of  100  and  500,  Tel-E-Dose® 
pockoges  of  100,  Prescription  Poks  of  50 


ROCHE  PRODUCTS  INC 
Manati,  Puerto  Rico  00701 


helping  you  change  things 
for  the  better 

Canton  Exchange  Bank 

A FULL  SERVICE  BANK 

"Your  Account  Handled  in 
Strict  Confidence" 

Each  depositor  insured  ti 

Branch  Offices 

Canton  East  Branch  P I ^ 

Bank  Of  Madison  l I W 
Bank  Of  Ridgeland 

Federal  Deposit  Insurance  Corporation 


$100,000 

Branch  of 
First  National 
Bank, 

Jackson,  MS 


PRINTING-OFFICE  SUPPLIES 
EQUIPMENT— FURNITURE 


ILiihr, 


Premier  Printing  Company 

2485  West  Capitol  Jackson,  Mississippi 

Phone  352-4091 


Angina  comes  in 
many  forms... 


So  does 


SORBITRATF 

(SOSORBIDE  DINITFWE) 

Unsurpassed  flexibility 
in  nitrate  therapy. 


2.5  mg  5 mg  10  mg  5 mg  10  mg  5 mg  10  mg  20  mg  30  mg  40  mg 

Sublingual  Tablets  Chewable  Tablets  Oral  “Swallow”  Tablets 


40  mg 

Sustained  Action 
“Swallow”  Tablets 


© 1985  ICI  AMERICAS  INC. 


See  following  page  for  brief  summari^  of  prescribing  information. 


SORBITRATE 

(BOSOFBDEaNITFWE) 

Ptaata  conault  full  preacribing  InfonnatkNi  before  uae.  A summary  follows: 

INDICATIONS  AND  USAGE:  SORBITRATE  (isosortxde  dinitrate)  is  indicated  for  the  treatment 
and  prevention  ot  angina  pectons.  All  dosage  forms  of  isosorbide  dinitrate  may  be  used 
prophytactically  to  decrease  frequency  and  sevenf  y of  anginal  af  tacks  and  can  be  expected  to 
decrease  the  need  for  sublingual  nitroglycenn. 

The  sublingual  and  chewaUe  forms  of  the  drug  are  indicated  tor  acute  prophylaxis  of  angina 
pectons  when  taken  a tew  minutes  before  situations  likely  to  provoke  anginal  attacks  Because 
of  a slower  onset  of  effect,  the  oral  forms  ot  isosorbide  dinitrate  are  not  indicated  for  acute 
prophylaxis 

CONTRAINDICATIONS:  SORBITRATE  is  contraindicated  in  patients  who  have  shown 
purported  hypersensitivity  or  xliosyncrasy  to  it  or  other  nitrates  or  nitntes  Epinephnne  and 
related  compounds  are  ineffective  in  reversing  the  severe  hypotensive  events  associated  with 
overdose  and  are  contraindicated  in  this  situation 

WARNINGS:  The  benefits  ot  SORBITRATE  dunng  the  earty  days  of  an  acute  myocardial 
infarction  have  not  been  established  tf  one  elects  to  use  organic  nitrates  in  earty  infarction, 
hemodynamic  monitoring  and  frequent  clinical  assessment  should  be  used  because  of  the 
potential  deletenous  effects  of  hypotension 

PRECAUTIONS:  General:  Severe  hypotensive  response,  particularty  with  upnght  posture,  may 
occur  with  even  small  doses  of  SORBITRATE  The  drug  should  therefore  be  us^  with  caution  in 
subiects  who  may  have  blood  volume  depletion  from  diuretic  therapy  or  in  subjects  who  have 
low  systolic  blood  pressure  (eg,  below  90  mmHg)  Paradoxical  bradycardia  and  increased 
angina  pectons  may  accompany  nitrate-induced  hypotension  Nitrate  therapy  may  aggravate 
the  angina  caused  by  hypertrophic  cardiomyopathy 
Marked  symptomatic,  orthostatic  hypotension  has  been  reported  when  calcium  channel 
blockers  and  organic  nitrates  were  used  in  combination  Dose  adjustment  of  either  class  of 
agents  may  be  necessary 

Tolerance  to  this  dnjg  and  cross-tolerance  to  other  nitrates  and  nitrites  may  occur  Tolerance 
to  the  vascular  and  antianginal  effects  of  isosorbide  dinitrafe  or  nitroglycenn  has  been 
demonstrated  in  clinical  tnals,  expenence  through  occupational  exposure,  and  in  isolated 
tissue  expenments  in  the  laboratory  The  importance  of  tolerance  to  the  appropriate  use  of 
isosorbide  dinitrate  in  the  management  of  patients  with  angina  pectons  has  not  been 
determined  However,  one  clinical  tnal  using  treadmill  exercise  tolerance  (as  an  end  point)  found 
an  8-hour  duration  of  action  of  oral  isosorbrie  dinitrate  following  the  first  dose  (after  a 2-week 
placebo  washout)  and  only  a 2-hour  duration  of  effect  of  the  same  dose  after  1 week  of 
repetitive  dosing  at  conventional  dosing  intervals  On  the  other  hand,  several  trials  have  been 
able  to  differentiate  isosorbide  dinitrate  from  placebo  after  4 weeks  of  fherapy  and,  in  open 
tnals,  an  effect  seems  detectable  for  as  long  as  several  months 
Tolerance  clearly  occurs  in  industnal  workers  continuously  exposed  to  nitroglycenn 
Moreover,  physical  dependence  also  occurs  since  chest  pain,  acute  myocardial  infarction,  and 
even  sudden  death  have  occurred  during  temporary  withdrawal  of  nitroglycerin  from  the 
workers  In  clinical  trials  in  angina  patients,  there  are  reports  of  anginal  atfacks  being  more 
easily  provoked  and  of  rebound  in  the  hemodynamic  effects  soon  after  nitrate  withdrawal  The 
relative  importance  of  these  observations  to  the  routine,  clinical  use  of  isosorbide  dinitrate  is  not 
known  However,  it  seems  prudent  to  gradually  withdraw  patients  from  isosorbde  dinitrate 
when  the  therapy  is  being  terminated,  rather  than  stopping  the  drug  abruptly 
Infonnation  for  Patieinis:  Headache  may  occur  during  initial  therapy  with  SORBITRATE 
Headache  is  usually  relieved  by  the  use  of  standard  headache  remedies  or  by  lowering  the 
dose  and  tends  to  disappear  after  the  first  week  or  two  of  use 
Drug  Interactions:  Alcohol  may  enhance  any  marked  sensitivity  to  the  hypotensive  effect  of 
nitrates. 

Isosorbide  dinitrate  acts  directly  on  vascular  smooth  muscle,  therefore,  any  other  agent  that 
depends  on  vascular  smooth  muscle  as  the  final  common  path  can  be  expected  to  have 
decreased  or  increased  effect  depending  on  the  agent 
Cardnogenests,  Mutagenesis,  Impairment  of  Fertility:  No  long-term  studies  in  animals 
have  been  performed  to  evaluate  the  carcinogenic  potential  of  this  drug  A modified  fwo-litter 
reproduction  study  in  rats  fed  isosorbide  dinifrate  at  25  or  100  mg/kg/day  del  not  reveal  any 
effects  on  fertility  or  gestation  or  any  remarkable  gross  pathology  in  any  parent  or  offspring  fed 
isosorbde  dinitrafe  as  compared  with  rats  fed  a basal-controlled  diet 
Pregnancy  Category  C;  isosorbide  dinitrate  has  been  shown  to  cause  a dose-related 
increase  in  embryotoxicity  (increase  in  mummified  pups)  in  rabbits  at  oral  doses  35  and  150 
times  the  maximum  recommended  human  daily  dose  There  are  no  adequate  and 
well  controlled  studies  in  pregnant  women  SORBITRATE  should  be  used  during  pregnancy 
only  it  the  potential  benefit  justifies  the  potential  nsk  to  the  fetus 
Nursing  Mothers:  It  is  not  known  whether  this  drug  is  excreted  in  human  milk  Because 
many  drugs  are  excreted  in  human  milk,  caution  should  be  exercised  when  SORBITRATE  is 
administered  to  a nursing  woman 

Pediatric  Use:  The  safety  and  effectiveness  of  SORBITRATE  in  children  has  not  been 
estabished 

ADVERSE  REACTIONS:  Adverse  reactions,  particularly  headache  and  hypotension,  are 
dose-related  In  clinical  trials  at  various  doses,  the  following  have  been  observed 
Headache  is  the  most  common  (reported  incdence  varies  widely,  apparently  being 
dose-related,  with  an  average  occurrence  of  abouf  25%)  adverse  reaction  and  may  be  severe 
and  persistent  Cutaneous  vasodilation  with  flushing  may  occur  Transient  episodes  of 
dizziness  and  weakness,  as  well  as  other  signs  of  cerebral  ischemia  associafed  with  jxistural 
hypotension,  may  occasionally  develop  (the  incidence  of  reported  symptomatic  hypotension 
ranges  from  2%  to  36%)  An  occasional  individual  will  exhibt  marked  sensitivity  to  the 
hypotensive  effects  of  nifrates  and  severe  responses  (nausea,  vomiting,  weakness,  restless- 
ness, pallor,  perspiration,  and  collapse)  may  occur  even  with  the  usual  therapeutic  dose  Drug 
rash  and/or  exfoliative  dermatitis  may  occasionally  occur  Nausea  and  vomiting  apF>ear  to  be 
uncommon  Case  reports  of  clinically  significant  methemoglobinemia  are  rare  at  conventional 
doses  of  organic  nitrates  The  formation  of  methemoglobn  is  dose-related  and,  in  the  case  of 
genetic  abnormalities  of  hemoglobin  that  favor  methemoglobin  formation,  even  conventional 
doses  of  organic  nitrate  could  produce  harmful  concentrations  of  methemoglobin, 

DOSME  AND  ADMINISTRATION:  For  the  treatment  of  angina  pectoris,  the  usual  starting 
dose  for  suWingual  SORBITRATE  is  2.5  to  5 mg;  for  chewaUe  tabets,  5 mg;  for  oral  (swallowed) 
taWets,  5 to  20  mg,  and  lor  controlled-release  forms,  40  mg 
SORBITRATE  should  be  titrated  upward  until  angina  is  relieved  or  side  effects  limit  the  dose 
In  ambulatory  patients,  the  magnitude  of  the  incremental  dose  increase  should  be  guided  by 
measurements  of  standing  blood  pressure 

The  initial  dosage  of  sublingual  or  chewable  SORBITRATE  for  prophylactic  therapy  in  angina 
pectoris  patients  is  generally  5 or  10  mg  every  2 to  3 hours  Adequate  controlled  clinical  studies 
demonstrating  the  effectiveness  ot  chronic  maintenance  therapy  with  these  dosage  forms 
have  not  been  reported 

SORBITRATE  in  oral  doses  of  10  to  40  mg  given  ever y 6 hours  or  in  oral  controlled-release 
doses  of  40  to  80  mg  given  ever  y 8 to  12  hours  is  generally  recommended  The  exteni  1o  which 
development  of  tolerance  should  modify  the  dosage  program  has  not  been  defined  The  oral 
controlled-release  forms  of  isosorbrde  dinitrafe  should  not  be  chewed 
DOSAGE  FORMS  AVAILABLE:  Sublingual  Tablets  (2  5, 5, 10  mg),  Chewable  Tablets  (5, 10  mg). 
Oral  Tablets  (5, 10, 20, 30, 40  mg).  Sustained  Action  Tablets  (40  mg) 


STUART  PHARMACEUTICALS 

Division  of  ICI  Am6riC3S  Inc. 

Wilmington,  DE  19897 


Be  prepared,  Doctor.  More  patients 
will  be  asking  about  colorectal  cancer. 
According  to  a sur\’ey*  conducted  by  the 
American  Cancer  Societ\’,  many  people 
would  like  to  receive  more  information 
about  colorectal  cancer,  and  83%  said 
they  would  want  to  be  checked  for  it. 
Further,  they  are  learning  that  this  cancer 
can  be  detected  before  symptoms  appear. 
The  present  cure  rate  is  44%.  The  cure 
rate  could  be  as  high  as  75%,  with  earl\- 
deteaion  and  appropriate  management. 

For  asymptomatic  persons  the  Societ)' 
recommends  annual  digital  rectal  e.xam- 
ination  at  age  aO  and  over;  at  age  50  and 
over,  an  annual  .stool  blood  test,  as  well  as 
sigmoidoscopy  e\  er\’  three  to  hve  years, 
following  two  initial  annual  negative 
sigmoidoscopies. 

We’re  here  to  help.  You  can  reach  us  at 
your  local  American  Cancer  SocieB'  ofhee 
or  write  to  Our  Professional  Education 
Department  at  National  1 leadquarters, 

90  Park  Avenue,  New  4brk,  N.Y  10016. 

Ask  about  the  Societ\’’s  Ccdorectal  Check 
program  of  profe.ssional  and  public 
education  for  the  early  detection  of 
colorectal  cancer. 
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Present 


MPM 


1000 


MEDICAL  PRACTICE  MANAGEMENT  SYSTEMS 
Available  through  SMA  Physicians  Purchasing  Program 

•Discounts  on  IBM  and  Texas  Instruments  Hardware  ’Discounts  on  Software  *Now  Available  on  New  IBM  PC/AT 

MPM  1000  the  complete  system  includes: 

’Hardware  (IBM  or  Texas  Instruments) 

’Software 
’T  raining 

’After  Sale  Support 

’Solo,  Group  Practice  or  Clinic  Systems 
Designed  to  work  in  all  aspects  of  practice  management 
Standard  Programs  include:  Optional  Programs  include: 


’Patient  Profiles 
’Accounts  Receivable/Billing 
’Insurance  Processing/Tracking 
’Collection  System 
’Recall  Notices 

’Full  line  of  Management  Reports 
’And  much  more  . . . 


’Word  Processing 
’General  Ledger 
’Accounts  Payable 
’Payroll 

’Inventory  Control 
’Appointment  Scheduling 


Want  more  information?  Call  or  write  for  detailed  brochure  Call  Southern  Medical  at  205-945-1840 


YES! 


or 


Curtis  1000  Information  Systems  at 
800-241-4780  in  Ga  404-491-1000 


I would  like  to  know  more  about  the  MPM  1000. 

□ SMA  Member 

□ I am  not  an  SMA  Member 


Name 


Address 


City 


State 


Zip 


Office  Phone 


Mail  to:  CURTIS  1000  INFORMATION  SYSTEMS 
2296  Henderson  Mill  Road 
Suite  402 

Atlanta,  Georgia  30345 


Income  Protection 

$30,000* 


Tax  Free  Each  Year  When  You  Are  Disabled 

• Broad  Disability  Definitions. 

• Residual  Disability  Benefits  paid  when  you  continue  to 
suffer  income  loss  upon  return  to  work. 

• Inflation  Protection  Rider  helps  replace  buying  power  of 
your  benefit  lost  to  inflation. 

• Choice  of  Benefit  Period. 

• Choice  of  Waiting  Period. 

• Underwritten  by  INI\ 

. . . Founded  in  1792,  Insurance  Company  of  North  America  is 
one  of  the  oldest  and  strongest  insurance  companies  in  the 
United  States. 

* Based  on  $2,500  Monthly  Benefits 


Insurance  With  Innovation 

For  Complete  Information  Contact: 


Thomas 


GROUP  INSURANCE  ADMINISTRATORS 

P.O.Box  5048  • Suite  365  Woodland  Hills  Building  • 3000  Old  Canton  Road  • Jackson,  MS  39216 

(601)366-2406 


Voluntary  Fee  Freeze 
Saved  $1.5  Billion 


Chicago,  IL  - The  strong  compliance  of  physicians 
with  the  AMA’s  call  for  a voluntary  fee  freeze 
saved  patients  $1.5  billion.  Nearly  80%  of  all 
physicians  voluntarily  cooperated  with  the  fee  freeze.  Physicians  are  urged 
to  continue  considering  each  patient’s  financial  needs  when  setting  charges  - 
especially  for  the  unemployed,  the  uninsured,  and  those  on  Medicare  - and  to 
accept  reduced  fees  or  none  at  all  when  warranted. 


Hospitals  Certified  Jackson,  MS  - Seventeen  of  24  hospitals  surveyed 

For  Swing  Bed  Program  for  participation  in  the  "swing  bed"  program  have 

been  certified.  It  is  anticipated  that  15  more 
will  be  certified  this  year,  according  to  the  Mississippi  Health  Care 
Commission.  Effectiveness  of  the  swing  bed  program  can  not  be  ascertained 
at  this  date,  the  MHCC  says,  but  early  Indications  are  that  it  is  meeting 
real  needs  for  certain  patients. 


Regs  Hit  Rural  Chicago,  IL  - Hospitals  across  the  nation  have 

Hospitals  Hardest  cut  utilization  in  response  to  tighter  Medicare 

pa3nnent  policies,  but  the  hardest  hit  have  been 
small  hospitals  in  rural  areas,  according  to  a report  in  the  Feb.  14  AM  News. 
Average  census  for  hospitals  with  less  than  50  beds  plummeted  to  34%, 
compared  with  65%  for  all  hospitals.  Hospitals  with  less  than  25  beds  were 
in  the  red  last  year.  Of  224  such  hospitals,  82%  are  in  rural  areas. 


Reporting  System  Chicago,  IL  - New  procedures  using  the  AMA 

For  Licensure  Actions  Physician  Masterfile  will  alert  state  licensing 

boards  when  a physician  has  had  a licensure 
action  taken  against  him  or  her  in  other  states.  Use  of  the  computerized 
masterfile  will  speed  communication  between  licensing  bodies.  In  addition 
to  the  new  procedure,  AMA  is  working  with  state  and  federal  agencies  in 
investigating  credentialing  abuses. 


Increasing  Pressures  Chicago,  IL  - Physicians  overwhelmingly  expect 

For  Cost  Containment  increasing  pressure  from  government  and  business 

to  contain  costs.  The  AMA  Department  of  Survey 
and  Opinion  Research  reported  that  87%  of  physicians  in  a survey  said  that 
government  or  business  pressures  on  medicine  to  contain  costs  would  increase 
in  the  near  future,  while  only  1%  said  that  the  pressures  would  decrease; 

53%  report  business  more  involved  with  health  issues  in  their  communities. 
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WANTED 

Board  Certified  physicians  or 
finishing  residents  in  the  following 
specialties  who  desire  an  attractive 
alternative  to  civilian  practice: 

GENERAL  SURGERY 
ORTHOPEDIC  SURGERY 
NEUROSURGERY 
OTOLARYNGOLOGY 
CHILD  PSYCHIATRY 
PEDIATRICS 
MEDICAL  RESEARCH 
DIAGNOSTIC  RADIOLOGY 


Positions  are  available  at  both  Army  teaching  facilities  and 
community  hospitals  throughout  the  Southeastern  United  States. 

Every  Army  physician  is  a commissioned  officer.  The  Army  offers  a 
rewarding  practice  without  the  burdens  of  malpractice  insurance 
premiums  and  other  non-medical  distractions. 

Army  medicine  provides  a reasonable  salary  while  stressing  a good 
clinical  practice.  Some  positions  offer  teaching  appointments  in  an 
affiliated  status  with  nearby  civilian  medical  schools  or  teaching 
programs.  The  Army  might  be  just  the  right  prescription  for  you  and 
your  family. 

To  obtain  more  information  on  eligibility,  salary,  and  fringe  benefits 
write  or  call  collect: 

NORTHERN 


AMEDD  Personnel  Counselor 
Mid-Memphis  Tower 
Building 
Suite  407 

1407  Union  Avenue 
Memphis,  TN  38104 
(901)  725-4445 


SOUTHERN 

AMEDD  Personnel  Counselor 
144  Elk  Place 
Suite  1504 

New  Orleans,  LA  70112 
(504)  589-2373 
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ORIGINAL  PAPERS 


Urticaria  and  Angioedema 

BERNARD  BOOTH,  M.D. 

Jackson,  Mississippi 


There  have  been  remarkable  advances  in  immunol- 
ogy and  an  increase  in  information  concerning  some 
of  the  rarer  forms  of  physical  urticaria. ^ In  addi- 
tion, biopsy  studies,  histamine  levels,  and  a host  of 
other  screening  procedures  have  now  been  per- 
formed in  a large  number  of  patients  with  other  types 
of  urticaria.  Despite  this,  there  remains  no  univer- 
sal or  unifying  hypothesis  for  either  the  pathophys- 
iology or  the  etiology  of  urticaria.  Acute  urticaria 
usually  disappears  spontaneously  regardless  of  the 
therapeutic  approach.  Conversely,  chronic  urticaria 
appears  to  remain  a clinical  syndrome  with  multiple 
precipitating  causes,  multiple  proposed  mechan- 
isms, and  multiple,  frequently  ineffective,  therapeu- 
tic approaches.  An  etiologic  agent  or  precipitating 
cause  is  established  in  only  5 to  20%  of  patients  after 
receiving  a thorough  evaluation.^'  ^ 

The  clinical  approach  to  such  patients  varies 
widely.  However,  almost  all  authorities  agree  on  the 
first  therapeutic  and  diagnostic  maneuver.  “All 
medications  should  be  considered  a potential  cause 
of  urticaria  and  angioedema,  and  any  unnecessary 
ones  should  be  promptly  eliminated.  These  include 
aspirin,  vitamins,  cold  tablets,  hemorrhoid  supposi- 
tories, birth  control  tablets  and  others.”^ 

This  policy  seems  to  be  universally  endorsed  but 
seldom  applied. 

Methods 

The  charts  of  50  consecutive  patients  with  chronic 
urticaria  were  reviewed.  All  but  five  had  been  re- 
ferred by  physicians  to  the  author  for  an  allergic 
evaluation.  All  but  two  patients  had  previously  seen 
physicians  specifically  for  urticaria.  Only  patients 

Dr.  Booth  is  engaged  in  the  private  practice  of  allergy  and 
immunology  in  Jackson,  MS. 


The  author  reports  on  a review  of  charts  of 
50  consecutive  patients  with  chronic  urticar- 
ia. He  comments  that  physicians  should  re- 
member to  question  patients  about  nonpre- 
scription as  well  as  prescription  medica- 
tions. He  reminds  that  the  possible  causes  of 
chronic  urticaria  are  innumerable  and  urges 
against  beginning  an  extensive  search  for  a 
cause  before  the  possibility  of  a drug  in- 
duced reaction  has  been  excluded. 


whose  urticaria  had  persisted  over  eight  weeks  were 
included  in  the  review. 

Results 

Forty-five  of  the  patients  were  taking  medication 
for  the  treatment  of  their  urticaria.  These  medica- 
tions were  primarily  antihistamines,  but  many  pa- 
tients had  received  epinephrine  and  corticosteroids. 
Some  had  received  cimetidine  and  some  minor  tran- 
quilizers or  antidepressant  medications.  Only  five  of 
the  50  patients  had  never  taken  any  medication  spe- 
cifically for  the  treatment  of  their  urticaria. 

Excluding  medication  for  the  treatment  of  their 
urticaria,  other  medications  had  been  taken  regularly 
by  40  of  these  patients,  usually  daily,  but  at  least 
once  weekly  until  the  day  of  evaluation.  Thirty- 
seven  of  these  patients  were  taking  nonprescription, 
over-the-counter  medications  at  least  once  each 
week.  Twenty-three  were  taking  medications  reg- 
ularly by  prescription.  Though  48  of  the  50  patients 
had  seen  physicians  specifically  for  urticaria,  only 
ten  patients  had  been  instructed  and  were  no  longer 
taking  medications  regularly.  Twenty  patients  con- 
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tinued  to  take  both  nonprescription  and  prescription 
medications  on  a regular  basis. 

Discussion 

Retrospective  review  of  charts  could  not  make 
available  some  very  important  information.  How 
many  of  these  patients  were  told  by  previous  physi- 
cians to  stop  all  medications?  Many  of  them  had 
definitely  been  told  to  stop  all  medications  but  for 
numerous  reasons  had  not.  Many  patients  denied 
taking  any  medications,  and  then,  after  specific 
questioning,  admitted  taking  aspirin  or  other  pain 
relievers,  laxatives,  birth  control  pills,  vitamins, 
cold  preparations,  or  hemorrhoid  suppositories. 
Many  patients  mistakenly  believed  that  a medication 
they  had  taken  regularly  for  years,  or  one  that  had 
been  taken  previously  without  difficulty,  could  not 
be  the  sudden  source  of  difficulty.  Unlike  physicians 
most  patients  are  startled  when  confronted  with  the 
fact  that  each  exposure  to  any  medication  increases 
the  likelihood  of  an  adverse  reaction. 

Obviously,  as  physicians  we  must  remember  to 
question  patients  more  closely  regarding  nonpre- 
scription as  well  as  prescription  medications.  We 
must  continue  to  try  to  educate  patients  regarding  the 


innate  risks  in  taking  any  medication.  Specifically, 
we  should  remember  that  the  possible  causes  of 
chronic  urticaria  are  innumerable.  Searching  for  the 
rarer  causes  of  urticaria  can  exhaust  patients  physi- 
cally, emotionally  and  financially.  In  addition,  such 
an  evaluation  is  usually  unsuccessful.  Such  a search 
may  be  necessary  in  rare  cases.  Certainly  it  is  in- 
appropriate to  begin  such  an  evaluation  before  the 
possibility  of  a drug  induced  reaction  has  been  ex- 
cluded. ★★★ 

_ , 940  North  State  Street  (39201) 
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Radiological  Seminar  CCXLII: 

Role  of  Scintigraphy  and  Ultrasound 
In  Evaluation  of  Scrotal  Mass 


BHARTI  R.  PATEL,  M.D. 

Jackson,  Mississippi 

Scrotal  masses  can  arise  from  various  pathologi- 
cal processes  of  the  testis,  epididymis,  spermatic 
cord  and  vessels,  testicular  appendage  and  tunical 
vaginalis.  A patient  with  a scrotal  mass  may  present 
with  acute  painful  scrotal  swelling  or  chronic  scrotal 
swelling.  Chronic  scrotal  swelling  may  be  painless, 
or  it  may  be  responsible  for  some  discomfort  in  the 
scrotum.  Until  1973,  before  the  availability  of  scro- 
tal scanning  by  scintigraphic  procedures  or  ultra- 
sound modality,  diagnostic  procedures  for  scrotal 
mass  were  limited  to  urinalysis,  physical  examina- 
tion and  history.  In  those  days  the  motto  “when  in 
doubt,  explore”  resulted  in  unnecessary  scrotal 
surgery  in  many  patients. 

The  introduction  of  radionuclide  scrotal  scintigra- 
phy and  ultrasound  imaging  of  scrotal  contents 
greatly  assisted  in  the  evaluation  of  acute  and  chron- 
ic scrotal  masses. 

Acute  Painful  Scrotal  Mass 

Acute  painful  scrotal  mass  can  result  from  the 
following  pathological  conditions: 

1 . Acute  testicular  torsion 

2.  Acute  epididymitis  and/or  orchitis 

3.  Trauma  (hematoma  of  testis  or  injury  to  testis) 

4.  Torsion  of  testicular  appendage 

5.  Thrombosis  of  scrotal  vein 

6.  Incarcerated  hernia 

In  the  patient  with  acute  painful  scrotal  mass,  the 
vast  majority  will  be  due  to  either  torsion  of  testis  or 
acute  epididymitis  and/or  acute  orchitis.  Torsion  of 
testis  is  the  most  common  scrotal  pathology  in 
pediatric  age  group  patients  and  young  adults.  Epi- 
didymitis is  the  more  common  cause  for  acute  pain- 
ful scrotal  mass  in  patients  in  their  twenties.  Clini- 
cally, it  may  not  be  possible  to  differentiate  between 
these  two  conditions. 


Sponsored  by  the  Mississippi  Radiological  Society. 

From  the  Department  of  Radiology,  University  Medical  Center, 
Jackson,  MS. 


The  distinction  between  testicular  torsion  and 
acute  epididymitis  is  not  always  possible  because  of 
overlapping  ages  of  peak  incidence  and  shared 
symptoms.  It  is  important  to  make  quick  diagnosis 
of  testicular  torsion  for  salvation  of  testicular  func- 
tion. Immediate  surgery  is  indicated  in  testicular 
torsion.  Scrotal  scintigraphy  can  be  performed  as  an 
emergency  procedure  and  is  an  ideal  procedure  for 
evaluation  of  acute  scrotal  swelling.  It  offers  about 
95%  accuracy  in  diagnosing  acute  testicular  torsion 
and  takes  only  about  ten  minutes  of  imaging  time. 
99m-Tc  pertechnetate  is  used  intravenously  for  the 
procedure.  A rapid  sequence  blood  flow  study  of 
scrotum  is  followed  by  static  scrotal  image. 
Bilaterally  symmetrical  scrotal  perfusion  would  be 
noted  on  scrotal  blood  flow  study.  Bilaterally  sym- 
metrical activity  would  be  noted  in  scrotum  on  static 
image. 

Normally  the  blood  flow  to  the  scrotum  and  its 
contents  is  very  small.  To  facilitate  the  evaluation  of 
the  scrotal  scintiscan,  either  separating  thighs  or 
placing  a lead  shield  under  the  scrotum  and  covering 
upper  thighs  with  a lead  shield  should  be  done  during 
the  study,  whenever  possible.  Normal  testicular 
activity  is  of  approximately  the  same  intensity  as  the 
soft  tissues  of  the  thigh.  However,  when  the  scrotum 
overlies  the  thigh,  the  scrotal  activity  may  appear 
more  because  of  superimposed  thigh  and  scrotal 
activity. 

Testicular  Torsion 

Testicular  torsion  classically  presents  in  the  pre- 
pubertal or  the  adolescent  male  with  sudden  onset  of 
severe  testicular  pain  on  the  affected  side.  Scinti- 
graphic findings  are  characteristic.  A static  scrotal 
scintiscan  will  demonstrate  an  oval  area  of  absent 
activity  in  the  region  of  torsed  testis.  Perfusion  of  the 
torsed  testis  is  slightly  decreased  or  may  not  be 
appreciated  on  rapid  sequence  blood  flow  study. 
Approximately  six  hours  after  torsion,  one  would 
see  a rim  of  increased  activity  surrounding  the 
photon  deficient  area  (see  Figure  1).  The  rim  of 
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increased  activity  represents  scrotal  hyperemia 
around  the  torsed  testis.  The  intensity  of  increased 
activity  of  the  rim  may  vary  depending  on  the  time 
interval  after  the  testicular  torsion. 

Acute  Epididymitis  or  Epididymo-orchitis 

Inflammatory  lesions  constitute  the  majority  of 
diseases  affecting  the  epididymis  in  post  pubertal 
males.  About  50%  of  the  patients  with  acute  epi- 
didymitis have  fever  and  dysuria  and  have  abnormal 
urinary  findings.  The  radioisotope  rapid  sequence 
blood  flow  study  shows  evidence  of  hyperemia  on 
the  symptomatic  side  of  the  scrotum  (see  Figure  2 A) 
and  subsequent  static  image  also  shows  increased 
activity  in  the  same  hemiscrotum  (see  Figure  2B). 
Increased  activity  in  the  spermatic  cord  region,  on 


Figure  1.  Testicular  torsion.  The  static  image  of  the 
scrotum  shows  photon  deficient  area  in  the  left  hemiscro- 
tum representing  torsed  left-testis  (T)  which  is  surrounded 
by  rim  of  increased  activity  (arrows)  representing  scrotal 
hyperemia.  Note  the  superimposed  right  thigh  and  right 
hemiscrotal  activity’  in  normal  right  testis. 


Figure  2.  Acute  epididymo-orchitis.  Rapid  sequence 
blood flow  study  of  the  scrotum  (A)  shows  increased  blood 
flow  through  right  testicular  and  right  deferential  artery 
and  right  hemi.tcrotum.  Static  image  of  the  scrotum  (B) 
shows  increased  activity  in  the  right  spermatic  cord  re- 
gion (open  arrow)  and  increased  activity  in  right  hemi- 
scrotum (solid  arrow). 


the  affected  side,  represents  increased  perfusion 
through  testicular  and  deferential  artery.  This  find- 
ing is  noted  on  rapid  blood  flow  study  and  static 
images  of  scrotal  scintigraphy.  In  patients  with  epi- 
didymitis, exploratory  surgery  can  be  avoided  by 
accurate  diagnosis  provided  by  scintigraphy. 

Testicular  Trauma 

The  scintigraphic  findings  may  vary  according  to 
severity  of  the  injury  to  the  scrotum.  A patient  may 
have  hematoma  following  injury  to  the  testis  which 


Figure  3.  Testicular  trauma.  Hematoma  in  right  hemi- 
scrotum (H)  is  represented  by  photon  deficient  area  in  the 
right  hemiscrotum.  Patient  had  sustained  injury  to  right 
hemiscrotum  a few  hours  before  the  scrotal  scintiscan. 


Figure  4.  Torsion  of  testicular  appendage . No  abnor- 
mality is  noted  in  blood  flow  study  of  scrotum  (A).  A small 
area  of  photon  deficiency  in  torsed  right  testicular  ap- 
pendage (arrow)  is  shown  on  the  static  image  of  the 
scrotum  (B). 
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may  be  responsible  for  the  photon  deficient  area  seen 
in  the  affected  hemiscrotum  (see  Figure  3).  In  a 
patient  with  a history  of  trauma,  careful  correlation 
of  the  scrotal  scintiscan  with  the  history  of  the  type 
and  severity  of  the  trauma  and  duration  of  interval 
after  trauma  is  valuable.  Ultrasound  modality  can  be 
very  helpful  for  further  evaluation  of  scrotal  patholo- 
gy in  patients  with  scrotal  trauma. 

Torsion  of  Testicular  Appendage 

Clinically  this  condition  may  be  mistaken  with 
subacute  epididymitis.  As  the  symptoms  may  be 
very  mild  in  many  patients,  the  condition  may  fre- 
quently escape  diagnosis.  It  is  primarily  a disease  of 
adolescents.  It  represents  torsion  of  the  most  cranial 
portion  of  paramesonephric  duct.  It  is  attached  to  the 
upper  pole  of  the  testis.  It  may  show  a small  photon 
deficient  area  on  a scrotal  static  scintiscan  (see  Fig- 
ure 4B).  No  particular  abnormality  is  usually  noted 
in  rapid  sequence  blood  flow  study  of  the  scrotum 
(see  Figure  4A).  If  correctly  diagnosed,  excision  of 


torsed  testicular  appendage  would  provide  prompt 
symptomatic  relief. 

Sonography  of  Scrotal  Mass 

In  ultrasound  the  recent  development  of  Doppler 
ultrasonic  flowmeters  has  provided  a sensitive,  reli- 
able technique  for  assessing  blood  flow  to  the  testis 
which  has  increased  diagnostic  accuracy  of  torsion 
of  testis  and  acute  epididymitis  over  clinical  ex- 
amination. The  accuracy  rate  of  Doppler  studies  in 
evaluating  acute  torsion  versus  acute  epididymitis  is 
reported  to  be  up  to  88%.  Scintiscan  has  higher 
accuracy  rate  in  evaluation  of  acute  testicular  torsion 
versus  acute  epididymo-orchitis.  For  evaluation  of 
chronic  scrotal  mass,  scintiscan  has  very  little  to 
offer.  Ultrasonography  is  found  to  be  helpful  in 
evaluation  of  chronic  scrotal  masses  in  many  pa- 
tients. For  evaluation  of  scrotal  trauma,  ultrasound 
is  indicated.  ★★★ 

2500  North  State  Street  (39216) 


PHYSICIANS  NEEDED 

Mississippi  Disability  Determination  Services 
has  need  of  physicians  to  serve  as  consultants  to 
medical  examiners.  This  is  a part-time  position.  The 
basic  requirements  are:  1)  an  unencumbered 
license  to  practice  medicine  in  Mississippi  and  2) 
facility  in  the  English  language.  Those  interested 
should  call  Deborah  Warriner,  Medical  Staff  Coor- 
dinator. WATS-1 -800-962-2230,  Extension  2153; 
Jackson,  922-681  1,  Ext.  2153. 

Physicians  (especially  specialists  such  as 
ophthalmologists,  pediatricians,  orthopedists, 
neurologists,  etc.)  interested  in  performing  con- 
sultative evaluations  (according  to  Social  Security 
guidelines)  should  contact  one  of  the  following 
Medical  Relations  Officers:  Henry  Klar  (Ext.  2276) 
or  Martina  Mayfield  (Ext.  2227). 

The  DDS  now  has  a program  available  for  medi- 
cal society  meetings  and  hospital  staff  meetings. 
The  purpose  of  this  program  is  to  explain  how  the 
disability  determination  process  works,  its  histori- 
cal background,  its  basis  in  legality  and  its  docu- 
mentation requirements.  Any  group  interested  in 
this  presentation  should  contact  John  S.  Barr,  M.  D., 
Ext.  2277. 
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“When  I realized  my  chances  of 
becoming  disabled  by  age  65 
were  three  times  greater  than  the 
chances  of  death  . . . 

I compared  disability  insurance 
plans.  And  I decided  that  my 
MSMA-endorsed  disability  in- 
surance plan 

SERVES  ME  BEST! 

It’s  not  group  insurance,  but  an 
individually-owned  policy 
which  is  non-cancellable  and 
guaranteed  renewable. 


If  you’re  a member  of  the  Mississippi  State  Medical  Association  you  may  be 
eligible  for  this  outstanding  professional  disability  plan  at  discounted  pre- 


miums. 


Non-cancellable,  guaranteed  renewable 
Medical  specialty  protection 
Presumptive  loss  provision 
Indexing  of  prior  earnings 
Waiver  of  premium 


• Cost  of  living  rider 

• Future  disability  insurance  option 

• Lifetime  accident  and  sickness  rider 

• Total  and  residual  disability  protection 


Offered  by  Paul  Revere  Insurance  Company  to  MSMA  members  through  its 
exclusive  representatives,  Professional  Disability  Specialists. 


Jon  B.  Wimbish,  Disability  Specialist 

1501  Lakeland  Drive,  Suite  200  Jackson,  MS  39216  Telephone  362-9800 
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SPECIAL  ARTICLE 


Quality  Medical  Care  at  a 
Reasonable  Cost 


Physicians  in  Mississippi  have  made  a commitment  to 
maintaining  quality  medical  care  at  a reasonable  cost. 
Over  the  past  year,  a concentrated  effort  by  the  Mississip- 
pi State  Medical  Association  has  been  underway  to  deter- 
mine causes  for  increased  costs,  problems  within  the 
system,  possible  solutions,  and  finally,  recommendations 
for  changes  to  insure  that  quality  medicine  is  provided 
through  an  efficient  utilization  of  resources. 

Physicians  alone  cannot  control  many  of  the  forces 
influencing  the  medical  care  system  and  therefore  will 
work  for  a more  broadly  based  approach  to  change  in 
cooperation  with  hospitals,  business,  government,  and 
the  public. 

Recommendations  made  by  the  Mississippi  State 
Medical  Association  include:  (1)  changes  in  the  structure 
of  health  insurance,  (2)  changes  in  federal  and  state  laws 
to  reduce  first  dollar  coverage  and  promote  more  disease 
prevention  efforts,  (3)  changes  in  the  medical  liability 
system,  (4)  ways  in  which  physicians  and  hospitals  can 
work  together,  and  (5)  physician  and  public  education 
measures. 

It  is  the  intention  of  the  Mississippi  State  Medical 
Association  to  work  toward  implementing  the  recom- 
mendations of  this  report  over  the  next  two  to  three  years. 

This  report  is  being  distributed  to  business,  state  and 
community  leaders  in  Mississippi  as  an  official  policy 
statement  of  the  Mississippi  State  Medical  Association. 

Summary 

Both  public  and  private  concern  with  the  cost  of  medi- 
cal care  has  steadily  grown  over  the  past  15  to  20  years. 
Employers’  payments  for  health  care  benefits  have  in- 
creased dramatically.  Federal  and  state  government 
budgets  for  health  care  spending  have  grown.  Individuals 
face  higher  medical  bills. 

Mississippi  physicians  have  undertaken  the  develop- 
ment of  a comprehensive  program  to  slow  the  rate  of 
increase  in  medical  care  costs.  This  report  presents  the 
recommendations  of  the  Mississippi  State  Medical  Asso- 
ciation (MSMA).  Several  basic  principles  were  used  in 


Adopted  by  the  House  of  Delegates  of  the  Mississippi  State 
Medical  Association,  January  12,  1985,  Jackson,  MS. 


In  this  comprehensive  report,  adopted  by  the 
House  of  Delegates  at  a special  session  January 
12,  1985,  the  Mississippi  State  Medical  Associa- 
tion announces  recommendations  for  numerous 
changes  in  the  health  care  delivery  system.  The 
recommendations,  designed  to  ensure  that  quali- 
ty medical  care  is  provided  through  efficient  uti- 
lization of  resources,  are  the  result  of  an  exten- 
sive MSMA  study  examining  factors  that  contrib- 
ute to  the  escalating  costs  of  medical  care.  The 
report  is  being  distributed  to  business,  state  and 
community  leaders  in  Mississippi  as  an  official 
policy  statement  of  the  MSMA. 


developing  those  suggestions.  These  are:  placing  reliance 
on  economic  incentives  rather  than  government  regula- 
tion of  prices  and  utilization,  recognizing  and  addressing 
the  impact  of  tax  laws,  supporting  quality  of  health  care, 
increased  financial  responsibility  by  patients  for  the  care 
they  receive,  education  of  providers  and  consumers  in 
cost  effective  behavior  and  having  all  parties  in  the  health 
care  system  sharing  the  impact  of  cost  containment. 

There  are  many  reasons  why  health  care  costs  have 
increased.  Some  of  the  more  important  are  general  infla- 
tion, medical  care  inflation,  how  health  care  is  paid  for, 
the  movement  to  a service  economy,  the  increasing  and 
aging  population,  technology  and  the  legal  climate.  Be- 
tween 1974  and  1982  general  inflation  and  population 
growth  accounted  for  approximately  67%  of  the  increase 
in  health  care  spending,  leaving  the  other  factors  to 
account  for  33%.  The  potential  for  medical  care  cost 
containment  can  thus  be  seen  as  somewhat  limited.  It  is 
the  view  of  the  MSMA  that  health  care  spending  will 
continue  to  increase  as  a proportion  of  gross  national 
product.  At  the  same  time,  the  implementation  of  the 
recommendations  in  this  report  may  slow  the  rate  of 
increase. 

In  developing  its  ideas,  the  MSMA  first  identified 
numerous  problems  in  the  medical  care  field,  relating  to 
physicians,  hospitals,  consumers,  technology,  third-party 
payors  and  medical  liability.  Proposals  to  solve  these 
problems  are  presented  in  six  areas.  The  areas  and  recom- 
mendations are  listed  below: 
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Recommendations 

Changes  in  the  Structure  of  Health  Insurance 

• All  medical  insurance  policies  or  benefit  plans  offered 
by  employers  should  contain  significant  cost  sharing  in 
the  form  of  deductibles  and  coinsurance  and  provide 
catastrophic  coverage. 

• MSMA  supports  utilization  review  of  health  services  by 
practicing  physicians. 

• Lower  medical  insurance  premiums  or  rebates  should 
be  given  to  people  who  follow  healthy  lifestyles. 

• Legislation  should  be  enacted  to  give  statutory  guid- 
ance for  contracts  between  alternative  delivery  sys- 
tems, patients,  and  physicians  and  to  prohibit  hold- 
harmless  clauses. 

• MSMA  supports  third-party  insurance  plans  that  wish 
to  develop  fee  or  indemnity  schedules. 

• MSMA  does  not  oppose  second  opinion  and  preauthor- 
ization programs  for  medical  insurance  plans  and  will 
advise  on  standardized  criteria  for  such  programs. 

• MSMA  should  help  develop  worthwhile  disease  pre- 
vention programs  that  third-parties  may  wish  to  use. 

• MSMA  supports  efforts  to  develop  intermediate  levels 
of  hospital  care,  outpatient  care,  and  home  care. 

• Third-party  payors  should  reimburse  for  experimental 
procedures  only  when  they  are  part  of  controlled  stud- 
ies. 


Changes  in  Federal  and  State  Government 

• Change  federal  tax  laws  to  reduce  first  dollar  coverage. 

• Change  Mississippi  tax  laws  to  reduce  first  dollar 
coverage. 

• Disease  prevention  efforts  should  be  expanded  by  in- 
creasing taxes  on  goods  and  services  that  negatively 
impact  health. 

• Consideration  should  be  given  to  cost  containment  fac- 
tors when  planning  the  number  and  specialty  of  physi- 
cians in  Mississippi. 

• Government  support  of  utilization  review  for  its  health 
programs  should  continue. 

• Cost  benefit  analysis  should  be  undertaken  for  new  and 
existing  regulations  that  deal  with  health  care. 

• State  government  should  pay  its  share  of  the  cost  of 
providing  health  care  under  state  programs  to  avoid  cost 
shifting. 

• Co-payment  and  deductibles  should  be  applied  in  state 
health  programs. 


Changes  in  Medical  Liability 

• Legislation  should  be  enacted  to  abolish  the  collateral 
source  rule. 

• Recovery  for  noneconomic  losses  should  be  limited  by 
statute. 

• MSMA  should  continue  its  activities  to  identify  and 
rehabilitate  impaired  physicians. 

• The  Board  of  Medical  Licensure  should  continue  and 
expand  its  activities  dealing  with  incompetent  physi- 
cians. 


• MSMA  members  should  continue  to  support  the  patient 
grievance  mechanism  within  the  medical  association. 


Hospital  Procedures  to  Encourage  Cost  Effective 

Practices  for  Physicians 

• Physicians  should  justify  procedures,  studies  and  con- 
sultations with  appropriate  data  and  reasons  and  partici- 
pate in  physician  sponsored  utilization  review  activi- 
ties. 

• Physicians  should  periodically  review  patient  hospital 
protocols. 

• Hospital  price  information  should  be  made  available  to 
consumers  and  physicians. 

• Physicians  should  review  hospital  bills  of  their  patients. 

• Hospitals  should  disseminate  material  to  patients  on 
how  to  use  the  health  care  system. 


Physician  Education 

• Continuing  medical  education  should  include  courses 
in  cost  effective  medicine. 

• The  University  of  Mississippi  School  of  Medicine 
should  provide  increased  instruction  in  cost  effective 
medicine. 

• Cost  containment  topics  should  be  included  in  the  agen- 
da of  the  annual  meeting  of  MSMA  and  at  meetings  of 
its  component  societies. 

• Information  on  new  financing  and  delivery  plans  should 
be  made  available  by  MSMA  to  member  physicians. 

• MSMA  should  develop  and  disseminate  educational 
materials  on  cost  containment  for  its  members. 

• MSMA  component  societies  should  organize  commit- 
tees composed  of  physicians  and  community  leaders  to 
discuss  local  health  care  needs  and  cost. 


Consumer  Education 

• Consumer  education  materials  should  be  developed  on 
how  to  use  the  medical  care  system  more  efficiently. 

• Healthier  lifestyles  should  be  promoted. 

• Efforts  should  be  made  to  improve  consumer  awareness 
of  the  willingness  of  physicians  to  discuss  fees. 

• Efforts  should  be  made  to  modify  unrealistic  medical 
expectations  and  demands  of  consumers. 

• Consumers  should  be  informed  about  the  reasons  for 
the  increased  costs  of  medical  care. 

• Consumers  should  be  made  aware  of  the  advantages 
and  disadvantages  of  alternative  delivery  systems. 

• Consumer  information  should  be  developed  to  increase 
understanding  of  third-party  plans. 

• Consumer  education  should  be  developed  on  the  effects 
of  competition. 

• MSMA  should  develop  public  information  regarding 
physician  services  and  areas  of  specialty  of  physicians 
and  the  care  they  provide. 

• MSMA  believes  that  health  education  should  be  taught 
in  school. 


66 


JOURNAL  MSMA 


introduction  and  Background 

Progress  in  medicine  during  the  20th  century  has  pro- 
vided Americans  with  the  finest  medical  care  in  the 
world,  along  with  one  of  the  largest  industries  in  the 
country.  As  services  and  technology  have  increased,  there 
has  been  a similar  increase  in  the  demand  for  care  and, 
consequently,  the  costs  for  providing  care.  Over  the  past 
15  to  20  years,  private  and  public  concern  with  the  cost  of 
medical  care  has  increased  steadily.  Employers  have  seen 
their  payments  for  health  care  benefits  grow  substantially. 
Federal  and  state  governments  have  witnessed  a dramatic 
surge  in  budgets  for  medical  care  programs,  and  indi- 
vidual patients  have  faced  higher  and  higher  medical 
bills. 

Federal  government  statistics  for  1982  have  placed  the 
total  cost  for  health  care  in  America  at  $322  billion.  This 
represented  10.5%  of  the  Gross  National  Product  (GNP). 
Of  this  total,  hospital  care  represented  $135. 5 billion,  and 
physicians’  services  came  to  $61.8  billion.  In  1982,  per 
person  health  care  expenditures  were  $1,365,  or  $5,460 
for  a family  of  four.  A substantial  percentage  of  the  cost 
for  health  care  from  the  patient’s  point  of  view  was  paid 
indirectly  by  third-party  payors.  In  1982,  patients  directly 
paid  for  31.5%  of  all  personal  health  care.  Governments 
— federal,  state  and  local  — paid  for  40.3%  of  personal 
health  care,  while  private  insurance  companies  paid 
28.2%.* 

When  patients  were  paying  all,  or  a substantial  part  of 
the  medical  bill,  the  concern  for  cost  was  directly  felt  by 
patients  and,  through  them,  providers.  However,  the  ex- 
pansion of  third-party  payment  has  for  many  years  meant 
that  physicians  have  seen  patients  that  exhibited  little 
concern  about  the  cost  of  care  and  in  many  cases,  de- 
manded the  highest  level  of  care  possible.  Physicians 
along  with  hospitals  and  other  providers  responded  to  the 
needs  and  desires  of  patients  and  provided  the  highest 
level  of  care.  This  trend,  along  with  general  inflation,  the 
complex  structure  of  the  health  care  industry  and  lack  of 
any  forces  to  provide  care  efficiently,  have  resulted  in  the 
alarming  increase  in  costs  for  medical  care. 

Efforts  are  now  underway  to  stop  this  upward  trend  in 
health  care  costs.  The  American  Medical  Association  has 
prepared  an  ongoing  cost  effectiveness  plan  and  has  initi- 
ated a major  effort  to  develop  a Health  Policy  Agenda  for 
the  American  People.  The  federal  government  has  passed 
legislation  to  increase  competition  in  medicine  and  deal 
with  major  problems  facing  the  Medicare  trust  fund.  State 
governments  are  studying  health  costs.  In  addition,  hos- 
pitals, clinics,  individual  physicians  and  other  providers 
have  made  efforts  to  be  more  cost  efficient.  Many  innova- 
tive and  effective  changes  have  already  been  made  to  curb 
the  rise  in  costs,  but  more  can  be  done. 

In  developing  this  position  statement  on  health  care 
quality  and  cost,  the  Mississippi  State  Medical  Associa- 
tion followed  several  basic  principles: 

Reliance  should  be  placed  on  economic  incentive  and 
price  sensitivity  as  opposed  to  government  regulation  of 
prices  and  utilization,  and  controls  on  the  number  and 
type  of  providers. 

Effects  of  current  tax  laws  on  health  insurance  costs 


and  the  health  care  system  need  to  be  recognized  and 
addressed. 

Quality  of  health  care  must  be  supported. 

Patients  must  have  more  financial  responsibility  for 
care. 

Providers  and  consumers  need  education  in  cost  effec- 
tive behavior. 

All  parties  in  the  health  care  system  must  participate. 
No  one  sector  can  or  should  bear  all  of  the  burden  of  cost 
containment. 

Physicians  in  Mississippi  recognize  that  they  have  an 
opportunity  to  take  a leadership  role  in  making  necessary 
changes  to  insure  that  quality  medical  care  is  provided 
through  an  efficient  utilization  of  resources.  The  direction 
of  this  leadership  will  be  guided  by  the  recommendations 
of  this  report. 

Why  the  Cost  of  Health  Care  Has  Increased  — 

An  Important  Perspective 

An  awareness  of  the  reasons  for  the  increase  in  health 
care  costs  is  important  when  considering  changes  in  the 
system  and  in  developing  realistic  expectations  of  what 
can  be  accomplished  in  containing  expenditures.  The 
health  care  system  in  the  United  States  faces  a number  of 
forces  that  are  likely  to  lead  to  spending  an  increasing 
share  of  the  Gross  National  Product  on  health  care.  While 
it  may  be  possible  to  slow  this  growth,  it  may  not  be 
possible  to  effect  decreases  in  the  level  of  inflation  ad- 
justed spending. 

The  Federal  Health  Care  Financing  Administration 
published  data  showing  how  various  factors  influenced 
the  increase  in  health  care  expenditures  in  the  United 
States.^  According  to  these  data,  between  1974  and  1982, 
increases  in  personal  health  care  expenditures  were  due 
to: 


General  Inflation 

59% 

Medical  Care  Inflation 

11% 

Population  Increase 

8% 

Other  Factors 

22% 

General  inflation  and  an 

increase  in  the  population 

account  for  67%  of  the  increase  in  health  care  expendi- 
tures. There  is  little  that  can  be  done  in  the  health  care 
sector  to  reduce  the  impact  of  either  of  these  factors.  The 
balance,  or  33%  of  the  increase  in  health  care  expendi- 
tures, is  due  to  a combination  of:  medical  care  inflation, 
financing,  more  health  services  in  the  economy,  the  in- 
creasing and  aging  population,  technology,  the  legal  cli- 
mate and  other  factors. 

Following  is  a brief  discussion  of  the  major  factors 
involved  in  the  increase  in  medical  care  costs. 

General  Inflation 

Medical  care  costs  have  been  subject  to  general  infla- 
tion which  is  reflected  in  increased  expenditure  figures. 
There  are  two  approaches  that  can  be  used  to  measure  the 
impact  of  inflation. 

One  approach  is  to  construct  an  index  of  input  costs  or 
prices  for  medical  care  services.  Using  a medical  care 
input  price  index  has  a potentially  serious  problem.  Since 
hospitals  and  some  other  health  care  facilities  have  been 
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reimbursed  for  their  costs,  there  is  less  incentive  to  con- 
trol the  amount  of  money  spent  to  procure  the  care  pro- 
vided. This  means  that  input  costs  or  prices  may  be  higher 
in  the  health  industry  than  in  a more  price  sensitive  indus- 
tT)'. 

The  second  approach  is  more  useful  for  analyzing  the 
cost  of  medical  care  services  and  is  used  in  this  report. 
This  method  is  a general  index  of  inflation  that  covers  all 
goods  and  services  and  is  known  as  the  GNP  implicit  price 
deflator.  The  following  data  shows  total  health  care  ex- 
penditures in  various  years  in  current  dollars  and  in  real 
(or  inflation  adjusted)  dollars  for  the  U.S.  (see  Table). 

According  to  this  analysis,  general  inflation  is  re- 
sponsible for  43%  of  the  increase  in  health  care  expendi- 
tures. (It  should  be  noted  that  these  figures  cannot  be  used 
in  conjunction  with  those  in  the  discussion  of  the  growth 
of  services.  That  section  used  a proportion  of  GNP 
approach,  which  essentially  adjusts  for  inflation.  In  addi- 
tion, this  analysis  uses  a different  measure  of  inflation 
than  the  one  used  earlier  in  this  report.) 

Medical  Care  Inflation 

The  prices  of  medical  care  services  have  increased,  on 
average,  faster  than  the  general  price  level  over  the  past 
years.  This  may  be  partially  due  to  the  structure  of  the 
health  care  system.  It  may  also  be  due  to  the  use  of  new 
technology.  With  appropriate  cost  containment  measures 
in  place  this  rate  of  inflation  should  be  reduced. 

Financing  Medical  Care: 

The  Structure  of  Health  Insurance 

The  third-party  financing  system  is  one  of  the  major 
reasons  for  health  cost  increases.  In  particular,  insurance 
companies  and  government  programs  have  made  exten- 
sive use  of  cost  based  or  usual,  customary  and  reasonable 
reimbursement  methods,  which  means  payments  are 
made  for  billed  charges  with  few  limitations.  The  insur- 
ance system  has  developed  incentives  to  provide  the  high- 
est level  of  care,  but  it  lacks  any  requirements  for  efficien- 
cy. 

The  Service  Economy 

One  of  the  most  profound  changes  that  has  taken  place 
and  that  continues  to  occur  in  the  U.S.  is  the  movement  to 
a service  economy.  The  resulting  disruption  of  some 
industries,  companies  and  individuals  is  dramatic. 

The  first  major  change  in  the  U.S.  economy  (and  in 
some  European  and  Asian  countries)  was  the  movement 
from  an  agricultural  economy  to  an  industrial  one.  This 
occurred  in  the  U.S.  over  the  years  1800  to  1940.  During 
this  time  the  percent  of  the  work  force  engaged  in  agricul- 
ture fell  from  90%  to  less  than  10%. 

The  second  major  change,  referred  to  as  the  second 
industrial  revolution  by  Daniel  Bell,  the  Harvard 
sociologist,  started  in  1940  and  is  still  in  progress.^  One  of 
the  most  significant  statistics  that  can  be  examined  to 
follow  this  trend  is  the  proportion  of  gross  national  prod- 
uct (GNP)  accounted  for  by  services.  By  1982  this  pro- 
portion has  grown  to  about  60%.  Since  medical  care  is 
part  of  the  service  economy,  it  is  expected  that  the  propor- 
tion of  GNP  devoted  to  medical  care  will  also  increase. 


U.S.  HEALTH  CARE  EXPENDITURES  CURRENT  AND  REAL 


Current 

Real 

1950 

12.7  Billion 

23.6  Billion 

1960 

26.9  Billion 

39.2  Billion 

1965 

41.7  Billion 

57.4  Billion 

1970 

74.7  Billion 

81.8  Billion 

1975 

132.7  Billion 

104.4  Billion 

1980 

249.0  Billion 

139.4  Billion 

1981 

286.6  Billion 

146.6  Billion 

1982 

322.4  Billion 

155.6  Billion 

This  factor  is  often  overlooked  when  the  growth  in  ex- 
penditures is  considered. 

Increasing  Population 

Another  factor  responsible  for  increasing  health  ex- 
penditures has  been  the  growth  in  population.  Although 
the  birth  rate  has  declined  dramatically  in  the  U.S.  since 
1950,  it  will  be  many  years  before  the  size  of  our  popula- 
tion ceases  to  grow. 

The  Aging  Population 

The  age  composition  of  the  population  is  an  important 
factor  in  the  size  of  health  expenditures.  People  over  65 
years  of  age  use  substantially  more  health  care  services 
than  those  under  65,  and  those  over  age  75  show  an  even 
greater  difference.  As  the  population  in  the  U.S.  and 
Mississippi  has  aged  over  past  years,  health  care  expendi- 
tures have  increased.  Further  aging  of  the  population  will 
lead  to  more  increases  in  health  care  expenditures  which 
are  largely  unavoidable. 

The  proportion  of  elderly  in  the  population  has  dramati- 
cally increased  in  the  U.S.  over  the  past  30  years,  and  it 
will  continue  to  do  so  in  the  future.  The  proportion  of 
those  age  65  and  over  in  the  U.S.  has  grown  from  8. 1%  in 
1950  to  11.3%  in  1980.  (In  Mississippi  the  comparable 
figures  are  7.0%  and  1 1.5%  in  1950  and  1980  respective- 
ly.) Another  important  statistic  is  the  proportion  of  those 
age  75  and  over.  In  the  U.S.  those  over  75  grew  from 
2.5%  in  1950  to  4.4%  in  1980.  (Mississippi  figures  are 
2. 1%  in  1950  and  4.3%  in  1980.)  Estimates  indicate  that 
the  proportion  of  those  65  and  over  in  the  U.S.  will  grow 
to  1 3 . 1 % by  2000  and  to  1 9 . 5 % by  2025 . The  proportion 
of  the  elderly  in  the  population  of  Mississippi  is  also 
projected  to  grow.^ 

Technology 

The  health  care  being  delivered  today  is  substantially 
more  complex  than  that  of  20  or  30  years  ago.  Many  new 
types  of  equipment  in  both  diagnosis  and  treatment  have 
been  developed  and  are  now  in  use.  Most  of  this  techno- 
logical development  is  desirable  in  that  it  has  led  to  more 
accurate  diagnosis  and  better  treatment,  but  it  has  had  an 
impact  in  raising  health  care  expenditures.  While  society 
obviously  would  not  be  desirous  of  eliminating  this  tech- 
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nology,  in  some  cases  the  technology  has  been  overused 
or  introduced  before  its  true  value  was  determined. 

One  example  of  technology  that  is  clearly  beneficial, 
although  expensive,  is  kidney  dialysis  and  transplanta- 
tion. Until  1960  many  patients  with  kidney  failure  died.  A 
mechanical  method  of  cleansing  the  blood,  called  dialy- 
sis, had  been  experimental  since  World  War  II.  When 
combined  with  surgical  techniques  to  allow  the  blood  to 
be  removed  from  the  body,  dialysis  allowed  patients  with 
kidney  failure  to  remain  alive.  Surgical  transplantation  of 
kidneys  has  also  been  developed.  In  many  cases,  the 
implanted  kidney  is  successful  and  the  patient  no  longer 
needs  dialysis.  The  cost  for  dialysis  per  patient  is  from 
$15,000  to  $20,000  per  year.  The  cost  of  this  technology 
is  high,  but  many  people  live  longer  because  of  its  use. 

Technological  development  in  medicine  will  continue 
and  expenditures  linked  to  these  developments  and  imple- 
mentation are  likely  to  increase.  However,  it  may  be 
essential  to  establish  better  methods  for  evaluation  and 
use  of  technological  advances  in  the  future. 

The  Legal  Climate 

The  U.S.  is  one  of  the  most  litigious  societies  in  the 
world,  and  the  health  care  system  has  felt  the  impact  of 
legal  actions  in  medical  liability  cases.  The  trend  in  health 
care  has  been  toward  an  increasing  number  of  filings  for 
malpractice  suits  and  granting  of  substantially  higher 
awards.  These  awards  have  resulted  in  increased  malprac- 
tice insurance  rates  that  are  reflected  in  increased  operat- 
ing costs  for  hospitals  and  physicians’  offices.  These 
increases  in  turn  lead  to  higher  prices  for  health  care 
services.  In  addition,  the  threat  of  lawsuits  has  caused 
some  increase  in  the  number  of  diagnostic  tests  performed 
and  in  the  frequency  of  specialist  consultations. 


The  Problems 

Before  considering  ways  to  deal  with  health  cost  in- 
creases, it  is  necessaiy  to  review  problems  within  the 
health  care  system. 

These  problems  can  be  grouped  into  six  major  areas  for 
review  and  analysis: 

Physicians 
Hospitals 
Consumers 
Medical  Insurance 
Technology 
Medical  Liability 

Physicians 

Physicians  can  play  a key  role  in  the  control  of  medical 
care  costs.  Although  physicians’  fees  account  for  only 
19%  (as  of  1982)  of  all  expenditures  on  health,  they 
control  the  use  of  much  hospital  care,  prescription  drugs, 
nursing  home  care  and  many  other  services. 

Physicians  are  also  part  of  the  problem  of  increased 
health  care  costs.  They  have  worked  in  a health  care 
system  that  has  educational,  legal  and  financial  incentives 
for  the  provision  of  more  health  care  services  but  limited 


recognition  of  the  costs  of  services.  This  system  has  led  to 
the  following  patterns  that  are  not  cost  efficient. 

• Physicians  typically  train  in  medical  schools  and  hos- 
pitals that  provide  significant  amounts  of  specialized, 
technologically  advanced  care.  This  tends  to  influence 
physicians  to  use  such  services  throughout  their 
careers. 

• The  current  mood  toward  increased  litigation  in  medi- 
cal malpractice  influences  physicians  to  order  more 
tests  and  seek  more  consultations  than  may  be  neces- 
sary. 

• The  fee  for  service  reimbursement  system  encourages 
the  provision  of  more  care.  Third  party  reimbursement 
is  commonly  based  on  the  number  and  type  of  services 
provided.  If  more  services  are  provided,  then  a physi- 
cian receives  more  income.  In  addition,  the  level  of 
payment  per  service  is  usually  determined  by  a physi- 
cian’s past  charges  and  the  charges  by  other  physicians 
for  the  same  service. 

• Physicians  have  incentives  to  request  that  the  hospitals 
in  which  they  practice  offer  a wide  range  of  services 
with  the  most  up-to-date  equipment  possible. 

• New  procedures  are  often  priced  at  excessive  and  un- 
reasonable levels. 

• Physicians  use  the  services  of  a hospital  without  any 
direct  financial  impact  on  themselves  and,  in  most 
cases,  on  their  patients.  They  are  often  unaware  of 
actual  hospital  costs. 

• A wide  variety  of  practice  patterns  exists  with  some 
physicians  placing  excessive  reliance  on  tests  and  pro- 
cedures. 

Adding  to  the  present  incentive  system  to  provide  more 
care  are  problems  related  to  lack  of  information  for  physi- 
cians and  consumers. 

• Some  physicians  are  not  given  enough  education  in  cost 
effective  practices  in  the  private  office  or  hospital. 

• Some  physicians  have  not  received  information  on  new 
financing  and  alternative  delivery  plans. 

• Some  physicians  do  not  adequately  advise  patients  of 
the  options  available  to  them  and  the  costs  of  these 
options. 

• Consumers  do  not  have  a sufficient  amount  of  informa- 
tion about  physicians’  fees. 

New  physicians  entering  practice  have  distinct  effects 
on  the  medical  care  system. 

• A larger  number  of  physicians  leads  to  higher  health 
care  expenditures,  though  the  proportion  of  increase  in 
physicians  (e.g.  10%)  is  greater  than  the  proportion  of 
increase  in  spending  (e.g.  less  than  10%). 

• A larger  number  of  physicians  may  make  the  formation 
and  operation  of  alternative  delivery  plans  easier. 

• More  physicians  may  moderate  fees  for  some  services 
that  are  not  heavily  reimbursed  through  insurance. 

Hospitals 

Hospital  services  range  from  routine  surgical  and 
medical  care  to  highly  specialized,  technologically  inten- 
sive medicine.  Medical  care  in  hospitals  accounts  for  42% 
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of  all  expenditures  (as  of  1982),  which  is  the  largest  single 
portion  of  all  medical  care  spending. 

Financing  hospital  care  through  third-party  payors  is 
one  of  the  most  important  reasons  for  the  high  cost  of 
hospital  care.  Until  very  recently,  hospitals  were  reim- 
bursed for  their  charges  or  costs,  regardless  of  the  amount 
charged.  Because  of  the  financing  methods,  hospitals 
have  had  no  incentives  to  conserve  resources  or  operate 
efficiently  and,  in  fact,  were  penalized  financially  if  they 
did  so.  Hospitals,  therefore,  operated  within  a system  that 
is  not  cost  efficient. 

• Hospital  incentives  through  third-party  reimbursements 
have  encouraged  more  care  with  little  control  on  the 
level  of  payment. 

• Hospital  services  are  often  controlled  by  physicians  as 
they  admit  patients  and  order  their  care  while  in  the 
hospital. 

• Hospitals  face  competition  in  offering  services  and 
equipment.  There  has  been  an  incentive  for  hospitals  to 
offer  services  and  equipment  that  will  attract  physi- 
cians. With  reimbursement  on  the  basis  of  costs  or 
charges,  hospitals  have  not  considered  how  effectively 
the  services  or  equipment  are  used.  A related  problem  is 
that  hospitals  have  used  other  services  to  subsidize 
payment  for  services  with  low  utilization. 

• Without  incentives  to  operate  efficiently,  hospitals 
have  not  always  dealt  with  problems  ranging  from 
excessive  staffing  to  the  high  cost  of  supplies. 

• Hospitals  must  comply  with  extensive  regulations,  and 
these  often  result  in  increased  costs.  Cost  of  imple- 
mentation is  seldom  considered  when  regulations  are 
formulated.  While  some  regulations  are  necessary, 
there  are  cases  where  the  benefits  may  not  be  worth  the 
considerable  cost  increases. 


Consumers 

The  demands  of  patients  on  health  care  providers  are  a 
significant  factor  in  raising  health  care  spending.  Physi- 
cians, hospitals  and  others  find  that  patients’  desires  and 
needs  must  be  reasonably  met.  Patients,  in  turn,  are 
influenced  by  their  understanding  of  the  health  care  sys- 
tem, their  medical  insurance  coverage  and  expectations 
regarding  what  medicine  can  and  cannot  do.  It  is  the 
position  of  the  MSMA  that  to  change  consumers’  be- 
havior, it  is  necessary  to  alter  their  incentives  and  knowl- 
edge. 

There  are  four  specific  consumer  related  problems  the 
MSMA  considered. 

• Consumers  have  little,  if  any,  incentive  to  use  the 
medical  care  system  efficiently.  Some  consumers  are 
not  aware  or  concerned  with  using  the  health  care 
system  in  a proper  manner.  In  many  instances  consum- 
ers may  use  hospital  emergency  room  services  even 
though  care  can  be  provided  in  a physician’s  office,  or 
they  may  go  directly  to  a specialist  for  care  when  a 
primary  care  provider  could  manage  the  problem  for 
less  cost. 

• Consumers  often  have  extensive  medical  insurance 
coverage  with  no  incentive  to  limit  unnecessary  care. 
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Consumers  may  have  little  choice  in  the  type  of  insur- 
ance or  delivery  plans  available  through  their  employer 
or  the  government.  Most  employers  offer  just  one  plan, 
although  some  do  make  several  plans  available.  Gov- 
ernment programs  (Medicare  and  Medicaid)  offer  just 
one  financing  plan,  although  some  recent  changes  in 
Medicare  may  lead  to  more  diversity. 

• Federal  and  state  income  tax  laws  give  business  and 
consumers  a definite  incentive  to  purchase  first  dollar 
coverage. 

• Some  consumers  have  lifestyles  that  cause  definite 
health  problems  that  may  lead  to  excessive  medical 
care.  These  include  smoking,  excessive  use  of  alcohol, 
overeating  and  high  risk  activities  such  as  riding 
motorcycles  or  hang  gliders. 

Technology 

Medical  care  being  delivered  today  is  substantially 
more  complex  than  care  provided  20  or  30  years  ago.  The 
number  and  types  of  equipment  in  use  in  diagnosis  and 
treatment  are  astounding.  While  much  of  the  new  technol- 
ogy is  beneficial,  in  some  cases  it  is  used  less  efficiently 
than  it  could  be.  The  MSMA  identified  five  general  prob- 
lems related  to  technology. 

• There  is  often  a lack  of  justification  or  sufficient  reason 
for  the  use  of  high  technology. 

• Some  patients  have  unrealistic  expectations  regarding 
technology. 

• When  equipment  is  not  appropriately  regionalized  low- 
er utilization  and  higher  cost  can  occur. 

• Prices  charged  for  new  services  are  at  times  significant- 
ly above  the  actual  cost  of  providing  the  service. 

• Outmoded  procedures  are  at  times  performed  for  a 
period  of  time  beyond  the  point  when  they  have  been 
shown  to  be  ineffective  or  have  been  replaced  by  some- 
thing better. 

Medical  Insurance 

The  impact  of  medical  insurance  financing  is  dramatic 
because  the  major  portion  of  health  care  is  paid  for  by 
third-party  payors.  There  are  generally  two  major  types  of 
third  parties;  (1)  private  insurance  and  benefits  adminis- 
tration companies,  and  (2)  government  financed  plans. 
Private  third  parties  are  composed  of  the  Blue  Cross/Blue 
Shield  plans,  commercial  health  insurance  companies 
such  as  Connecticut  General,  and  self-insured  plans  in 
which  a company  insures  its  own  employees  for  health 
care  expenses.  Self-insured  plans  are  often  administered 
by  an  insurance  company,  leading  patients  and  providers 
to  think  that  they  have  private  insurance. 

The  two  most  significant  public  financing  programs  are 
Medicare  and  Medicaid.  The  former  pays  for  services  for 
those  over  65  and  some  disabled  individuals.  Medicaid 
covers  some  of  those  who  are  indigent. 

Third  party  reimbursement  plans  have,  until  very  re- 
cently, paid  hospitals  on  the  basis  of  either  costs  or 
charges,  whatever  those  might  be.  Physicians  have  been 
reimbursed  for  some  part  of  their  fees  through  the  usual, 
customary  or  reasonable  fee.  These  types  of  reimburse- 
ments have  added  to  the  rising  health  cost  problems. 

• Patients  have  a financial  incentive  to  demand  more  care 
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than  they  may  otherwise  need,  and  providers  have  an 
incentive  to  provide  it. 

• Third-party  plans  have  been  reluctant  to  differentiate 
insurance  coverage  by  different  degrees  of  risk  based 
on  controllable  behavior  (i.e.  smoking,  drinking,  over- 
weight or  hazardous  activities). 

• New  alternative  delivery  and  financing  plans  may  con- 
tain incentives  to  reduce  quality  and  to  adversely  im- 
pact the  physician-patient  relationship. 

Medical  Liability 

There  are  four  significant  issues  in  the  area  of  medical 
liability. 

• Some  awards  against  providers  for  personal  injury  are 
excessive,  which  leads  to  higher  liability  insurance 
premiums. 

• Injured  individuals  need  a just  level  of  financial  recom- 
pense. 

• Providers  that  are  inadequate  should  be  educated  or 
have  their  practices  restricted. 

• Concern  about  potential  liability  has  resulted  in  in- 
creased ordering  of  tests  and  x-rays. 

Cost  Containment  Proposals 

The  proposals  recommended  by  the  Mississippi  State 
Medical  Association  for  medical  care  cost  containment 
relate  to  the  problems  identified  in  the  health  care  system. 

Many  of  the  problems  and  the  recommendations  in 
each  category  tend  to  overlap. 

To  simplify  the  process  of  documenting  the  recom- 
mendations, they  have  been  organized  into  six  separate 
groups: 

• Changes  in  the  structure  of  health  insurance 

• Changes  in  federal  and  state  government 

• Changes  in  the  medical  liability  system 

• Hospital  procedures  to  encourage  cost  effective  prac- 
tices for  physicians 

• Physician  education 

• Consumer  education 

Changes  in  the  Structure  of  Health  Insurance 

1 .  Cost  sharing  by  consumers 

MSMA  strongly  recommends  that  all  medical  insur- 
ance policies  or  benefit  plans  offered  by  employers  con- 
tain significant  cost  sharing  in  the  form  of  deductibles  and 
coinsurance. 

When  consumers  have  a direct  financial  stake  in  their 
health  care,  the  demand  for  services  is  reduced.  A Rand 
Corporation  study^  clearly  showed  that  cost  sharing  re- 
duces health  care  expenditures.  It  also  suggested  that 
health  status  is  not  reduced.^ 

Most  private  third-party  plans  (70%  to  75%  according 
to  recent  surveys)*  pay  all  of  the  costs  of  necessary  care 
given  to  those  covered  by  the  plan.  Medicare  does  have  a 
deductible  for  hospital  and  physician  care,  as  well  as 
coinsurance  for  physician  services.  Hospital  care  is  paid 
for  in  full,  after  the  deductible,  for  the  first  60  days  in  a 
benefit  period.  After  60  days  copayment  is  due. 


Cost  sharing  in  medical  insurance  should  be  related  to 
an  individual’s  income.  A set  amount  of  a deductible,  for 
example,  may  be  overwhelming  in  some  budgets  and 
barely  noticeable  in  others. 

MSMA  realizes  that  there  are  limits  to  the  cost  saving 
impact  of  copayments  and  deductibles  in  medical  insur- 
ance. The  cost  of  much  of  the  medical  care  that  is  pro- 
vided will  exceed  any  reasonable  stop  loss  levels.  (Seven- 
ty-eight percent  of  all  health  care  expenditures  are  for 
claims  exceeding  $1,000  in  total  cost.)  Cost  sharing  on 
the  “lower  end’’  of  medical  costs  should  be  com- 
plemented by  better  insurance  coverage  for  catastrophic 
medical  costs. 

2.  MSMA  supports  utilization  review  of  health  services 
by  practicing  physicians 

MSMA  supports  the  concept  of  practicing  physicians 
reviewing  the  necessity  and  quality  of  medical  services 
purchased  by  third-party  payors.  The  Mississippi  Founda- 
tion for  Medical  Care,  a statewide  professional  review 
organization  (PRO),  was  founded  by  the  association  for 
this  purpose. 

3.  Lower  medical  insurance  premiums  or  rebates  for 
healthy  lifestyles 

MSMA  suggests  that  either  lower  medical  insurance 
premiums  or  rebates  be  given  to  people  who  follow 
healthy  lifestyles. 

It  is  inappropriate  for  persons  with  healthy  lifestyles  to 
subsidize  the  health  care  costs  of  those  individuals  who 
deliberately  jeopardize  their  own  health.  Just  as  drunk 
drivers  must  pay  higher  automobile  insurance  rates,  con- 
sumers who  choose  behavior  that  may  result  in  excessive 
risk  for  costly  medical  consequences  should  pay  higher 
health  insurance  rates.  Known  health  risks  such  as  smok- 
ing, excessive  drinking,  severe  overweight,  or  hazardous 
activities  such  as  hang  gliding,  etc.,  should  be  con- 
sidered. 

It  is  difficult  to  set  actuarially  fair  premiums  for  dif- 
ferent health  risks.  To  accomplish  widespread  imple- 
mentation of  this  proposal,  it  will  be  necessary  through 
legislation  to  either  give  insurers  and  benefits  administra- 
tors some  incentive  to  offer  such  plans  or  to  mandate  that 
such  offerings  are  available. 

4.  Quality  of  care  in  alternative  delivery  systems 

MSMA  recommends  statutory  standards  for  alternative 
delivery  systems  and  a legislative  prohibition  of  hold 
harmless  clauses. 

Some  alternative  delivery  systems,  particularly  Health 
Maintenance  Organizations  (HMOs)  and  Preferred  Pro- 
vider Organizations  (PPOs),  place  restrictions  on  the  care 
provided  to  patients  in  an  effort  to  reduce  costs.  Restric- 
tions are  most  commonly  defined  by  preadmission  certi- 
fication, second  surgical  opinion  programs,  length  of  stay 
restrictions  and  standards  set  through  retrospective  study. 
There  is  a potential  that  these  restrictions  could  have  an 
adverse  impact  on  the  quality  of  care  and  result  in  claims 
of  malpractice.  In  such  cases,  the  delivery  plan  should 
bear  an  appropriate  amount  of  the  financial  responsibility, 
and  should  be  prohibited  from  contracting  on  a “hold 
harmless’’  basis.  Additionally,  the  diversity  of  such  re- 
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strictions  is  confusing  to  both  consumers  and  providers 
and  should  be  standardized  by  statute  if  necessary,  based 
upon  professionally  recognized  norms. 

5.  Fee  schedules 

MSMA  supports  current  efforts  by  the  American 
Medical  Association  and  various  specialty  organizations 
to  again  make  available  relative  value  studies  which  can 
be  used  as  a basis  for  indemnity  payments. 

6.  Second  opinion  and  pre-authorization  programs 

Health  care  expenditures  and  the  amount  of  medical 
services  provided,  especially  in  the  area  of  elective  proce- 
dures, may  be  reduced  by  second  opinions  and  pre- 
authorization programs.  Studies  should  continue  to  deter- 
mine the  impact  of  such  programs  on  quality  of  care  and 
cost.  MSMA  will  advise  on  criteria  for  such  programs  and 
the  programs  should  be  standardized  by  statute. 

7.  Disease  prevention  programs 

MSMA  can  help  determine  worthwhile  disease  preven- 
tion programs. 

Employers  and  third-party  insurance  plans  are  in- 
terested in  offering  prevention  programs  to  employees  if 
the  programs  can  be  shown  to  reduce  the  cost  of  health 
care.  MSMA  is  willing  to  provide  assistance  in  evaluating 
such  programs. 

8.  Develop  alternative  levels  of  care 

MSMA  supports  efforts  to  develop  intermediate  levels 
of  hospital  care,  outpatient  care  and  home  care. 

Third-party  payors  will,  in  the  future,  have  an  increas- 
ing interest  in  paying  for  intermediate  levels  of  care. 
Competition  between  alternative  delivery  plans  and  third- 
party  payors  along  with  new  financing  methods,  such  as 
Diagnostic  Related  Groupings,  will  provide  an  impetus  in 
this  direction.  MSMA  can  assist  in  this  area  by  develop- 
ing guidelines  for  conditions  that  can  be  treated  appro- 
priately in  various  alternative  settings. 

9.  Experimental  Procedures 

MSMA  recommends  that  third-party  payors  only  reim- 
burse for  experimental  procedures  when  they  are  part  of 
controlled  studies  which  have  been  approved  by  a 
nationally  recognized  group  or  by  an  institutional  review. 

Changes  in  Federal  and  State  Governments 

1 .  Change  federal  tax  laws  to  reduce  first  dollar  cover- 
age 

MSMA  recommends  a change  in  federal  tax  laws  to 
reduce  first  dollar  coverage.  Federal  tax  laws  should  be 
modified  to  allow  an  employer  deduction  only  if  there  is 
appropriate  and  significant  cost  sharing  and  the  same 
dollar  amount  is  paid  for  any  benefit  plan,  by  class  of 
employee.  In  addition,  a tax  on  supplemental  policies  is 
necessary.  The  additional  premiums  paid  by  employers 
for  supplemental  benefits  should  be  subject  to  taxation  to 
the  employee  as  compensation. 

Current  financing  mechanisms  for  medical  care  pres- 
ently provide  extensive  first  dollar  coverage.  Patients 
have  little  financial  interest  in  the  care  they  receive  be- 


cause they  are  isolated  from  the  actual  payment  for  care. 

Tax  laws  now  stimulate  first  dollar  coverage.  For  ex- 
ample, employees  either  receive  money  as  wages  and  pay 
medical  bills  directly  or  they  receive  health  insurance 
benefits  from  their  employer.  Assume  that  $100  in  medi- 
cal care  bills  is  to  be  paid.  If  the  employer  provides 
insurance  coverage,  the  $100  is  paid  by  the  insurer.  The 
employee  has  received  medical  benefits  worth  $100  at  no 
tax  cost.  However,  if  the  employee  earns  wages  or  salary 
to  pay  the  $100,  then  the  following  amounts  must  be 
earned  given  the  indicated  marginal  tax  rates. 

Marginal  Tax  Rate 

(Federal,  Social  Security,  Amount  of  Wages  or  Salary 


State) 

Necessary  to  Pay  $100 

20% 

$125 

30% 

$143 

40% 

$167 

50% 

$200 

The  cost  of  $100  is  escalated  due  to  the  marginal  tax 
rates.  The  tax  rates  of  20%  to  40%  are  quite  common, 
given  the  inflation  experienced  during  the  1970’s  and 
early  1980’s. 

If  consumers  are  to  be  able  to  choose  the  type  of  policy 
that  is  appropriate  for  their  situation,  it  is  necessary  that 
prices  be  comparable.  Legislation  is  necessary  to  require 
that  the  actual  dollar  contribution  be  equal  by  class  of 
employee.  (Different  “classes”  of  employee  means  sin- 
gle, two-person,  family,  etc.  This  would  be  integrated 
with  lower  premiums  or  rebates  for  healthy  lifestyles.)  If 
this  is  not  the  case  then  some  types  of  plans  are  being 
subsidized.  If  delivery  plans  are  to  be  truly  tested  in  the 
marketplace,  then  the  subsidy  must  be  eliminated.  Missis- 
sippi’s congressional  delegation  should  be  urged  to  sup- 
port legislation  to  accomplish  these  changes  in  federal  tax 
laws. 

2.  Change  state  tax  laws  to  reduce  first  dollar  coverage 

MSMA  recommends  modification  of  Mississippi  tax 
laws  to  reduce  first  dollar  coverage. 

This  issue  was  addressed  previously  in  the  section  on 
the  Federal  Government.  The  impact  of  a change  in  Mis- 
sissippi law  will  be  much  less  than  a change  at  the  national 
level. 

3 . Expand  disease  prevention  through  funding  generated 

by  increased  taxes 

MSMA  recommends  expanding  prevention  efforts  by 
increasing  taxes  on  goods  and  services  that  negatively 
impact  health.  In  addition,  MSMA  recommends  using 
part  of  the  money  saved  as  health  care  costs  are  contained 
to  further  educate  the  public  regarding  disease  prevention. 

Legislation  will  be  necessary  to  impose  taxes  on  such 
items  as  cigarettes,  alcohol,  etc.  It  will  be  necessary  to 
provide  adequate  documentation  of  the  health  care  costs 
generated  by  such  items  to  help  justify  the  increased  taxes 
and  to  determine  appropriate  rates. 

4.  Cost  containment  factors  in  planning  for  future  physi- 
cians 

MSMA  recommends  that  consideration  be  given  to  cost 
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containment  factors  when  planning  the  number  and  spe- 
cialty of  physicians  in  Mississippi. 

Planning  the  number  and  specialty  of  physicians  being 
educated  in  Mississippi  is  performed  by  the  University  of 
Mississippi  School  of  Medicine,  Board  of  Institutions  of 
Higher  Learning  and  the  Legislature.  When  decisions  are 
made  regarding  physician  education  in  Mississippi,  these 
bodies  should  give  special  attention  to  the  cost  implica- 
tion of  their  decisions.  MSMA  does  not  support  or  recom- 
mend a quota  system. 

5.  Government  support  for  utilization  review  of  medical 

care 

MSMA  supports  continued  review  of  utilization  of 
medical  care. 

A statewide  physician-sponsored  review  system  is 
presently  operating  under  the  Mississippi  Foundation  for 
Medical  Care.  Government  agencies  and  some  private 
insurance  companies  are  utilizing  the  services  of  this 
organization.  MSMA  endorses  the  Mississippi  Founda- 
tion for  Medical  Care  and  urges  all  third-party  payors  to 
utilize  its  review  system. 

6.  Cost  benefit  analysis  of  regulations 

MSMA  recommends  cost  benefit  analysis  oFnew  and 
existing  regulations  that  deal  with  health  care. 

State  agencies  should  be  required  to  consider  both  the 
costs  and  benefits  of  any  regulations  that  impact  health 
care.  This  will  help  those  concerned  to  see  the  actual 
impact  of  regulations. 

7.  State  government  paying  its  share 

MSMA  recommends  that  state  government  be  required 
to  pay  its  share  of  the  cost  of  providing  care  under  state 
programs. 

When  the  state  government  does  not  adequately  fund 
its  health  care  programs,  such  as  Medicaid,  the  costs  of 
the  programs  are  shifted  to  other  patients.  As  a result, 
state  programs  become  an  additional  cost  burden  on  pri- 
vately insured  and  cash-paying  patients.  Such  costs 
should  be  spread  across  the  entire  state  tax  base  and  not 
shifted  to  a relatively  small  portion  of  the  population. 

8.  Co-payments  and  deductibles 

MSMA  recommends  that  co-payments  and  deductibles 
be  applied  in  state  health  programs. 

Cost  sharing  should  be  applied  in  state  health  programs 
as  a method  to  reduce  health  care  expenditures. 

Changes  in  the  Medical  Liability  System:  Tort  Reform 

To  help  the  legal  system  more  effectively  deal  with 
cases  of  medical  liability,  the  MSMA  proposes  five 
changes. 

1 .  Legislation  should  be  enacted  to  abolish  the  collateral 

source  rule 

The  collateral  source  rule  prevents  juries  from  taking 
into  account  other  sources  of  reimbursement  in  the  case  of 
medical  liability.  For  example,  a plaintiff  may  receive 
payments  from  a health  or  disability  insurance  plan  to 
cover  medical  expenses  but  these  are  not  taken  into 


account  when  medical  liability  settlements  occur.  Abol- 
ishing the  collateral  source  rule  will  allow  consideration 
of  the  coverage  received  from  other  sources  so  that  the 
same  medical  loss  will  not  be  paid  twice. 

2 . Recovery  for  noneconomic  losses  should  be  limited  by 
statute 

Recent  awards  in  some  medical  liability  cases  have 
been  set  at  extremely  high  levels.  While  certain  states 
have  a much  greater  problem  than  Mississippi  (i.e.  New 
York,  Florida,  California)  there  have  been  a few  substan- 
tial awards  in  this  state.  In  addition,  trends  in  other  parts 
of  the  U.S.  have  an  impact  on  Mississippi.  The  deter- 
mination of  the  amount  to  be  paid  for  economic  losses 
(medical  costs,  loss  of  income,  etc.)  can  be  made  and  is 
relatively  straightforward.  On  the  other  hand,  determina- 
tion of  the  amount  of  awards  for  noneconomic  losses 
(pain  and  suffering,  lack  of  conjugality,  etc.)  is  to  a large 
degree  arbitrary.  The  MSMA  proposes  that  such  awards 
be  allowed,  but  that  limits  be  placed  on  the  size  of  the 
noneconomic  portion.  Setting  the  size  of  the  limit  is 
arbitrary.  It  must  be  sufficiently  high  to  allow  for  ade- 
quate recompense,  but  low  enough  to  avoid  substantial 
windfalls. 

3.  MSMA  should  continue  its  activities  to  identify  and 
rehabilitate  impaired  physicians 

MSMA  has  a successful  program  to  rehabilitate  physi- 
cians who  are  impaired  in  their  performance  by  alcohol, 
drug  abuse  or  psychological  illness.  These  efforts  should 
be  continued  and  strengthened. 

4.  The  Board  of  Medical  Licensure  should  continue  and 
expand  its  activities  dealing  with  incompetent  physi- 
cians 

The  Board  of  Medical  Licensure  should  increase  its 
activities  to  find  and  deal  with  incompetent  and  impaired 
physicians.  Increased  activities  in  this  area  may  lessen 
medical  liability  insurance  claims.  This  requires  active 
finding  and  testimony  by  all  members  of  MSMA. 

5.  MSMA  members  should  continue  to  support  the  pa- 
tient grievance  mechanism  within  the  medical  associa- 
tion 

The  MSMA  has  an  existing  mechanism  to  hear  and 
resolve  complaints  against  its  member  physicians.  While 
the  MSMA  is  relatively  limited  in  the  sanctions  it  may 
impose,  the  mechanism  is  effective  in  resolving  mis- 
understandings or  identifying  problems  that  need  further 
attention  and  should  be  supported  by  all  members. 

Hospital  Procedures  to  Encourage  Cost  Effective 
Practices  for  Physicians 

1 . Justification  of  Studies  and  Consultations 

MSMA  recommends  that  hospitals  encourage  physi- 
cians to  justify  studies,  consultations  and  procedures  with 
appropriate  data  and  reasons. 

Technology  (studies  and  procedures)  and  consultations 
have  both  increasing  and  decreasing  cost  effects.  To  en- 
hance the  cost  benefits,  hospitals  should  design  and  im- 
plement methods  that  require  or  encourage  physicians  to 
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justify  the  studies,  procedures  and  consultations  they 
order.  Some  suggestions  to  accomplish  this  end  are: 

a.  Encourage  clinical  research  that  evaluates  cost  consid- 
erations of  new  tests  as  well  as  existing  tests. 

b.  Suggest  each  medical  staff  assume  the  responsibility 
of  ongoing  prospective  review  or  evaluating  and  re- 
viewing procedures  and  diagnostic  tests  on  a regular 
basis. 

c.  Encourage  regular  multidisciplinary  Morbidity  and 
Mortality  rounds  in  every  hospital.  Cost  effectiveness 
and  outcome  should  be  considered  in  review  of  all 
cases  presented. 

d.  Encourage  hospitals  to  offer  physicians  ongoing,  clin- 
ically oriented,  medical  education  concerning  proper 
use  of  diagnostic  tests.  Care  must  be  taken  not  to 
generate  enthusiasm  for  testing  without  teaching  prop- 
er cost  considerations. 

e.  Statistics  should  be  distributed  regularly  and  no  less 
than  annually  concerning  the  total  number  of  various 
diagnostic  tests  performed  in  each  hospital.  This 
would  include  diagnostic  testing  performed  by  spe- 
cialists such  as  cardiac  catheterizations,  endoscopies, 
ultrasounds,  and  the  like,  as  well  as  sophisticated  tests 
such  as  computerized  axial  tomography,  and  more 
routine  tests  including  the  complete  blood  count 
(CBC).  The  information  gathered  would  also  include 
total  cost  of  the  procedures  and  tests.  From  time  to 
time  this  information  should  be  presented  and  dis- 
cussed at  a hospital  staff  meeting. 

f.  Encourage  use  of  referral  forms  that  state  reasons  for 
seeking  consultation. 

g.  Establish  local  protocol  committees  to  encourage 
appropriate  high  technology  utilization. 

2.  Periodic  Review  of  Hospital  Protocols 

MSMA  recommends  periodic  review  of  all  hospital 
protocols. 

Standing  orders  in  hospitals  develop  when  a physician 
or  group  of  physicians  recognize  patterns  in  either  their 
patient  population  or  their  practice  style.  To  avoid  re- 
peated ordering  and  to  save  time,  standing  orders  are 
given  for  patients. 

While  these  orders  often  may  be  efficient  and  cost 
effective,  they  may  result  in  unnecessary  testing  if  they 
become  outdated  and  are  not  approved. 

Peer  Review  of  all  standing  orders  should  occur  at  least 
on  an  annual  basis  in  all  Mississippi  hospitals.  Cost  con- 
siderations should  be  part  of  the  re-evaluation  process. 

Medical  staffs  should  be  given  guidelines  to  help  de- 
velop cost  effective  standing  orders. 

3.  Information  on  Hospital  Prices  for  Consumers  and 
Physicians 

MSMA  recommends  that  hospital  price  information  be 
made  available  to  consumers  and  physicians. 

Information  on  hospital  prices  should  be  made  avail- 
able in  a convenient,  accessible  form  for  both  consumers 
and  physicians.  Consumers  generally  have  no  knowledge 
of  the  price  of  goods  and  services  provided  by  individual 
hospitals  until  they  receive  a bill  after  a period  of  hospita- 
lization. Physicians  and  other  health  care  professionals 


are  often  unaware  of  what  hospitals  charge  for  services, 
tests  and  supplies,  or  how  charges  are  actually  derived.  If 
physicians  are  more  aware  of  hospital  charges,  they  can 
be  more  cost  effective  in  their  decision  making.  Further, 
if  physicians  become  aware  of  how  specific  charges  are 
determined,  then  a more  cooperative  attitude  will  result 
between  physicians  and  hospital.  This  may  further  the 
cost  containment  effect  by  allowing  more  discussion  as  to 
which  tests,  procedures  and  services  are  offered. 

4.  Review  of  hospital  cost  by  physicians 

MSMA  recommends  that  physicians  familiarize  them- 
selves with  hospital  costs  of  their  patients. 

As  physicians-in-training  are  learning  the  practice  of 
medicine,  they  should  also  learn  the  cost  implications  of 
medical  practice. 

5.  Consumer  education  on  use  of  health  care  system 

MSMA  recommends  that  hospitals  disseminate  mate- 
rial to  patients  on  how  to  use  the  health  care  system. 

Each  medical  staff  or  hospital  should  develop  educa- 
tional material  or  use  existing  material  to  teach  patients 
how  to  use  the  health  care  system.  With  the  current  use  of 
in-hospital  television,  patients  oan  be  easily  taught  in  their 
rooms.  Written  material  would  also  be  useful. 


Physician  Education  in  Cost  Efficient  Medicine 

1 . Provide  cost  effective  meJicine  instruction  for  physi- 
cians 

MSMA  recommends  continuing  medical  education  in- 
clude courses  in  cost  effective  medicine. 

A course  of  instruction  on  cost  effective  medicine 
should  be  developed  by  the  MSMA  for  representatives  of 
hospital  medical  staffs,  component  societies,  medical 
school  faculty  and  other  physicians.  The  course  would  be 
available  for  any  group  of  physicians  in  the  state. 

2.  Provide  cost  effective  medicine  instruction  for  stu- 
dents 

MSMA  recommends  that  a liaison  with  the  University 
of  Mississippi  School  of  Medicine  be  developed  to  pursue 
increased  instruction  in  cost  effective  medicine. 

It  should  be  recognized  that  this  type  of  instruction 
must  compete  with  an  ever  expanding  amount  of  basic 
science  and  clinical  knowledge. 

3.  MSMA  recommends  cost  containment  be  included  at 
meetings  of  the  organization 

As  part  of  its  annual  meeting  the  MSMA  should  spon- 
sor sessions  on  cost  containment  issues  for  its  member 
physicians.  Component  societies  of  MSMA  should  be 
encouraged  to  present  cost  containment  information  at 
their  meetings. 

4.  MSMA  recommends  that  information  for  physicians 
on  new  financing  and  delivery  plans  be  made  avail- 
able 

MSMA  can  assist  physicians  in  better  understanding 
new  financing  and  delivery  plans  through  its  regular  pub- 
lications, the  annual  meeting,  other  meetings  and  special 
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publications.  This  activity  has  already  started  and  should 
be  continued. 

5.  MSMA  recommends  that  educational  materials  on 

cost  containment  be  developed  for  its  members 

The  MSMA  should  develop  and  disseminate  materials 
for  its  members  on  a variety  of  topics  concerned  with  cost 
containment. 

6.  Physician  and  community  leaders  should  discuss  local 

health  care  needs  and  costs 

MSMA  component  societies  should  serve  as  a catalyst 
to  bring  together  physicians  and  community  leaders  to 
discuss  local  health  care  needs  and  costs  on  a regular 
basis. 

Consumer  Education  in  Medical  Services 

Consumers  of  health  care  are  likely  to  face  more  re- 
sponsibility for  selecting  needed  care  as  competition  and 
changing  delivery  models  develop.  Consumers  will  also 
face  more  direct  financial  obligation  for  their  care.  It  is 
important  that  information  about  the  medical  care  system 
be  made  available  to  the  public.  MSMA  proposes  nine 
specific  recommendations  for  consumer  education. 

1 . Consumer  education  should  be  developed  on  how  to 
use  the  medical  care  system  more  efficiently. 

As  the  medical  care  system  becomes  more  complex  and 
offers  a wider  variety  of  services,  it  will  be  important  to 
educate  people  to  be  wise  consumers  of  health  care. 
Responsible  choices  can  result  in  considerable  savings  in 
health  care  expenses.  For  example,  people  should  know 
the  proper  use  for  emergency  rooms,  ambulance  or  para- 
medical personnel,  levels  of  care  available  in  the  home  or 
physician’s  office,  and  hospital  care.  Information  avail- 
able for  consumers  could  lead  to  significant  reductions  in 
abuse  of  resources  and  patient  confusion. 

2.  MSMA  supports  efforts  to  promote  healthier  life- 
styles. 

Many  consumers  are  very  diligent  in  maintaining  their 
health  and  follow  life-styles  that  are  healthy,  but  others 
continue  to  engage  in  behavior  that  will  have  adverse 
health  consequences.  The  MSMA  can  be  of  assistance  in 
developing  useful  and  accurate  educational  materials  or 
supporting  other  organizations  that  are  working  to  pro- 
mote better  health  habits  for  Mississippi  people. 

3.  Efforts  should  be  made  to  improve  consumer  aware- 
ness of  the  willingness  of  physicians  to  discuss  fees. 

The  public  needs  to  know  that  physicians  are  concerned 
about  the  cost  of  medical  care  and  are  willing  to  discuss 
their  fees.  Physicians  are  encouraged  to  also  provide  care 
at  reduced  amounts  for  their  patients  who  may  be  unem- 
ployed or  experiencing  financial  difficulty.  The  MSMA 
can  be  of  assistance  by  providing  brochures  and  other 
informational  items  for  physicians  to  use  with  their  pa- 
tients. 

4.  MSMA  recommends  efforts  be  made  to  modify  un- 
realistic medical  expectations  and  demands  of  con- 
sumers. 


The  medical  profession  and  the  public  media  often 
have  given  the  public  unrealistic  expectations  about  what 
medicine  can  accomplish.  While  it  is  true  that  modem 
medicine  can  accomplish  a great  deal,  there  is  a tendency 
for  consumers  to  expect  medicine  to  cure  all  injury  and 
disease.  Educational  material  can  help  reduce  these  un- 
realistic expectations. 

5.  MSMA  recommends  consumers  be  informed  about 
the  reasons  for  increased  costs  of  medical  care. 

The  public  needs  to  be  educated  regarding  why  the  cost 
of  medical  care  has  increased.  Unfortunately,  too  many 
members  of  the  public  place  full  responsibility  on  physi- 
cians and  hospitals  and  do  not  realize  the  impact  of  our 
financing  system,  the  effects  of  technology,  the  aging 
population  and  other  factors.  This  information  needs  to  be 
communicated  effectively. 

6.  MSMA  supports  increased  awareness  of  the  advan- 
tages and  disadvantages  for  consumers  of  alternative 
delivery  systems. 

Alternative  delivery  plans  represent  a change  in  the 
way  health  care  is  delivered.  Information  to  help  consum- 
ers better  understand  these  plans  and  the  impact  they  will 
have  on  medical  care  will  be  beneficial. 

7.  MSMA  supports  consumer  information  to  increase 
understanding  of  third-party  plans. 

Most  consumers  are  covered  by  some  type  of  third- 
party  insurance  plan  for  medical  care.  Much  of  the  docu- 
mentation of  these  plans  is  unnecessarily  difficult  to  read. 
The  State  Insurance  Commissioner’s  office  should  de- 
velop regulations  that  require  easy  to  understand  summa- 
ries of  key  features  of  any  health  insurance  plan. 

8.  MSMA  supports  consumer  education  on  the  effects  of 
competition. 

Competition  is  being  encouraged  among  health  care 
providers.  As  in  any  competitive  market,  consumers  must 
analyze  the  information  provided  and  make  decisions. 
Because  this  is  a new  approach  in  health  care  and  because 
consumers  may  be  at  risk  in  selecting  care,  it  will  be 
important  to  monitor  and  explain  to  the  public  the  effects 
of  competition. 

9.  MSMA  supports  public  information  regarding  physi- 
cians and  their  areas  of  specialty. 

MSMA  should  develop  material  that  presents  a fair, 
accurate  description  of  physicians  and  the  care  they  pro- 
vide. The  wide  variety  of  specialists  that  exist  in  medical 
care  can  cause  confusion  for  consumers. 

10.  The  MSMA  believes  that  health  education  should  be 
taught  in  the  schools  of  our  state. 

MSMA  offers  its  support  to  the  State  Board  of  Educa- 
tion to  promote  health  education  in  the  schools.  ★★★ 
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dered prior  to  publication.  The  Journal  re- 
serves the  right  to  decline  any  manuscript.  Au- 
thors should  avoid  placing  subheads  in  the  text, 
and  the  Editors  reserve  the  prerogative  of  writing 
and  inserting  subheads  according  to  Journal 
style.  — The  Editors. 

In  addition,  in  view  o^The  Copyright  Revi- 
sion Act  of  1976,  effective  Jan.  1,  1978, 
transmittal  letters  to  the  editor  should  contain 
the  following  language:  “In  consideration  of 
the  Mississippi  State  Medical  Association’s 
taking  action  in  reviewing  and  editing  my 
submission,  the  author(s)  undersigned  hereby 
transfers,  assigns,  or  otherwise  conveys  all 
copyright  ownership  to  the  MSMA  in  the 
event  that  such  work  is  published  by  the 
MSMA.”  We  regret  that  transmittal  letters 
not  containing  the  foregoing  language  signed 
by  all  authors  of  the  submission  will  necessi- 
tate delay  in  review  of  the  manuscript.  — The 
Editors. 
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The  President  Speaking 


Objectives  of  PPOs 


Ellis  M.  Moffitt,  M.D. 
Jackson,  Mississippi 


Continuing  our  discussions  of  PPOs,  I would  like  to  talk  briefly 
about  utilization  review  and  quality  review.  One  or  more  of  the 
following  are  usually  present  in  most  PPO  plans: 

1 . Pre-admission  certification  for  elective  hospital  admission; 

2.  Admission  review  by  review  coordinator,  to  determine  if  the 
admission  is  necessary; 

3.  Concurrent  review  of  inpatient  stays; 

4.  Retrospective  profile  analysis; 

5.  Discharge  planning; 

6.  Review  of  hospital  outpatient  services; 

7.  Second  opinion  surgical  review  programs;  and 

8.  Quality  assurance  programs.  These  usually  involve  the  re- 
view of  the  patient’s  chart  against  patient  screening  criteria. 

Some  PPOs  use  the  “gatekeeper”  concept.  All  patients  are  first 
seen  by  a primary  care  physician  before  going  to  a specialist.  Some 
PPOs  make  the  risk  factor  at  this  point,  holding  back  20%  of  the 
reimbursement  to  primary  care  physician  and  10%  reimbursement 
for  the  specialist. 

There  are  a couple  of  antitrust  considerations  you  should  be 
aware  of  in  establishing  a PPO  — price  fixing  and  restraint  of 
trade. 

If  individual  competing  physicians  agree  among  themselves  on 
the  fees  they  will  accept  for  their  services,  this  would  come 
squarely  within  the  realm  of  price  fixing,  regardless  of  any  motive 
to  reduce  fees  and  promote  competition.  So  how  do  you  do  it? 
Employers  or  insurers  are  free  to  contract  with  individual  physi- 
cians. As  a practical  matter  this  puts  the  participating  physician  in 
a passive  posture  with  little  leverage  available  in  the  negotiating 
process. 

Another  approach  is  the  “honest  broker”  concept.  The  desired 
result  can  be  accomplished  if  a third  party  who  is  in  no  way 
controlled  by  the  participating  physician  serves  as  an  honest  broker 
in  setting  up  the  arrangement.  This  entity  can  establish  peer  review 
principles,  the  claims  processing  mechanism,  the  fees  or  reim- 
bursement structure,  and  perhaps  the  marketing  plan  that  partici- 
pating physicians  would  agree  to  accept. 

The  critical  issue  is  the  manner  in  which  the  fee  question  is 
resolved.  While  truly  independent  decision  making  theoretically 

(Continued  on  page  79) 
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Effecting  Costs  Proposals 
Requires  Participation 

In  an  extraordinary  session,  the  House  of  Dele- 
gates of  the  Mississippi  State  Medial  Association 
adopted  a report  with  recommendations  regarding 
the  availability  of  medical  care  at  a reasonable  cost. 

This  report  was  not  hastily  constructed  and 
adopted.  Responding  to  demands  from  many  seg- 
ments of  society  for  increased  efforts  in  controlling 
the  rapid  increase  in  medical  cost,  the  Board  of 
Trustees  thoroughly  investigated  the  causes,  consid- 
ered multiple  ways  to  effect  helpful  changes  and 
made  some  definite  recommendations.  These  rec- 
ommendations were  discussed,  debated,  and  in 
some  instances  amended  before  being  passed  by  the 
House  of  Delegates. 

The  adopted  version  of  the  report,  “Quality 
Medical  Care  at  a Reasonable  Cost”  is  reproduced 
in  this  issue  for  all  members  of  the  society. 

Specific  cost  containment  proposals  include:  (1) 
changes  in  the  structure  of  health  insurance;  (2) 
changes  in  federal  and  state  laws,  (3)  changes  in  the 
medical  liability  system;  (4)  cost  effective  hospital 
practice  by  physicians;  (5)  physician  education;  and 
(6)  consumer  education. 

An  indepth  review  of  this  material  is  strongly 
recommended  for  several  reasons.  First,  you  need  to 
know  exactly  what  your  society  did  in  issuing  this 
report.  Secondly,  it  is  very  informative  and  can 
prepare  you  to  intelligently  discuss  the  problem  and 
the  proposed  changes  with  patients,  the  media  and 
other  interested  groups  in  our  society.  Last,  but 
certainly  not  least,  it  will  prepare  you  to  become  an 
active  participant  in  implementing  all  phases  of  this 
proposal.  To  accomplish  the  objectives  outlined  in 
each  area  will  require  a concerted  and  informed 
effort  by  all  participants. 

Myron  W.  Locke y,  M.D. 

Editor 


THE  PRESIDENT  SPEAKING 

(Continued  from  page  78) 

eliminates  the  antitrust  risk,  some  physician  involve- 
ment is  inevitable.  Physician  involvement,  howev- 
er, is  not  necessarily  proportionate  to  physician 
agreement,  for  there  exists  a fine  line  between  coop- 
eration and  collusion. 

Under  the  reimbursement  mechanism,  all  services 
are  fee  for  service.  One  of  the  advantages  is  the  rapid 
turnaround  time  on  collections  — 10  to  30  days. 
This  is  usually  spelled  out  in  the  contract.  When 
medical  care  is  needed  the  patient  arranges  an 
appointment  with  a physician  from  the  PPO’s  roster 
of  participating  providers.  The  patient  identifies 
himself  with  a benefits  card.  The  physician  bills  the 
payor  directly  for  the  services  provided.  The  physi- 
cian receives  payment  for  the  services  in  a few  days. 
The  physician  agrees  to  accept  PPO  payment  as  full 
payment  and  cannot  bill  the  patient  for  any  differ- 
ence. 

A PPO  package  should  be  designed  to  meet  the 
objectives  of  the  four  major  groups  involved  in  the 
purchase  of  healthcare  services:  payors  (commercial 
insurance.  Blue  Cross-Blue  Shield,  employers,  and 
union  trusts);  consumers  of  health  care  (patients); 
physicians;  and  hospitals. 

The  objectives  of  the  first  group,  payors,  are  to 
control  costs  and  to  offer  consumers  an  attractive 
health  benefit  package.  The  second  group,  consum- 
ers, seek  to  retain  freedom  of  choice  in  their  selec- 
tion of  providers,  receive  care  at  a convenient  loca- 
tion, minimize  out-of-pocket  expenses  and  receive 
comprehensive  and  even  expanded  medical  ser- 
vices. Physicians,  in  response  to  growing  competi- 
tion in  the  health  care  sector,  desire  to  maintain  or 
expand  their  patient  base  while  practicing  in  a fee  for 
service  mode.  Finally,  hospitals,  faced  with  low 
occupancy  rates  and  competition  from  other  provid- 
ers, look  to  improve  patient  volume  with  minimal 
financial  risk  and  regulation.  ★★★ 
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Tliere  s one  simple  reason 
why  more  Mississippi 
pinsicians  are  choosing 
Medical  Assurance  Compam 
of  Mississippi: 


Ifs  the  professional  liabiliu 
company  of  Mississippi 
physicians,  by  Mississippi 
physicians,  and  for 
Mississippi  physicians. 


malpractice  insurance, 
call  on  us . . . 
1-800-682-6415  or 
944-0072  in  Jackson. 


A\ailabilit\  and  alibrd- 
abilit)  . . . the  two  factors 
to  consider  in  selecting 
a professional  liability’ 
insurance  pro\  ider. 
Medical  Assurance 
(a)mpam'  of  Mississippi 
is  the  preferred  choice 
of  Mississippi  doctors 
because  it  provides  the 
best  in  both  areas. 
Medical  Assurance 
('ompam  of  Mississippi 
pnnides  a rate  structure 
that  is  affordable  and 
realistic ...  to  assure  that 
policy  holders  have  the 
most  cost-effective 
cowrage  backed  by  a 
financially  sound 
compam; 


Further  sa\  ings  and 
financial  strength  are 
pnnided  b)  a program 
of  sound  im  estments 
and  strong  underwriting 
guidelines.  And  because 
the  plan  is  totally 
administered  b\ 
physicians.  Medical 
Assurance  Company’  of 
Mississippi  is  responsive 
to  y’OLir  needs. 

For  answ  ers  to  any 
cjuestions  you  might 
ha\  e regarding 
medical 


Medical  Assurance  Company 
of  Mississippi 


735  Riverside  Drive 
RO.  Box  4625 
Jackson,  MS  39216 


Medical  Assurance  Company  Of 
Mississippi  Board  of  Directors 
SEATED:  ( Left  to  right ) John  F. 
Lucas.  Jr,  M.D.,  Greenuood,  MS; 

R.  Laser  Triplett,  M.D.,  Jackson, 

M,S;  Max  L Pharr,  M.D.,  Jackson,  MS. 
BACK  ROW:  (Left  to  right ) D.  B. 
Conerly  M.  D.,  Hattiesburg,  MS; 
James  M.  Cooper,  M.D.,  Tupelo,  MS; 
Ralph  L.  Brock,  M.  D.,  McComb,  MS; 
l.ouis  A.  Rirbet:  M.D..  Jackson,  MS; 
Paul  H.  Moore,  Sr,  M.  D.,  Pascagoula. 
MS;  Joe  S.  Coiington,  M.D., 

IfC 


MEDICAL  ORGANIZATION 


State  Hires  New 
Medical  Examiner 

Iowa’s  state  medical  examiner,  Dr.  Thomas  L. 
Bennett,  expects  to  begin  work  in  his  new  position  as 
Mississippi  medical  examiner  late  this  month.  The 
Des  Moines  pathologist  accepted  the  $67,000-a-year 
job  in  February. 

Dr.  Bennett  will  be  the  state’s  first  medical  ex- 
aminer since  July  1983,  when  Dr.  Faye  Spruill  re- 
signed following  the  legislature’s  refusal  to  fund  the 
office. 

Dr.  Spruill,  a Crystal  Springs  native,  had  held  the 
post  for  two  years.  She  had  designed  a plan  setting 
up  three  state  districts,  each  equipped  with  a facility 
to  handle  death  investigations  and  each  staffed  by  a 
forensic  pathologist,  but  lawmakers  refused  to 
approve  funds  for  the  system. 

Last  year,  however,  the  legislature  approved  a 
budget  of  $146,000  for  the  state  medical  examiner’s 
office,  and  directed  that  it  be  placed  under  the  Mis- 
sissippi State  Crime  Lab. 

The  state’s  medical  examiner  law  was  passed  in 
1974  and  was  praised  as  a step  toward  upgrading  the 
county  coroner  system,  which  requires  no  special 
training  in  death  investigation. 

Dr.  Bennett  will  conduct  training  courses  at  the 
Mississippi  Law  Enforcement  Training  Academy  in 
Whitfield  and  will  help  with  a training  program  for 
coroners.  He  will  also  teach  up  to  20  hours  a week  at 
the  University  of  Mississippi  School  of  Medicine. 

State  law  enforcement  officials  have  long  sought  a 
medical  examiner  system  to  help  solve  homicides. 
The  lack  of  a trained  forensic  pathologist  to  investi- 
gate deaths  and  testify  in  court  has  forced  officials  to 
send  bodies  to  neighboring  states  where  forensic 
pathologists  could  aid  in  the  investigations. 


UMC  Children's  Hospital 
To  Benefit  from  Telethon 

Children’s  Hospital  at  the  University  of  Missis- 
sippi Medical  Center  is  participating  in  the  1985 
Children’s  Miracle  Network  Telethon. 

The  telethon,  produced  annually  by  the  Osmond 
Foundation,  will  be  aired  June  1-2  on  WDBD-TV, 
Channel  40  — Jackson’s  new  independent  station  — 
to  benefit  the  hospital. 


The  telethon  has  attracted  support  from  many 
national  corporations.  Among  them  are  H.  J.  Heinz 
Co.,  Coleco,  Wendy’s,  Diet  Center,  Dairy  Queen, 
and  Coca  Cola  USA. 

“As  a corporate  sponsor  of  the  telethon,  H.  J. 
Heinz  will  donate  six  cents  to  the  Medical  Center 
hospital  for  every  baby  food  jar  label  we  collect,’’ 
said  David  Bussone,  associate  hospital  director. 
“Medical  Center  volunteers  will  soon  contact 
schools  and  grocery  stores  throughout  the  state  for 
assistance  with  the  project.  Individuals  who  wish  to 
participate  may  turn  labels  in  to  the  UMC  Depart- 
ment of  Public  Relations.  Labels,  of  course,  should 
be  removed  from  the  jars.’’ 

In  initial  efforts  to  promote  the  telethon,  more 
than  $6,500  was  raised  for  the  hospital  in  a WTYX- 
sponsored  auction  of  96  “Cabbage  Patch  Kids,’’ 
donated  to  the  Medical  Center  by  Coleco.  Other 
national  sponsors  are  planning  individual  promo- 
tions. 

“Every  dollar  raised  in  Mississippi  through  pro- 
motions like  the  “Cabbage  Patch  Kids’’  auction  and 
the  Heinz  Baby  Food  jar  labels  will  go  to  Children’s 
Hospital  at  the  Medical  Center,’’  Bussone  said. 
“Funds  raised  will  help  young  Mississippians  from 
all  over  the  state  who  come  here  for  treatment.’’ 

Children’s  Hospital,  a nonprofit  teaching  facility 
of  the  University  of  Mississippi  Medical  Center  is 
the  only  hospital  in  the  state  specially  equipped  and 
staffed  to  meet  the  comprehensive  needs  of  Missis- 
sippi’s sick  and  injured  children.  Patients  are  admit- 
ted to  the  facility  each  year  from  every  one  of  the 
state’s  82  counties. 


117th  ANNUAL  SESSION 
May  15-19 

Royal  d'Iberville  Hotel 
Biloxi,  MS 
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Medical  Center  Names  Six 
To  School  of  Medicine  Faculty 

Six  have  been  named  to  the  School  of  Medicine 
faculty  at  the  University  of  Mississippi  Medical 
Center. 

The  appointments  were  announced  by  Dr.  Nor- 
man C.  Nelson,  vice  chancellor  for  health  affairs  and 
School  of  Medicine  dean,  following  approval  of  the 
Board  of  Trustees  of  State  Institutions  of  Higher 
Learning. 

Appointed  are  Dr.  Shin  Aizawa,  instructor  in 
medicine;  Dr.  Charles  D.  Christian,  Jr.,  assistant 
professor  of  medicine;  Dr.  James  L.  Hagan,  assis- 
tant professor  of  surgery;  Dr.  Binford  T.  Nash,  Jr., 
assistant  professor  of  family  medicine;  Dr.  Caroline 
R.  Norman,  instructor  in  medicine,  and  Dr.  William 
M.  Schmitt,  assistant  professor  of  family  medicine. 

Dr.  Aizawa  earned  the  M.D.  at  the  Nihon  Uni- 
versity School  of  Medicine  in  Tokyo,  Japan,  in 
1980,  and  completed  a fellowship  at  Nihon  Uni- 
versity Hospital  in  1982.  In  1983,  he  was  a research 
fellow  at  Kyoto  University  in  Kyoto,  Japan.  Before 
coming  to  the  Medical  Center,  he  completed  a fel- 
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lowship  at  Nihon  University  School  of  Medicine. 

Dr.  Christian  earned  the  B.  A.  at  Millsaps  College 
in  1 974 , and  the  M . D . at  the  U niversity  of  Mississip- 
pi Medical  Center  in  1978.  He  did  his  residency  at 
Vanderbilt  University  Hospital  and  completed  a fel- 
lowship there  in  1982.  At  the  University  of  Texas 
Health  Science  Center  in  San  Antonio,  Texas,  he 
completed  a fellowship  in  1983,  then  was  appointed 
instructor  in  medicine,  a position  he  held  until  com- 
ing to  UMC. 

Dr.  Hagan  attended  Millsaps  College  and  earned 
the  M.D.  at  the  University  of  Mississippi  Medical 
Center  in  1975.  He  took  his  residency  in  surgery  at 
the  Medical  Center. 

Dr.  Nash,  a Mississippi  College  graduate,  earned 
the  M.D.  at  the  University  of  Mississippi  Medical 
Center  in  1976  where  he  took  his  residency.  He  also 
attended  New  Orleans  Baptist  Theological  Semi- 
nary. After  two  years  in  private  practice  at  Laird 
Clinic  in  Starkville,  he  was  appointed  a career 
medical  missionary  by  the  Foreign  Mission  Board  of 
the  Southern  Baptist  Convention.  He  served  in  Afri- 
ca prior  to  his  Medical  Center  appointment. 

Dr.  Norman  received  the  B.S.  at  the  University  of 
Mississippi  in  1974,  and  earned  the  M.D.  at  the 
Medical  Center  in  1981.  She  took  her  residency  at 
University  Hospital. 

Dr . Schmitt  earned  the  B . S . in  1 966  and  the  M . D . 
in  1970  at  Loyola  University  in  Chicago.  He  did  his 
internship  at  the  University  of  Oklahoma,  then 
served  two  years  as  lieutenant  commander  in  the 
U.  S.  Navy  at  the  Naval  Training  Center  in  Orlando, 
Florida.  He  completed  his  residency  at  Duke  Uni- 
versity in  1976,  received  the  M.A.  from  Marshall 
University  in  1979  and  the  Ph.D.  from  West  Vir- 
ginia University  in  1984.  He  was  assistant  director 
of  family  medicine  at  Marshall  University  School  of 
Medicine  from  1978-1981  and  was  lecturer  in  com- 
munity medicine  at  the  University  of  Sydney  in 
Sydney,  Australia,  before  coming  to  the  Medical 
Center. 


Next  Month  in  JOURNAL  MSMA 

Complete  Program,  1 17th  Annual  Session 

Screening  Colorectal  Cancer 

Diabetes  Mellitus:  What  Form  Will  A Cure 
Take?  (James  Grant  Thompson  Memorial 
Lecture) 
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Future  Calendar 

March  14-16 

Surgical  Forum  XII 

Holiday  Inn  Downtown,  Jackson 

March  21-22 

Neurology  Spring  Symposium 
Sheraton  Regency,  Jackson 

March  23 

Spring  Sonic  Symposium 
University  Medical  Center,  Jackson 

April  24-27 

Family  Practice  Update 
Sheraton  Regency,  Jackson 

For  registration  information  and  a brochure,  con- 
tact Continuing  Education  at  the  University  of  Mis- 
sissippi Medical  Center,  2500  North  State  Street, 
Jackson,  Mississippi  39216-4505,  or  call  (601)  987- 
4914. 


UMC  Schedules 
Neurology  Symposium 

The  Seventh  Annual  Neurology  Spring  Sympo- 
sium will  be  presented  March  21-22  at  the  Sheraton 
Regency  Convention  Center  in  Jackson. 

The  program  will  provide  an  overview  of  pediat- 
ric neurological  disorders,  inclusive  information  on 
the  practical  management,  recent  advances  and  fu- 
ture directions  of  the  common  and  uncommon 
neurological  disorders  in  children. 

Credit  for  the  course  will  be  awarded  as  13.75 
hours  in  Category  I of  the  Physician’s  Recognition 
Award  of  the  American  Medical  Association,  13.75 
hours  by  the  American  Academy  of  Family  Physi- 
cians and  1.3  continuing  education  units. 

Registration  is  $175  for  physicians. 

For  information  or  a brochure,  contact  the  Uni- 
versity of  Mississippi  Medical  Center,  Continuing 
Health  Professional  Education,  2500  North  State 
Street,  Jackson,  Miss.  39216-4505,  or  call  (601) 
987-4914. 


Medical  Center  Will  Host 
Spring  Sonic  Symposium 

The  Sixth  Annual  Spring  Sonic  Symposium  will 
be  presented  on  March  23  at  the  University  of  Mis- 
sissippi Medical  Center  in  Jackson. 

The  course  is  designed  to  provide  a review  of 
“state  of  the  art’’  sonography  in  various  areas  of 
practical  interest  to  physicians  and  sonographers. 

Cosponsored  by  the  Mississippi  Ultrasound  Soci- 
ety, the  course  meets  the  criteria  for  6.25  credit 
hours  in  Category  I of  the  Physician’s  Recognition 
Award  of  the  American  Medical  Association  and  .6 
continuing  education  units. 

Registration  fees  are  $70  for  physicians  and  $30 
for  sonographers. 

For  information  or  a brochure,  contact  the  Uni- 
versity of  Mississippi  Medical  Center,  Continuing 
Health  Professional  Education,  2500  North  State 
Street,  Jackson,  Miss.  39216-4505,  or  call  (601) 
987-4914. 


FAMILY  PRACTITIONERS  & INTERNISTS 

needed  in  West  Central  Alabama.  OPPORTUNI- 
TIES FOR  PHYSICIANS  TO  RECEIVE  HELP 
WITH  ESTABLISHING  THEIR  PRACTICE 
AND  THEN  OWN  IT.  Some  practice  locations 
very  near  Birmingham.  Faculty  appointment 
with  Family  Practice  Center  at  University  of 
Alabama  in  Tuscaloosa  may  be  available  for 
those  qualified.  Options  available  of  joining 
established  practices  or  of  working  individually. 
Salary  $50,000  to  $65,000  guaranteed  until 
practice  is  self-sufficient.  Generous  fringe 
benefits  include  life,  disability,  health,  retire- 
ment and  malpractice  insurance;  two  weeks 
continuing  education;  and  three  weeks  annual 
leave.  All  equipment  including  X-Ray  and 
lab,  furniture,  and  supplies  provided.  ALL 
CLINIC  EXPENSES  COVERED.  Management 
services  including  personnel,  payroll,  tax 
reports,  and  billing  provided.  If  invited  to  visit, 
all  expenses  will  be  paid.  All  moving  expenses 
covered.  Please  send  C.V.  to  Frank  Cochran, 
Health  DevelopmentCorporation,  P.O.  Box  1486, 
Tuscaloosa,  Alabama  35403,  or  call  COLLECT 
(205)  758-7545  for  more  information. 
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Medicare,  HMO,  PPO,  Payroll, 
Participating  Physicians,  DRG, 
Receivables,  Collections, 
Electronic  Submission,  Fin- 
ancial Statements,  Compet- 
titors.  Medical  Data  Bases, 

Labs,  Taxes,  Cost  Con- 
tainment, Correspon- 
dence, 3rd  Party  Bill- 
ing, Appointments 
Aged  Trial  Balance, 

Medical  Records, 

Planning,  Person- 
nel Costs,  Regu- 
lations. . . . 


As  much  as  there  is  to 
think  about  in  maintaining 
your  practice,  there  are 
an  equal  number  of  things 
to  consider  in  choosing  a 
computer  system.  How- 
ever, we  have  a remedy  for 
both  problems  with  our  Total 
System  Solution  that  in- 
cludes: hardware,  software, 
training,  maintenance,  and  soft- 
ware updates.  In  other  words,  we 
become  your  data  processing  de- 
partment, with  guaranteed  results. 
We  have  numerous  local  references, 
hundreds  nationally,  who  are  using 
our  systems  in  individual  practices, 
clinics,  nursing  homes,  and  hospitals. 
Our  commitment  to  the  medical  field  is 
complete. 


WlDOnflR  SOLUTIONS 
BffOREmDoimTHtsrsTm 


LCADO 


CADO  Systems  of  Mississippi,  Inc. 

2600  Insurance  Center  Drive  • Jackson,  MS  39216 
(601)  982-0100 


A division  of  ICD  Corporation 

with  offices  in  Jackson.  New  York,  Atlanta.  Houston,  Milwaukee.  Minneapolis, 
Detroit.  Pittsburgh,  Salt  Lake  City,  Durham,  Phoenix,  San  Antonio.  New  Orleans, 
Birmingham.  Jacksonville.  Orlando.  Mobile,  Shreveport.  Little  Rock 


PERSONALS 


James  Achord  of  UMC  spoke  to  members  of  the 
Mississippi  Dental  Association  in  Corinth. 

ViNOD  An  AND  of  UMC  presented  a paper  at  the 
Southern  Section  of  the  Triological  Society  in  New 
Orleans  in  January. 

William  R.  Arnett  of  Hattiesburg  has  been  recerti- 
fied as  a diplomate  of  the  American  Board  of  Family 
Practice. 

Leonard  D.  Ball,  III,  of  Gulfport  was  installed  as 
chairman  of  the  Guardian  Society  of  the  University 
of  Mississippi  Alumni  Association. 

Blair  Batson  of  UMC  participated  in  an  executive 
board  planning  session  of  the  American  Academy  of 
Pediatrics  in  Chicago  in  January. 

Bert  E.  Bradford  announces  the  opening  of  his 
office  for  the  practice  of  pediatrics  at  1026  Biglane 
Drive  in  Brookhaven. 

Tarver  H.  Butler  announces  the  opening  of  his 
office  for  the  practice  of  psychiatry  at  107  Medical 
Plaza  in  Hattiesburg. 

C.  Ron  Cannon  of  Brandon  presented  a paper  at  the 
Southern  Section  of  the  American  Academy  of  Fa- 
cial Plastic  and  Reconstructive  Surgery  in  New 
Orleans  recently. 

Wallace  Conerly  of  UMC  attended  a meeting  of 
the  Tri-State  Respiratory  Therapy  Board  in  Biloxi 
and  spoke  at  a Regional  Counselors’  Workshop  in 
Oxford. 

Richard  A.  Conn  and  Douglas  W.  Rouse,  Jr. 
have  opened  their  offices  for  the  practice  of 
orthopedic  surgery  at  108  28th  Avenue  South  in 
Hattiesburg. 

C.  Ralph  Daniel,  III,  of  Jackson  was  voted  an 
“Outstanding  Young  Man  of  America”  for  1984. 

William  L.  Davis  has  associated  with  Louisville 
Medical  Associates  for  the  practice  of  internal  medi- 
cine. 

David  Crawford  of  UMC  chaired  a committee 
meeting  of  the  Southwest  Oncology  Retreat  in  Dal- 
las in  January. 

Louis  A.  Farber  of  Jackson,  WmEY  C.  Hutchins 
of  Columbus,  Louis  A.  Rubenstein  of  Ocean 


Springs  and  Dayton  E.  Whites  of  Lucedale  have 
been  named  to  the  board  of  directors  of  the  Medical 
Alumni  Chapter  of  the  University  of  Mississippi 
Alumni  Association. 

Venkata  S.  Ganti  has  opened  his  office  for  the 
practice  of  general  surgery  at  Medical  Arts  Clinic  in 
Philadelphia. 

Glen  Graves  of  UMC  was  among  teachers  for  a 
workshop  in  Laurel  on  followup  care  of  the  high  risk 
infant. 

Les  Hammack  announces  the  opening  of  his  office 
for  the  general  practice  of  medicine  at  153  South 
Market  Street  in  Holly  Springs. 

D.  Chan  Henry  has  associated  with  Jackson  Anes- 
thesia Associates,  301  Medical  Plaza  Building  in 
Jackson,  for  the  practice  of  anesthesia. 

Thomas  L.  Horton  has  associated  with  Madden 
Medical  Clinic  (A.  L.  Thaggard,  Jr.  and  David  L. 
Moody)  for  the  practice  of  family  medicine. 

Wayne  A.  Hughes  of  Hattiesburg  has  been  recerti- 
fied by  the  American  Academy  of  Family  Physi- 
cians. 

Michael  E.  Jabaley  of  Jackson  spoke  at  the  annual 
meeting  of  the  Kentucky  Medical  Association  and 
was  visiting  professor  at  the  University  of  Louisville 
and  the  University  of  Kentucky.  He  also  spoke  to  the 
Kentucky  Society  of  Plastic  and  Reconstructive 
Surgeons. 

Robert  May  of  Jackson  has  been  elected  chief  of 
the  medical  staff  at  Hinds  General  Hospital. 

John  McCann  has  associated  with  Wayne  A. 
Hughes  of  Hattiesburg  for  the  practice  of  family 
medicine. 

B . O.  Moore  of  Amory  was  honored  upon  his  retire- 
ment by  personnel  of  Gilmore  Memorial  Hospital 
for  his  35  years  of  medical  practice. 

John  Morrison  of  UMC  was  guest  speaker  at  a 
meeting  of  the  Southern  Perinatal  Association  in 
New  Orleans. 

Norman  Nelson  of  UMC  spoke  at  a meeting  of  the 
Columbus  Rotary  Club  in  January. 

William  Nicholas  spoke  at  a seminar  on  diabetes 
in  Lafayette,  Louisiana,  recently. 

Howard  Nichols  of  UMC  was  an  examiner  for  the 
American  Board  of  Pediatrics  in  Los  Angeles  in 
January. 
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PERSONALS /Continued 

J.  Larry  Parker  has  associated  with  Gerald  P. 
Randle  and  Richard  E.  Weddle,  205  Medical 
Arts  Building  in  Jackson,  for  the  practice  of  neurolo- 
gy- 

Edward  K.  Phillips  has  associated  with  Radio- 
logical Group,  P.A.,  316  Medical  Arts  Building  in 
Jackson,  for  the  practice  of  diagnostic  radiology. 

A.  D.  Powell  and  M.  M.  Powell  of  Coldwater 
were  presented  the  Outstanding  Citizen’s  Award 
from  the  Senatobia  Civitan  Club. 

William  F.  Pontius  of  Biloxi  has  been  re-elected 
chief  of  the  medical  staff  of  Biloxi  Regional  Medical 
Center. 

Ben  F.  Sanford  of  Starkville  announces  the  asso- 
ciation of  W.  Scott  Sanford  for  the  practice  of 
internal  medicine. 


Kelly  Segars  of  luka  taught  a course  at  a recent 
Emergency  Medical  Technician  seminar. 

Richard  O.  Sutton  announces  the  opening  of  his 
office  for  the  practice  of  orthopedic  surgery  at  300 
Highway  51  North  in  Brookhaven. 

Jere  H.  Weaver  announces  the  opening  of  his 
office  for  the  practice  of  family  medicine  in  associa- 
tion with  T.  L.  Sweat,  2006  Robertson  Drive  in 
Corinth. 

Chris  E.  Wiggins  announces  the  association  of 
R.  Eugene  Bass  for  the  practice  of  sports  medicine 
and  orthopedic  surgery  at  Pascagoula  Bone  and  Joint 
Clinic,  P.A. 

Thomas  L.  Wiley,  Jr.  has  associated  with  The 
Woman’s  Clinic  of  Jackson,  918  North  State  Street, 
for  the  practice  of  obstetrics  and  gynecology. 
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EMPLOYEES  APPRECIATE 

THEMiniOLL 
SAVINGS  PLAN. 

JUSTASK 
THE  PEOPLE  AT 
MANUEACTURERS 
HANOVER. 


“Savings  Bonds  pro- 
vide a good  interest 
rate.  Moreover,  the 
payroll  deduction  is 
a convenient  way  to 
save.”  — James  F.  Howard 


“With  market-based 
interest  rates,  Savings 
Bonds  are  a secure 
and  competitive  sav- 
ings instrument.” 

— Suzanne  OToole 


“With  a guaranteed 
minimum  of  7.5%, 
there  is  no  risk  to 
principal  and  apprecia- 
tion is  assured.” 

— Mark  Young 


U.S.  Savings  Bonds  now  offer  higher,  variable  interest  rates  and  a guaranteed 
return.  Your  employees  will  appreciate  that.  They’ll  also  appreciate  your  giving 
them  the  easiest,  surest  way  to  save. 

For  more  information,  write  to:  Steven  R.  Mead, 

Executive  Director,  U.S.  Savings  Bonds  Division, 

Department  of  the  Treasury,  Washington,  DC  20226. 


US.  SAVINGS  BONDsSl.  Paying  BetterThan  Ever 

A public  service  of  this  publication. 


Ard,  Michael  L.,  Louisville.  Bom  Pontotoc,  MS, 
Sept.  9,  1952;  M.D.,  University  of  Mississippi 
School  of  Medicine,  Jackson,  1979;  interned  and 
family  practice  residency.  University  Medical  Cen- 
ter, Jackson,  MS,  1980-83;  elected  by  East  Missis- 
sippi Medical  Society. 

Ashley,  Timothy  D.,  Jackson.  Bom  Biloxi,  MS, 
July  8,  1954;  M.D.,  University  of  Mississippi 
School  of  Medicine,  Jackson,  1981;  interned  and 
family  practice  residency.  University  Medical  Cen- 
ter, Jackson,  MS,  1981-84;  elected  by  Central 
Medical  Society. 

Beghe-Balduci,  Claudia,  Jackson.  Bom  Rome, 
Italy,  June  12,  1946;  M.D.,  Catholic  University, 
Rome,  Italy,  1971;  interned,  medicine  residency, 
and  fellowship  in  medical  genetics.  University 
Medical  Center,  Jackson,  MS,  1973-77;  elected  by 
Central  Medical  Society. 

Blackwell,  Dean  Allen,  Jackson.  Bom  Jackson, 
MS,  Jan.  16,  1949;  M.D.,  University  of  Mississippi 
School  of  Medicine,  Jackson,  1980;  interned  Ports- 
mouth Naval  Medical  Center,  Portsmouth,  VA,  one 
year;  elected  by  Central  Medical  Society. 

Burnett,  Walter  Marshall,  Brandon.  Born 
Yazoo  City,  MS,  July  25,  1954;  M.D.,  University 
of  Mississippi  School  of  Medicine,  Jackson,  1981; 
interned  and  family  medicine  residency.  University 
Medical  Center,  Jackson,  MS,  1981-84;  elected  by 
Central  Medical  Society. 

Campbell,  Robert  F.,  Jackson.  Bom  Mayfield, 
KY,  July  1,  1955;  M.D.,  Duke  University  School  of 
Medicine,  Durham,  NC,  1980;  interned  and  family 
medicine  residency.  Medical  College  of  Georgia, 
Augusta,  1981-84;  elected  by  Central  Medical  Soci- 
ety. 

Chin,  Dewey  W.,  Jackson.  Bom  Cleveland,  MS, 
July  11,  1956;  M.D.,  University  of  Mississippi 
School  of  Medicine,  Jackson,  1981;  interned  and 
family  practice  residency.  University  Medical  Cen- 
ter, Jackson,  MS,  1981-84;  elected  by  Central 
Medical  Society. 

Conn,  Richard  A.,  Hattiesburg.  Born  New 
Orleans,  Oct.  24,  1951;  M.D.,  University  of  Missis- 
sippi School  of  Medicine,  Jackson,  1978;  interned 
and  orthopedic  residency,  Greenville  Hospital  Sys- 


tem, Greenville,  SC,  1979-83;  fellowship,  Mayo 
Clinic,  Rochester,  MN,  one  year;  elected  by  South 
Mississippi  Medical  Society. 

Currier,  Mary  M.  , Jackson.  Bom  Ann  Arbor,  MI, 
June  12,  1956;  M.D.,  University  of  Mississippi 
School  of  Medicine,  Jackson,  1983;  interned  one 
year.  University  Medical  Center,  Jackson,  MS; 
elected  by  Central  Medical  Society. 

Ervin,  Norman  D.,  Columbia.  Bom  Wichita,  KS, 
July  25,  1954;  M.D.,  University  of  Texas  Medical 
School,  Houston,  1981;  interned  and  family  practice 
residency.  University  of  Alabama,  Huntsville, 
198 1 -84;  elected  by  South  Mississippi  Medical  Soci- 
ety. 

Graves,  Thomas  A.,  Gulfport.  Bom  Minneapolis, 
MN,  Oct.  15,  1936;  M.D.,  Tulane  University 
School  of  Medicine,  New  Orleans,  1961;  interned 
Confederate  Memorial  Hospital,  Shreveport,  LA, 
one  year;  otolaryngology  residency.  Charity  Hospi- 
tal, New  Orleans,  1962-65;  general  surgery  residen- 
cy, same,  1965-67;  elected  by  Coast  Counties 
Medical  Society. 

Hudson,  Jack  G.,  Columbia.  Bom  Hattiesburg, 
MS,  Dec.  8,  1953;  M.D.,  University  of  Mississippi 
School  of  Medicine,  Jackson,  1981;  interned  and 
family  practice  residency.  University  Medical  Cen- 
ter, Jackson,  MS,  1981-84;  elected  by  South  Missis- 
sippi Medical  Society. 

Little,  Nelson  K.,  Jackson.  Bom  Grenada,  MS, 
June  3,  1955;  M.D.,  University  of  Mississippi 
School  of  Medicine,  Jackson,  1983;  interned  one 
year  and  medicine  residency,  one  year.  University 
Medical  Center,  Jackson,  MS;  elected  by  Central 
Medical  Society. 

Liverman,  Steven  Barry,  Wesson.  Bom  Mon- 
treal, Canada,  Aug.  11,  1952;  M.D.,  University  of 
Mississippi  School  of  Medicine,  Jackson,  1978; 
family  practice  residency.  Naval  Hospital,  Jackson- 
ville, FL,  1978-81;  elected  by  South  Central  Medi- 
cal Society. 

Lucas,  John  A.,  Ill,  Jackson.  Bom  Demopolis, 
AL,  June  15,  1948;  M.D.,  University  of  Alabama 
School  of  Medicine,  Birmingham,  1974;  interned, 
six  months.  University  Medical  Center,  Jackson, 
MS,  and  six  months,  Carraway  Methodist  Hospital, 
Birmingham;  ob-gyn  residency  University  Medical 
Center,  Jackson,  MS,  1975-78;  reproductive  endo- 
crinology fellowship.  University  of  Texas  Health 
Science  Center,  Dallas,  1982-84;  elected  by  Central 
Medical  Society. 
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Majure,  Joseph  Marc,  Jackson.  Bom  Louisville, 
MS,  Oct.  29,  1956;  M.D.,  University  of  Mississippi 
School  of  Medicine,  Jackson,  1981;  interned  and 
pediatric  residency.  University  Medical  Center, 
Jackson,  MS,  1981-84;  elected  by  Central  Medical 
Society. 

Patton,  John  P.  , Meridian.  Bom  Sumner  Co. , TN, 
April  8,  1938;  M.D.,  University  of  Tennessee  Cen- 
ter For  Health  Sciences,  Memphis,  1963;  interned 
and  radiology  residency,  Methodist  Hospital,  Mem- 
phis, 1963-4  and  1967-70;  elected  by  East  Missis- 
sippi Medical  Society. 

Pennington,  Karen  A.,  Jackson.  Bom  Columbia, 
MS,  May  13,  1955;  M.D.,  University  of  Mississippi 
School  of  Medicine,  Jackson,  1981;  interned  and 
medicine  residency.  University  Medical  Center, 
Jackson,  MS,  1981-84;  elected  by  Central  Medical 
Society. 

Raju,  Sybil  F.,  Jackson.  Bom  Poona,  India,  Oct. 
17,  1941;  M.D.,  Christian  Medical  College  Hospi- 
tal, Vellore,  India,  1964;  interned,  same,  one  year; 
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medicine  residency  and  fellowship  in  nephrology. 
University  Medical  Center,  Jackson,  MS,  1968-72; 
elected  by  Central  Medical  Society. 

Rosenkrans,  Ramon  H.,  Magee.  Bom  Shreveport, 
LA,  Jan.  10,  1950;  M.D.,  Louisiana  State  Universi- 
ty School  of  Medicine,  Shreveport,  1977;  interned 
and  general  surgery  residency,  LSU  Hospital, 
Shreveport,  1977-82;  elected  by  Central  Medical 
Society. 

Rush,  Gus  A.,  Ill,  Meridian.  Bom  Meridian,  MS, 
Sept.  29,  1952;  M.D.,  University  of  Mississippi 
School  of  Medicine,  Jackson,  1978;  interned  and 
orthopaedic  surgery  residency,  Ochsner  Foundation 
Hospital,  New  Orleans,  1978-84;  elected  by  East 
Mississippi  Medical  Society. 

Smith,  Keith  P.,  Natchez.  Bom  Baton  Rouge,  LA, 
Feb.  15,  1955;  M.D.,  Louisiana  State  University 
School  of  Medicine,  New  Orleans,  1979;  interned 
and  general  surgery  residency.  University  Medical 
Center,  Jackson,  MS,  1979-84;  elected  by 
Homochitto  Valley  Medical  Society. 

Stanford,  Thomas  E.,  Jr.,  Tupelo.  Bom  Amory, 
MS,  Oct.  15,  1954;  M.D.,  University  of  Mississippi 
School  of  Medicine,  Jackson,  1981;  interned  and 
medicine  residency.  Baptist  Memorial  Hospital, 
Memphis,  1981-84;  elected  by  Northeast  Mississip- 
pi Medical  Society. 

Thompson,  William  C.  , Hattiesburg.  Bom  Colum- 
bia, MS,  Dec.  5,  1953;  M.D.,  University  of  Missis- 
sippi School  of  Medicine,  Jackson,  1979;  interned 
and  medicine  residency,  Vanderbilt  University  Hos- 
pitals, Nashville,  TN,  1979-82;  pulmonary  medi- 
cine fellowship.  New  York  Hospital,  Cornell 
Medical  Center,  New  York,  1982-84;  elected  by 
South  Mississippi  Medical  Society. 

Turner,  Helen  D.,  Jackson.  Bom  Walnut  Grove, 
MS,  May  7,  1943;  M.D.,  University  of  Mississippi 
School  of  Medicine,  Jackson,  1979;  interned,  medi- 
cine residency,  infectious  diseases  fellowship.  Uni- 
versity Medical  Center,  Jackson,  MS,  1979-84; 
elected  by  Central  Medical  Society. 
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Find  out  Hhat 

your  patients  already  know 


Nobody  has  to  tell  you  that  a medical  practice  is  more 
challenging  than  ever  before.  You  have  to  face  spiraling 
costs,  new  regulations,  the  troubling  spread  of  malpractice 
suits,  and  an  increasingly  cost-conscious  public. 

But  now,  there's  one  more  challenge  to  face.  The 
toughest  one  of  all. 

Competition. 

AMA  studies  indicate  that  since  1970,  the  number  of 
practicing  physicians  has  increased  four  times  as  fast 
as  the  general  population.  The  successful  practices  of 
the  future  will  be  the  ones  which  can  attract  and  retain 
patients  by  responding  to  their  needs. 

MCM  wants  to  make  sure  your  practice  is  one  of  them. 
With  a unique,  organized  method  of  measuring  patient 
satisfaction  and  identifying  potential  problems  long  before 
they  reach  the  critical  stage. 

It’s  called  Dr’s  PASS:  The  Patient  Attitude  and 
Satisfaction  System.  It  gives  you  valuable  data  on  your 
own  patient  base -and  shows  you  the  future  of  your 
practice. 

Dr’s  PASS  determines  your  patients'  demographic 
makeup,  what  they  look  for  in  medical  service,  and  how  you 
can  provide  it.  You’ll  learn  how  patients  respond  to  the 
aesthetics  and  convenience  of  your  office.  What  they  think 
of  your  support  staff.  Even  their  confidence  level  towards 
you  as  a physician. 

And  you  won’t  have  to  wade  through  raw  data  to  get 

results.  The  professionals  of  MCM  will  perform  the  analy- 
sis. Leaving  you  free  to  practice  medicine. 

With  this  information,  you  can  direct  your  practice  to 
the  actual  needs  and  wants  of  your  patients,  and  spot 
potential  problems  and  opportunities  in  time  to  do  some- 
thing about  them. 

Dr’s  PASS  lets  you  build  on  your  strengths  and  minimize 
your  weaknesses.  It  is  your  window  into  the  future -and 
could  even  be  your  key  to  competitive  survival. 

Don’t  let  tomorrow  pass 
your  practice  by.  Get  more 
information  on  Dr’s  PASS 
by  completing  the  coupon 
below  or  call  MCM  collect, 

(601)956-0920. 

DETACH  ALONG  DOTTED  LINE. 

YES.  I'd  like  more  information  on  how  Dr's  PASS  can 
help  me  prepare  for  the  future. 


DR!S 

^ PASS 


Name. 


Address . 
City 


State . 


.Zip. 


Telephone  (. 


Best  Time  Of  Day  To  Call . 

MCM,  INCORPORATED 
1553  EAST  COUNTY  LINE  RO. 
SUITE  101 

JACKSON,  MS  39211 


Fast,  dependable,  confidential 
medical  records  transcription. 


Mid-South  Transcription  Center 

1.  Experienced,  skilled  transcriptionists: 
Each  has  extensive  experience  inter- 
preting and  typing  the  kinds  of  materials 
— often  highly-technical  materials  — 
which  are  so  crucial  to  your  work  every 
day. 

2,  Fast,  dependable  service:  For  clients 
within  10-20  miles  of  our  Jackson  office, 
we  will  personally  pick-up  your  material, 
then  hand-deliver  the  typed  project  back 
to  you  ($2.00  delivery  fee)  — usually 
within  twenty-four  hours. 

Seventy-two  hour  turnaround  time  is 
typical  for  projects  handled  by  mail. 

.3.  Confidentiality:  All  employees  are  re- 
quired to  sign  a confidentiality  certifica- 
tion statement  before  we  hire  them.  Our 
keeping  all  work  totally  in-house  also 
helps  assure  confidentiality. 

4.  Top-quality  work...guaranteed:  All 
work  is  handled  totally  in-house  for 
maximum  quality  control.  If  we  make  a 
mistake,  we’ll  correct  our  error  at  no 
charge,  of  course. 

Call  Tom  Griffin  at  (601)  373-0526 


MTC 

Mid-South  Transcription  Center 

1815  Hospital  Drive/Hinds  Professional  Bldg./Suite  422 
Jackson,  Mississippi  39204 


DEATHS 


Clay,  Thomas  F.,  Tutwiler.  Bom  Dec.  25,  1885. 
M.D.,  Vanderbilt  University  School  of  Medicine, 
Nashville,  1908;  interned  Bellevue  General  Hospi- 
tal, New  York,  NY,  for  one  year;  an  emeritus  mem- 
ber of  MSMA  and  a member  of  the  50  Year  Club; 
died  Jan.  12,  1985,  age  99. 

McLeod,  James  N.,  Ill,  Jackson.  Bom  Chatta- 
nooga, TN,  Sept.  7,  1939;  M.D.,  University  of 
Mississippi  School  of  Medicine,  Jackson,  1965;  in- 
terned and  medicine  residency,  John  Gaston  Hospi- 
tal, University  of  Tennessee,  1965-67;  medicine  res- 
idency, University  Medical  Center,  Jackson,  MS, 
1969-71;  died  Jan.  13,  1985,  age  45. 

Melvin,  James  H.,  Jr.,  Jackson.  Bom  Winona, 
MS,  June  10,  1908;  M.D.,  University  of  Tennessee 
School  of  Medicine,  Memphis,  1933;  interned  Kan- 
sas City  General  Hospital,  Kansas  City,  MO,  one 
year;  medicine  and  surgery  residency.  Marine  Hos- 
pital, Ellis  Island,  one  year;  dermatology  residency, 
Barnard  Skin  and  Cancer  Hospital,  St.  Louis,  MO, 
1945-47;  died  Jan.  25,  1985,  age  76. 

Feurst,  Samuel  L,  Vicksburg.  Bom  Dembica,  Po- 
land, Sept.  9,  1911;  M.D.,  University  of  Vienna 
Medical  School,  Vienna,  Austria,  1938;  interned 
Riker’s  Island  Hospital,  New  York,  NY  and  St. 
Mary’s  Hospital,  Orange,  NJ,  one  year;  died  Jan. 
11,  1985,  age  73. 

Thompson,  W.  C.,  Jackson.  Bom  Union  Springs, 
AL,  June  28,  1903;  M.D.,  Johns  Hopkins  Universi- 
ty School  of  Medicine,  Baltimore,  MD,  1930; 
M.P.H.,  same,  1936;  interned  Baltimore  City  Hos- 
pital and  Johns  Hopkins  Hospital,  one  year;  medi- 
cine residency,  same,  1932-33  and  1934-36;  taught 
medicine  at  St.  Luke’s  Methodist  Hospital,  Tokyo, 
Japan,  1933-34;  died  Jan.  11,  1985,  age  81. 

Wyatt,  Rhea  L.,  Holly  Springs.  Bom  Montgom- 
ery, AL,  Dec.  30,  1912;  M.D.,  University  of  Ten- 
nessee School  of  Medicine,  Memphis,  1940; 
M.P.H.,  University  of  Michigan,  Ann  Arbor,  1947; 
interned  John  Gaston  Hospital,  Memphis,  one  year; 
died  Jan.  16,  1985,  age  72. 


Journal  MSMA  invites  your  participation. 
Please  send  your  letters,  inquiries,  and  sugges- 
tions to  the  Editors,  P.O.  Box  5229,  Jackson, 
MS  39216. 


90 


JOURNAL  MSMA 


Oral 

Suspension 
250  mg/5  ml 


500-mg  Pulvules 


Oral 

Suspension 
125  mg/5  ml 


250-mg  Pulvules 


Keflex^ 

cephalexin 


Additional  information 
available  to  the  profession 
on  request. 
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PLACEMENT  SERVICE 


Physicians  Available 


Anesthesiologist.  B.C.  university-trained;  20 
years  experience;  proficient  in  all  types  of  anesthe- 
sia; excellent  credentials;  Reply  4110-A,  Chico 
Road,  Pascagoula,  MS  39567. 

Family  Practice.  1981  UMC  graduate,  residency 
trained,  board  certified;  interested  in  partnership  or 
group  experience,  primarily  in  Mississippi.  Reply 
to:  1822  Laurel  Street,  Jackson,  MS  39202  (601) 
352-6629. 


Physicians  Wanted 

Consulting  Physicians.  Board  eligible  orthopedic 
and  psychiatric  consultants  needed  25-30  hours  per 
week  for  evaluation  of  Social  Security  disability 
claims.  Positions  available  immediately.  For  addi- 
tional information,  please  call  Deborah  Warriner, 
Medical  Staff  Coordinator,  Disability  Determina- 
tion Services,  (601)  923-2153. 

Mississippi  Delta,  252-bed  hospital,  emergency 
department  with  18,000  visits.  New  ED  opening 
early  1985;  directorship  available.  Seeking  EM  res- 
idency trained  or  experienced  emergency  physicians 
with  director’s  experience.  Fee-for- service,  CME, 
potential  group  incentive,  individualized  schedul- 
ing, paid  malpractice.  For  more  information  contact 
Niki  Balgini,  Manager,  Professional  Relations,  The 
Fischer  Mangold  Group,  P.O.  Box  788,  Pleasanton, 
CA  94566;  800-227-2092  or  in  California  (415)  484- 
1200. 

Family  practitioner  wanted  to  locate  in  Heidel- 
berg, MS.  Community  furnished  clinic,  service  area 
of  13,000,  and  near  metropolitan  community.  Con- 
tact; C.  Rosenblatt,  4126  Navajo  Rd.,  Jackson,  MS 
39211  or  call  (601)  362-9673  or  362-5852. 


Employment  Opportunity.  Chief  Medical 
Ofrcer.  Salary;  negotiable.  Location;  Choctaw  In- 
dian Reservation  in  Pearl  River  Community,  8 miles 
west  of  Philadelphia,  MS.  Minimum  Qualifications; 
Must  have  a degree  of  Doctor  of  Medicine  from  an 
approved  U.S.  or  Canadian  medical  school  or  a 
degree  of  Doctor  of  Osteopathy  from  an  approved 
school  of  osteopathy.  Must  obtain  a full  unrestricted 
license  to  practice  medicine  and  surgery  in  the  state 
of  Mississippi.  For  more  information  contact  James 
M.  Cox,  Mississippi  Band  of  Choctaw  Indians, 
Route  7,  Box  21,  Philadelphia,  MS  39350;  tele- 
phone: 601-656-2211,  ext.  129. 

Physicians  needed  in  all  specialties,  particularly 
Medicine,  Obstetrics,  Orthopedics.  Practice  oppor- 
tunities throughout  the  country,  with  a strong  base  in 
the  southern  states.  Recruiter  is  an  R.N.  certified  in 
Nursing  Administration,  and  understands  physi- 
cians’ goals.  Strictest  confidence.  No  fee  to  physi- 
cian. Contact  Georgette  Sloan,  Action  Line,  Inc., 
(504)  889-0306. 


Urologist,  OB-GYN,  Ophthalmologist, 
Orthopedic  surgery  (board  eligible/certified).  Ex- 
cellent opportunities  exist  in  a growing  northeast 
Miss,  community  with  a draw  population  of 
42,000+.  Modem,  125-bed  hospital  currently  ex- 
panding to  157  beds.  Excellent  schools,  churches, 
recreational/outdoor  areas.  Contact  Administrator, 
UCGH,  Highway  30  West,  New  Albany,  MS 
38652;  (601)  534-7631. 


Offering  early  partnership  to  board  certified  or 
board  eligible  anesthesiologist,  recently  trained,  at 
Meridian  Regional  Hospital,  to  work  with  anesthe- 
siologist presently  with  CRNAs.  No  OB  or  heart. 
Position  open  April  1st.  Contact  Dr.  John  Caron, 
Meridian  Regional  Hospital,  Highway  39  N.,  Meri- 
dian, MS  39303;  (601)  483-6211. 


Wanted:  Experienced  Emergency  Department 
physician.  BCLS/ACLS  certified,  prefer  ATLS  cer- 
tification. Largest  department  volume  in  largest  hos- 
pital in  state.  Fee  for  service.  Malpractice  paid.  Send 
resume  to:  Alan  P.  Brown,  M.D.,  FACEP,  Medical 
Director,  Emergency  Services  Department,  North 
Mississippi  Medical  Center,  830  South  Gloster, 
Tupelo,  MS  38801. 
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Needed  Immediately.  Board  certified  Ob-Gyn. 
For  further  details,  contact  Executive  Director,  Gre- 
nada County  Hospital  960  Avent  Drive,  Grenada, 
MS  38901;  (601)  226-8111. 

Central  Louisiana.  Opportunity  to  associate  with 
established  private  psychiatric  practice.  Free- 
standing 46  bed,  private  psychiatric  hospital  under 
construction.  Need  for  psychiatrists  acute,  at  this 
time.  Further  information  available  by  sending  Vitae 
and  letter  of  interest  to:  Psychiatry,  P.O.  Box  12492, 
Alexandria,  LA  71315-2492. 

Psychiatrist  — Gulfport.  New  60-bed  private 
adolescent  psychiatric  and  substance  abuse  hospital 
seeking  psychiatrist  to  establish  practice  in  Gulf 
Coast  community  with  population  area  over 
100,000.  Excellent  practice  and  recreational  oppor- 
tunities. SendC.V.  to  Chuck LeCluyse,  Administra- 
tor, CPC  Sand  Hill  Hospital,  12222  Highway  49  N., 
Gulfport,  MS  39503. 

Established  Pediatric  Practice  for  sale.  Six  fig- 
ure gross  income;  community  in  Mississippi  Delta; 
25,000  population;  good  mixture  of  patients.  Reply 
to  Box  P,  c/o  Journal  MSMA,  P.O.  Box  5229, 
Jackson,  MS  39216. 


CLASSIFIED 


1985  CME  Cruise/conferences  on  selected  medi- 
cal topics  — Caribbean,  Mexican,  Hawaiian,  Alas- 
kan, Mediterranean.  7-14  days  year-round. 
Approved  for  20-24  CME  Cat.  1 credits  (AM A/ 
PRA)  & AAFP  prescribed  credit.  Distinguished  pro- 
fessors. Fly  roundtrip  free  on  Caribbean,  Mexican, 
& Alaskan  cruises.  Excellent  group  fares  on  finest 
ships.  Registration  limited.  Pre-scheduled  in  com- 
pliance with  present  IRS  requirements.  Information: 
International  Conferences,  189  Lodge  Ave.,  Hunt- 
ington Station,  NY  11746.  (516)  549-0869. 

Computer  with  working  software  package;  3 ter- 
minals, expandable  to  several  more;  suitable  for 
medium  to  large  practice.  Package  generates  insur- 
ance claims,  trial  balance,  statements,  CPT  code, 
etc.  $29,000.  For  details,  write  Box  C,  MSMA, 
P.O.  Box  5229,  Jackson,  MS  39216. 

For  sale.  Upright  Bovine  unit.  For  information 
contact,  Mrs.  James  Grant  Thompson,  4318  Council 
Circle,  Jackson,  MS  39206;  (601)  366-5434. 
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The  AMA 

puts  current  information 
at  your  fingertips. 


The  first  nationwide  medical 
information  network  brings  a 
new  dimension  to  the  way  in 
which  physicians  and  other 
health  care  professionals  keep 
abreast  of  the  latest  knowledge 
in  their  profession. 

Now,  through  the  use  of  a 
low-cost  computer  terminal  or 
personal  computer,  you  can 
have  instant  access  to 
authoritative  and  up-to-date  in- 
formation. The  American 
Medical  Association's  com- 
puterized data  bases  place  a 


wide  range  of  professional 
resources  at  your  fingertips, 
such  as  clinical,  administrative 
and  medical  practice  informa- 
tion, abstracts  of  current  clinical 
literature,  and  continuing 
medical  education  programs. 

Adding  a new  dimension  to 
the  way  in  which  you  com- 
municate is  MED/MAIL  elec- 
tronic mail.  With  the  same  ter- 
minal, you  can  send  messages 
to  your  colleagues  across  the 
country  or  across  the  city.  . in 
minutes. 


Information  that  could  take 
hours  to  acquire  through  tradi- 
tional channels  can  now  be 
gathered  in  minutes,  giving  you 
valuable  extra  time  for  other  im- 
portant activities.  And  you  can 
use  the  medical  information  net- 
work at  your  convenience,  24 
hours  a day,  from  your  office, 
hospital  or  home. 

It's  surprisingly  economical 
and  professionally  indispensable. 


Telenet 

Medical  Information  Network 


FOR  SUBSCRIPTION  INFORMATION 
PLEASE  CONTACT  THE: 

MISSISSIPPI  STATE  MEDICAL  ASSOCIATION 
P.O.  BOX  5229 

JACKSON,  MISSISSIPPI  39216 

1-800-682-6415 

IN  JACKSON:  354-5433 


COMPLETE 
LABORATORY  ,, 
DOCUMENTATION  ...  EXTENSIVE 

CLINICAL  PROOF 


FOP,  THE  PREDIQADIUTY 
CONFIRMED  BY  EXPERIENCE 

DMMANE® 

flurozepom  HCIMoche 

THE  COMPLETE  HYPNOTIC 
PROVIDES  ALL  THESE  BENEFITS: 

• Rapid  sleep  onset' " 

• More  total  sleep  time" 

• Undiminished  efficacy  for  at  least 
28  consecutive  nights^" 

• Patients  usually  awake  rested  and  refreshed'^ 

• Avoids  causing  early  awakenings  or  rebound 
insomnia  after  discontinuation  of  therapy" 


Caution  patients  about  driving,  operating  hazardous  machinery  or  drinking 
alcohol  during  therapy.  Limit  dose  to  15  mg  in  elderly  or  debilitated  patients 
Contraindicated  during  pregnancy. 


DALMAHE€ 

flurozepom  HCl/Roche 

References:  1.  Kales  J ef  al:  Clin  Pharmacol  Ther 
72:691  -697,  Jul-Aug  1971  2.  Kales  A ef  al:  Clin  Phar- 
macol Ther  78:356-363,  Sep  1975  3.  Kales  A ef  a/ 

Clin  Pharmacol  Ther  79:576-583,  May  1976  4.  Kales  A 
et  al:  Clin  Pharmacol  Ther  32  781-766.  Dec  1982 
5.  Frost  JD  Jr,  DeLucchi  MR:  J Am  Genatr  Soc 
27:541-546,  Dec  1979  6.  Kales  A.  Kales  JD:  J Clin 
Pharmacol  3:140-150,  Apr  1983  7 Greenblatt  DJ, 

Allen  MD,  Shader  Rl:  Clin  Pharmacol  Ther  27:355-361, 
Mar  1977  8.  Zimmerman  AM:  Curr  Ther  Res 
73:18-22.  Jan  1971  9.  Amrein  R ef  al:  Drugs  Exp  Clin 
Res  9(1):85-99,  1983  10.  Monti  JM:  Methods  Find  Exp 
Clin  Pharmacol  3:303-326,  May  1981  11.  Greenblatt  DJ 
ef  al:  Sleep  5(Suppl  1):S18-S27  1982  12.  Kales  A 
ef  a/:  Pharmacology  26  121 -137.  1983 


DALMANE«  @ 

flurazepam  HCl/Roche 

Before  prescribing,  piease  consuit  compiete 
product  information,  a summary  of  which  foiiows: 
indications:  Effective  in  all  types  of  insomnia  charac- 
terized by  difficulty  in  falling  asleep,  frequent  nocturnal 
awakenings  and/or  early  morning  awakening,  in 
patients  with  recurring  insomnia  or  poor  sleeping  hab- 
its; in  acute  or  chronic  medical  situations  requiring 
restful  sleep.  Objective  sleep  laboratory  data  have 
shown  effectiveness  for  at  least  28  consecutive  nights 
of  administration.  Since  insomnia  Is  often  transient 
and  intermittent,  prolonged  administration  is  generally 
not  necessary  or  recommended.  Repeated  therapy 
should  only  be  undertaken  with  appropriate  patient 
evaluation. 

Contraindications:  Known  hypersensitivity  to  fluraze- 
pam HCI;  pregnancy.  Benzodiazepines  may  cause 
fetal  damage  when  administered  during  pregnancy 
Several  studies  suggest  an  increased  risk  of  congeni- 
tal malformations  associated  with  benzodiazepine  use 
during  the  first  trimester.  Warn  patients  of  the  potential 
risks  to  the  fetus  should  the  possibility  of  becoming 
pregnant  exist  while  receiving  flurazepam  Instruct 
patient  to  discontinue  drug  prior  to  becoming  preg- 
nant Consider  the  possibility  of  pregnancy  prior  to 
instituting  therapy. 

Warnings:  Caution  patients  about  possible  combined 
effects  with  alcohol  and  other  CNS  depressants  An 
additive  effect  may  occur  if  alcohol  is  consumed  the 
day  following  use  for  nighttime  sedation  This  potential 
may  exist  for  several  days  following  discontinuation 
Caution  against  hazardous  occupations  requiring 
complete  mental  alertness  {e  g.,  operating  machinery, 
driving).  Potential  Impairment  of  performance  of  such 
activities  may  occur  the  day  following  ingestion  Not 
recommend^  for  use  in  persons  under  15  years  of 
age  Though  physical  and  psychological  dependence 
have  not  been  reported  on  recommended  doses, 
abrupt  discontinuation  should  be  avoided  with  gradual 
tapering  of  dosage  for  those  patients  on  medication 
for  a prolonged  period  of  time.  Use  caution  in  adminis- 
tering to  addiction-prone  individuals  or  those  who 
might  increase  dosage 

Precautions:  In  elderly  and  debilitated  patients,  it  is 
recommended  that  the  dosage  be  limited  to  15  mg  to 
reduce  risk  of  oversedation,  dizziness,  confusion  and/ 
or  ataxia.  Consider  potential  additive  effects  with  other 
hypnotics  or  CNS  depressants  Employ  usual  precau- 
tions in  severely  depressed  patients,  or  in  those  with 
latent  depression  or  suicidal  tendencies,  or  in  those 
with  impaired  renal  or  hepatic  function. 

Adverse  Reactions:  Dizziness,  drowsiness,  light- 
headedness, staggering,  ataxia  and  falling  have 
occurred,  particularly  in  elderly  or  debilitated  patients. 
Severe  sedation,  lethargy,  disorientation  and  coma, 
probably  indicative  of  drug  intolerance  or  overdosage, 
have  been  reported.  Also  reported:  headache,  heart- 
burn, upset  stomach,  nausea,  vomiting,  diarrhea, 
constipation,  Gl  pain,  nervousness,  talkativeness, 
apprehension,  irritability,  weakness,  palpitations,  chest 
pains,  body  and  joint  pains  and  GU  complaints  There 
have  also  been  rare  occurrences  ot  leukopenia,  gran- 
ulocytopenia, sweating,  flushes,  difficulty  in  focusing, 
blurred  vision,  burning  eyes,  faintness,  hypotension, 
shortness  of  breath,  pruritus,  skin  rash,  dry  mouth, 
bitter  taste,  excessive  salivation,  anorexia,  euphoria, 
depression,  slurred  speech,  confusion,  restlessness, 
hallucinations,  and  elevated  SGOT  SGPT,  total  and 
direct  bilirubins,  and  alkaline  phosphatase;  and  para- 
doxical reactions,  e g.,  excitement,  stimulation  and 
hyperactivity. 

Dosage:  Individualize  for  maximum  beneficial  effect 
Adults:  30  mg  usual  dosage;  15  mg  may  suffice  in 
some  patients  Elderly  or  debilitated  patients:  15  mg 
recommended  initially  until  response  is  determined. 
Supplied:  Capsules  containing  15  mg  or  30  mg 
flurazepam  HCI. 


Roche  Products  Inc. 
Manati,  Puerto  Rico  00701 
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FOR  A COMPLETE  NIGHT'S  SCEEP 

DtAUAANEt 

flurazepom  HCI/Poche 


STANDS  AfART 

15-MG/30-MC|CAPSULC 


See  preceding  page  for  references  and  summary  of  product  information. 
Ijy  Roche  Products  Inc,  All  nghts  reserved. 
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Benefit  Flan  and  Trust 


MSMA  Benefit  Plan  and  Trust  is 
a superior  insurance  program  which 
fulfills  the  quality  of  coverage  and 
affordability  that  everyone  wants. 

Sponsored  by  the  Mississippi 
State  Medical  Association,  the 
MSMA  Benefit  Plan  and  Trust  offers 
life  and  health  benefits  to  physician 
members  of  MSMA,their  employees 
and  families. 


• $1,000,000  lifetime  benefits. 

• Life  Coverage  up  to  $50,000. 

• Broad  benefits  with  fair  and 
equitable  rates. 

• Management  by  and  for 
physicians. 

• Non-profit  and  administered 
at  lowest  possible  cost. 


For  Complete  Description  of  Benefits  Write: 

MSMA  Benefit  Plan  and  Trust 
P.O.Box  55509 
Jackson,  MS  39216 
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You  know  it's  not  your 
everyday  patient  problem. 
Alcoholism  is  far  different 
from  most  other  diseases. 
Patients  try  to  hide  it  from 
you.  They  resist  treatment 
They  deny  they  have  the 
disease  at  all. 

Such  a complex  physical 
and  emotional  problem 
usually  requires  extensive 
evaluation.  And  interven- 


tion counseling  is  frequently 
needed. 

If  you  are  a specialist  in 
addiction  treatment,  you're 
equipped  to  deal  with  these 
problems.  If  not,  consider 
Brookwood  Recovery  Cen- 
ter as  your  specialist  and 
partner  in  the  treatment  of 
alcoholism  and  dmg  abuse. 
We're  a specialized  facility 
staffed  to  serve  both  your 


patient  and  patient's  farriily. 
Our  nation^y  recognized 
treatment  pro^ams  have 
given  us  one  of  the  best  re- 
covery rates  in  the  country. 
And  once  recovered,  your 
patients  and  their  families 
return  to  being  the  kind  of 
patients  that  let  you  help 
them  once  again. 

For  further  information  on 
how  a Brookwood  Recovery 


Center  can  help  you  effec- 
tively treat  this  problem, 
caU  our  treatment  center  in 
Jackson  at  601/373-3355,  or 
1-800-237-2122  in  the  State 


of  Mississippi,  anytime, 
day  or  night. 


Brookwood 
Rbxveto' Centers 


A health  care  service  of 
American  Medical  International 
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April  1985 


Dear  Doctor: 

This  issue  of  your  journal  Includes  preliminary  plans  for  MSMA's 
117th  Annual  Session,  May  15-19,  at  the  Royal  d’Iberville  Hotel 
in  Biloxi.  In  addition  to  including  all  the  events  which  have 
been  popular  through  the  years,  the  agenda  for  the  117th  Annual 
Session  features  a number  of  new  activities. 

On  Wednesday,  May  15,  the  MSMA’s  Hospital  Medical  Staff 
Section  will  conduct  its  first  meeting.  The  program  features 
knowledgeable  speakers  who  will  discuss  Issues  facing  the 
hospital  medical  staff. 

This  year’s  annual  session  sees  the  return  of  the  technical 
exhibit  section,  featuring  65  booths  staffed  by  financial, 
computer,  and  medical  related  vendors.  Plan  to  visit  the 
exhibit  hall  and  talk  with  the  professional  representatives, 
and  be  sure  to  register  your  attendance  to  become  eligible 
for  the  attendance  prize. 

Saturday  night’s  agenda  features  a Casino  Night  party,  with 
proceeds  to  benefit  special  projects  of  the  MSMA  Auxiliary. 
International  Productions,  Inc.  of  New  Orleans  has  contracted 
to  make  arrangements  for  this  special  night  of  entertainment. 

Jeanne  Robertson,  former  Miss  North  Carolina  and  now  a pro- 
fessional speaker  in  demand  at  meetings  across  the  country, 
will  entertain  MSMA  members  and  spouses  at  the  annual  member- 
ship banquet  on  Friday  night.  You  won’t  want  to  miss  Jeanne’s 
unique  brand  of  humor,  or  any  of  the  other  activities  on  the 
annual  session  agenda. 

Reports  from  the  hotel  indicate  reservations  are  coming  in  at  an 
unusually  fast  rate,  so  be  sure  to  return  you  reservation  card 
soon  or  call  the  hotel  (388-66IO)  if  you  plan  to  attend. 


Sincerely, 


Patsy  Silver 
Managing  Editor 
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Medicare,  HMO,  PPO,  Payroll, 
Participating  Physicians,  DRG, 
Receivables,  Collections, 
Electronic  Submission,  Fin- 
ancial Statements,  Compet- 
titors.  Medical  Data  Bases, 

Labs,  Taxes,  Cost  Con- 
tainment, Correspon- 
dence, 3rd  Party  Bill- 
ing, Appointments, 

Aged  Trial  Balance, 

Medical  Records, 

Planning,  Person- 
nel Costs,  Regu- 
lations. . . 


As  much  as  there  is  to 
think  about  in  maintaining 
your  practice,  there  are 
an  equal  number  of  things 
to  consider  in  choosing  a 
computer  system.  How- 
ever, we  have  a remedy  for 
both  problems  with  our  Total 
System  Solution  that  in- 
cludes; hardware,  software, 
training,  maintenance,  and  soft- 
ware updates.  In  other  words,  we 
become  your  data  processing  de- 
partment, with  guaranteed  results. 
We  have  numerous  local  references, 
hundreds  nationally,  who  are  using 
our  systems  in  individual  practices, 
clinics,  nursing  homes,  and  hospitals. 
Our  commitment  to  the  medical  field  is 
complete. 
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LCADO 


CADO  Systems  of  Mississippi,  inc. 

2600  Insurance  Center  Drive  • Jackson,  MS  39216 
(601)  982-0100 


A division  of  ICD  Corporation 

with  offices  in  Jackson,  New  York.  Atlanta.  Houston.  Milwaukee,  Minneapolis. 
Detroit,  Pittsburgh.  Salt  Lake  City,  Durham,  Phoenix,  San  Antonio.  New  Orleans, 
Birmingham.  Jacksonville.  Orlando.  Mobile.  Shreveport.  Little  Rock 


Information  Campaign 
On  Colorectal  Cancer 


Jackson,  MS  - Physicians  can  expect  in- 
creased questions  from  patients  about 
colorectal  cancer.  The  American  Cancer 
Society's  three-year  awareness  campaign  is  continuing.  This 
issue  of  the  journal  Includes  the  first  of  three  articles  dealing 
with  screening  for  colorectal  cancer,  which  will  claim  the  lives 
of  some  59a^00  Americans  this  year. 


JCAH  Revises  Chicago,  IL  - JCAH  has  approved  changes 

AMH  Standards  in  the  "Medical  Staff"  and  "Governing 

Board"  chapters  of  the  Accreditation 
Manual  for  Hospitals.  The  revisions  clarify  standards  concern- 
Ing  the  authority  of  the  governing  body  and  the  medical  staff  in 
approval  of  medical  staff  bylaws.  The  revisions  will  appear  in 
the  1986  AMH,  but  are  effective  Immediately. 


Supply  Depleted  Chicago,  IL  - A second  printing  of 

Of  Cost  Checklist  "Physician's  Cost  Containment  Checklist" 

will  be  available  from  the  AMA  in  May. 
The  Initial  press  run  of  7,000  copies  was  depleted  within  two 
months,  and  the  AMA  has  received  orders  for  26,000  additional 
copies.  The  nine-page  booklet  describes  practical  ways  physi- 
cians can  reduce  costs  in  everyday  encounters  with  patients. 


Medicare  Encourages  Washington,  DC  - Under  new  regulations 

HMO  Enrollment  Medicare  beneficiaries  will  be  encour- 

aged to  enroll  in  HMOs  and  other  compet- 
itive plans.  Medicare  will  set  a predetermined  amount  for  the 
care  of  each  beneficiary;  if  the  cost  of  treatment  is  less  the 
HMO  may  keep  the  difference.  HMOs  will  be  required  to  contract 
with  PROS  for  review  of  quality  and  appropriateness  of  services. 


Peer  Review  Jackson,  MS  - Physicians  on  peer  review 

Reporting  Reminder  committees  are  reminded  of  requirements 

for  reporting  disciplinary  actions. 
Under  state  law,  any  disciplinary  action  taken  by  a physician's 
peers  (by  local,  regional,  state  or  national  society  or  by  a 
licensed  hospital  or  medical  staff  of  such  a hospital)  must  be 
reported  to  the  Board  of  Medical  Licensure  within  30  days. 


Roche  salutes 


Na-K'" balancing  act 

"The  sodium-potassium  ratio  in  the  diet  should  be  consid- 
ered a major  controlling  factor  of  blood  pressure,"  says  Dr. 
Herbert  G.  Langford  of  Jackson's  University  of  Mississippi 
Medical  Center ' Among  cultures  with  a low  incidence  of 
hypertension,  the  diet  consists  of  little  sodium  and  large 
amounts  of  potassium  from  fruits  and  vegetables.  As  sodium 
intake  increased  in  modern  civilizations,  potassium 
decreased.  Dr.  Langford  thinks  that  low  potassium  may  be 
considered  an  "unindicted  co-conspirator  in  the  hypertension 
crime."  And  he  speculates  that  "efforts  to  increase  potassium 
intake  may  be  as  feasible  and  fruitful  as  efforts  to  decrease 
our  sodium  intake." 

Cartoon  classics-help  for  pain 

The  hospitalized  burned  child,  forced  to  cope  with  isolation, 
immobilization,  extreme  pain  and  disfigurement,  manifests 
severe  behavior  problems  during  treatment.  One  of  the  most 
difficult  management  problems  is  with  the  child  who  must 
endure  the  excruciating  pain  involved  In  the  open  treatment  of 
burns.  The  procedure,  used  for  second-degree  burns, 
involves  exposure  of  the  wounds,  removal  of  burned  skin  and 
daily  coverage  with  antibacterials.  In  order  to  avoid  treatment, 
the  child  may  scream,  thrash  about,  cry  and  complain  of 
pain-which  generally  worsens  with  time  as  nerve  endings 
heal  and  sensation  returns.  Even  experienced  health-care 
workers  have  become  faint  while  observing  the  suffering  of 
these  young  patients. 

Dr.  Ronald  S.  Drabman  and  his  colleagues  in  the  Divi- 
sion of  Psychology  of  the  Department  of  Psychiatry  and  Hu- 
man Behavior  of  the  University  of  Mississippi  Medical  Center 
have  tested  a multicomponent  behavioral  approach  for 
reducing  pain  behavior  exhibited  by  severely  burned  children 
during  the  open  treatment  procedure.^  The  children,  two 
young  girls,  were  asked  to  choose  a television  cartoon  pro- 
gram, either  "Popeye"  or  "Bugs  Bunny,"  and  watch  it  closely 
during  treatment.  If  there  was  a 25%  or  more  reduction  in 
pain  behavior  from  the  level  at  baseline  sessions,  the  child 
was  rewarded  with  a star  placed  on  her  chart.  Both  chil- 
dren exhibited  less  pain  behavior  during  experimental  ses- 
sions than  during  baseline  sessions. 

In  keeping  with  ethical  considerations  and  the  appropri- 
ateness of  the  children's  reaction  to  pain,  the  goal  of  the 
study  was  not  to  suppress  or  eliminate  pain  behavior  com- 
pletely. The  researchers  believe  that  their  successful  distrac- 
tion-and-reward  technique,  the  first  experimental  evaluation 
of  behavior  during  open  treatment,  will  point  the  way  to 
much-needed  clinical  research  in  this  area. 

15-minute  diagnosis  of  killer 
Infection 


recognized  in  15  minutes  by  means  of  a simple  assay  of 
ascitic  fluid.  Dr.  James  L.  Achord  and  his  University  of  Missis- 
sippi colleagues  routinely  screen  cirrhotics  for  high  lactic 
acid.  This  is  more  sensitive  than  conventional  WBC  counts 
and  avoids  many  false  positives.  And,  says  Dr.  Achord,  most 
hospital  labs  are  already  equipped  to  do  the  test  for  one 
dollar.^ 


MISSISSIPPI  MEDICINE 
TODAY 


Spontaneous  bacterial  peritonitis,  a common  and  usually 
fatal  infection  among  alcoholic  cirrhotic  patients,  can  now  be 


References:  1.  Medical  News  JAMA  248  2951,  Dec  10,  1982  2,  Kelley  ML, 
et al:  J AppI  Behav Anal17:]A7-]58,  Summer  1984  3,  Medical  World 
News,  Nov  22,  1982,  p 15 
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TODAY:  FOR  THE  PATIENT 
WITH  MIXED  DEPRESSION 
AND  ANXIETY 

A rational  approach,  combining 
- The  standard  antidepressant: 
amitriptyline 

— The  proven  anxiolytic  action  ot 

Librium®  (chlordiazepoxide  HCI/Roche)(S 

Marked  improvement  often  occurs  as  early  as  the  first  week 

Headache,  insomnia  or  Gl  upsets  associated  with  mixed  depression  and 
anxiety  often  respond  quickly 

Feeling  better,  patients  feel  encouraged  to  stay  the  course -therefore, 
fewer  dropouts:  P=  .006  compared  to  amitriptyline* 

Convenient  single  h.s.  dosing  sufficient  in  some  patients;  helps  patients 
with  mixed  depression  and  anxiety  sleep  through  the  night.  Patients 
should  be  cautioned  about  the  combined  effects  of  Limbitrol  with  alcohol 
and  other  CNS  depressants,  and  about  activities  requiring  complete 
mental  alertness  such  as  operating  machinery  or  driving  a car 


In  moderate  depression  and  anxiety 


IN  PLACE  OF 
LIMBITROL  5-12.5  WRITE: 


IN  PLACE  OF 
LIMBITROL  10-25  WRITE: 


Limbitrol’ 

Each  tablet  contains  5 mg  chlordiazepoxide  and  12  5 mg  amitriptyline  (os  the  hydrochloride  salt) 


Each  tablet  contains  10  mg  chlordiazepoxide  ond  25  mg  amitriptyline  (os  the  hydrochloride  salt) 


€ 


Easier  to  remember. . . easier  to  prescribe 


•FeighnerJR  et ah  Psychopharmacology  61  217-225,  Mor22,  1979 

Please  see  summary  of  product  information  on  following  page. 


LIMBITROL*  € Tranquilizer-Antidepressant 

Before  prescribing,  please  consult  complete  product  Intormotion.  o summary  of 
which  follows: 

Indicahons:  Relief  of  moderofe  fo  severe  depression  associated  with  moderate  to 
severe  anxiety 

Controindications:  Known  hypersensitivity  to  benzodiazepines  or  tricyclic  antidepres- 
sants Do  not  use  with  monoamine  oxidase  (MAO)  inhibitors  or  within  14  days  follow- 
ing discontinuation  of  MAO  inhibitors  since  hyperpyrefic  crises,  severe  convulsions  and 
deaths  hove  occurred  with  cohcomitont  use,  then  initiate  cautiously,  gradually  increas- 
ing dosage  until  optimal  response  is  achieved  Contraindicated  during  acute  recovery 
phase  following  myocardial  infarction. 

Warnings:  Use  with  great  core  in  patients  with  history  of  urinary  retention  or  angle- 
closure  glaucoma  Severe  constipation  may  occur  in  patients  taking  tricyclic  antide- 
pressants and  onficholinergic-type  drugs  Closely  supervise  cardiovascular  patients 
(Anhythmios,  sinus  tachycardia  ond  prolongation  of  conduction  time  reported  with 
use  of  tricyclic  antidepressants,  especially  high  doses  Myocordiol  inforction  and 
stroke  reported  with  use  of  this  doss  of  drugs ) Caution  patients  about  possible  com- 
bined effects  with  alcohol  ond  other  CNS  depressants  and  against  hazardous  occu- 
pations requiring  complete  mental  alertness  (e  g , operating  machinery,  driving) 

Usage  in  Pregnancy:  Use  of  minor  tronquilizers  during  the  first  trimester 
should  almost  olways  be  avoided  because  of  increased  risk  of  congenital 
molformahons  as  suggested  in  several  studies.  Consider  possibility  of  preg- 
nancy when  inshtuting  therapy;  advise  patients  to  discuss  therapy  if  they 
Intend  to  or  do  become  pregnant. 

Since  physicol  and  psychological  dependence  to  chlordiozepoxide  hove  been  reported 
rarely,  use  caution  in  administering  Limbitrol  to  addiction-prone  individuals  or  those 
who  might  increase  dosage,  withdrawal  symptoms  following  discontinuotion  of  either 
component  alone  hove  been  reported  (nauseo,  headache  and  malaise  for  amitripty- 
line, symptoms  [including  convulsions]  similor  to  those  of  barbiturate  withdrawal  for 
chlordiozepoxide). 

Precoutions:  Use  with  caution  in  patients  with  o history  of  seizures,  in  hyperthyroid 
patients  or  those  on  thyroid  medication,  and  in  patients  with  impaired  renal  or  hepatic 
function  Because  of  the  possibility  of  suicide  in  depressed  patients,  do  not  permit  easy 
access  to  large  quantities  in  these  patients  Periodic  liver  function  tests  and  blood 
counts  ore  recommended  during  prolonged  treatment.  Amitriptyline  component  may 
block  action  of  guonethidine  or  similar  anfihypertensives  Concomitant  use  with  other 
psychotropic  drugs  has  not  been  evaluated;  sedative  effects  may  be  additive.  Discon- 
tinue severol  days  before  surgery.  Limit  concomitont  administration  of  ECT  to  essential 
treatment  See  Warnings  for  precautions  about  pregnancy.  Limbitrol  should  not  be 
token  during  the  nursing  period  Not  recommended  in  children  under  12.  In  the  elderly 
and  debilitated,  limit  to  smallest  effective  dosage  to  preclude  ataxia,  oversedation, 
confusion  or  anticholinergic  effects. 

Adverse  Reactions:  Most  frequently  reported  ore  those  associated  with  either  compo- 
nent alone;  drowsiness,  dry  mouth,  constipation,  blurred  vision,  dizziness  and  bloat- 
ing Less  frequently  occurring  reactions  include  vivid  dreoms,  impotence,  tremor, 
confusion  and  nasal  congestion  Many  depressive  symptoms  including  anorexia, 
fatigue,  weakness,  restlessness  ond  lethargy  hove  been  reported  as  side  effects  of  both 
Limbitrol  and  omitripfyline  Granulocytopenia,  jaundice  ond  hepatic  dysfunction  hove 
been  observed  rarely 

The  following  list  includes  adverse  reactions  not  reported  with  Limbitrol  but  requiring 
consideration  because  they  hove  been  reported  with  one  or  both  components  or 
closely  related  drugs: 

Cardiovascular  Hypotension,  hypertension,  tachycardia,  palpitations,  myocardial 
infarction,  arrhythmias,  heort  block,  stroke 

Psychiatric  Euphoria,  apprehension,  poor  concentration,  delusions,  hallucinations, 
hypomonio  and  increased  or  decreased  libido 

Neurologic  Incoordination,  otoxio,  numbness,  tingling  ond  poresthesios  ot  the  extrem- 
ities, extropyromidol  symptoms,  syncope,  changes  in  EEG  patterns 
Anticholinergic  Disturtance  of  accommodation,  paralytic  ileus,  urinary  retention,  dilo- 
totion  of  urinary  tract 

Allergic  Skin  rash,  urticaria,  phofosensitizotion,  edema  of  face  and  tongue,  pruritus. 
Hematologic  Bone  marrow  depression  including  agranulocytosis,  eosinophilio,  pur- 
pura, thrombocytopenia 

Gastrointestinal:  Nausea,  epigastric  distress,  vomiting,  anorexia,  stomotitis,  peculiar 
taste,  diooheo,  block  tongue 

Endocrine:  Testicular  swelling  and  gynecomastia  in  the  mole,  breast  enlargement, 
goloctorrheo  and  minor  menstrual  irregularities  in  the  female,  elevation  and  lowering 
of  blood  sugar  levels,  and  syndrome  of  inappropriate  ADH  (ontidiuretic  hormone) 
secretion 

Other  Headache,  weight  gam  or  loss,  increased  perspiration,  urinary  frequency, 
mydriasis,  joundice,  alopecia,  parotid  swelling 

Overdosoge:  Immediately  hospitalize  patient  suspected  of  having  token  on  overdose 
Treatment  is  symptomatic  and  supportive.  I V administration  of  1 to  3 mg  physostig- 
mine  salicylate  has  been  reported  to  reverse  the  symptoms  of  amitriptyline  poisoning 
See  complete  product  information  for  monitestotion  and  treatment 
Dosage:  Individualize  according  to  symptom  severity  and  patient  response  Reduce  to 
smallest  effective  dosage  when  satisfactory  response  is  obtained  Larger  portion  of 
dolly  dose  may  be  taken  ot  bedtime  Single  hs.  dose  may  suffice  for  some  patients 
Lower  dosages  ore  recommended  tor  the  elderly 

Limbitrol  DS  (double  strength)  Tablets,  initial  dosoge  ot  three  or  four  tablets  doily  in 
divided  doses,  increased  up  to  six  tablets  or  decreased  to  two  tablets  daily  os  required 
Limbitrol  Tablets,  Initial  dosage  of  three  or  four  tablets  daily  in  divided  doses,  for 
patients  who  do  not  tolerate  higher  doses. 

How  Supplied:  Double  strength  (DS)  Toblets,  white,  tilm-coated,  each  contoining 
10  mg  chlordiozepoxide  and  25  mg  amitriptyline  (as  the  hydrochloride  salt),  and 
Toblets,  blue,  film-coated,  each  contoining  5 mg  chlordiozepoxide  and  12.5  mg 
omitriptyline  (as  the  hydrochloride  salt)— bottles  of  100  and  500,  Tel-E-Dose® 
pockoges  of  100,  Prescription  Paks  of  50 
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helping  you  change  things 
for  the  better 

Canton  Exchange  Bank 

A FULL  SERVICE  BANK 

''Your  Account  Handled  in 
Strict  Confidence" 

Each  depositor  insured  to  $100,000 
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HeRpecin-L^ 


herpes^labialis 

“HERPECIN-L  is  my  treatment  of  choice  for 
perioral  herpes.”  GP,  NY 

“HERPECIN-L  appears  to  actually  prevent  the 
blisters  . . . used  soon  enough.”  DOS,  MN 

“HERPECIN-L'^.  . . a conservative  approach 
with  low  risk/high  benefits.”  MD,  FL 

“Used  at  prodromal  symptoms  . . . blisters 
never  formed  . . . remarkable.”  DH,  MA 

“(In  clinical  trials) . . . response  was  dramatic. 
HERPECIN-I proven  far  superior.”  DOS,  PA 

“All  patients  claimed  shorter  duration  ...  at 
prodromal  symptoms  . . . HERPECIN-L 
averted  the  attacks.”  MD,  AK 


OTC.  See  P.D.R.  for  information.  For  samples  to  make 
your  own  clinical  evaluation,  write;  Campbell  Laboratories, 
Inc.,  P.O.  BOX  812-MD,  FDR  STATION,  NEW  YORK,  N.Y. 
10150 


In  Mississippi  HERPECIN-L  is  available  at  all  K&B, 
Revco,  Super  D Drug  Stores  and  other  select  pharmacies. 
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Counsel  to  Authors 

The  Journal  welcomes  manuscripts  which 
should  be  submitted  to  the  Editors  at  735  River- 
side Drive,  Jackson,  MS  39216,  in  original  and 
at  least  one  duplicate  copy.  They  must  be 
typewritten  double  spaced  on  SVi  by  11-inch 
white  paper.  Brief  manuscripts  (about  2,500 
words  or  8 pages)  will  be  given  preference 
over  longer  articles. 

The  author  is  responsible  for  all  statements 
made  in  his  work,  including  changes  made  by  the 
manuscript  editor.  Manuscripts  are  received 
with  the  understanding  that  they  are  not  under 
simultaneous  consideration  by  any  other  publi- 
cation and  have  not  been  previously  published. 
All  manuscripts  will  be  acknowledged,  and 
while  those  rejected  are  generally  returned  to  the 
author,  the  Journal  is  not  responsible  in  event 
of  loss.  Manuscripts  accepted  for  publication 
become  the  property  of  the  Journal  and  are 
copyrighted  by  the  association  when  published. 
They  may  not  be  published  elsewhere  without 
written  release  and  permission  from  both  the 
Journal  and  the  author. 

All  copy  must  be  double  spaced,  including 
legends,  footnotes,  and  references.  Generous 
margins  at  the  top,  bottom,  and  on  both  sides  of 
the  page  should  be  allowed.  Each  page  after  the 
title  page  should  be  consecutively  numbered  and 
carry  a running  head  identifying  the  paper  and 
author. 

Titles  should  be  short,  specific,  and  clear. 
Ordinarily,  a title  should  not  exceed  80  charac- 
ters, including  punctuation. 

References  should  be  limited  to  a maximum 
of  10.  If  there  are  more  than  10,  the  references 
will  he  omitted  and  a notation  made  to  write 
the  author  for  a complete  list.  Textbooks,  per- 
sonal communications,  and  unpublished  data 
may  not  be  cited  as  references.  References  must 
include  names  of  authors,  complete  title  cited, 
name  of  journal  or  book  spelled  out  or  ab- 
breviated according  to  the  Index  Medicits,  vol- 
ume number,  first  and  last  page  numbers, 
month,  date  (if  published  more  frequently  than 
monthly),  and  year.  References  should  be  ar- 
ranged according  to  order  listed  in  the  text  and 
must  be  numbered  consecutively. 

Manuscripts  accepted  for  publication  are 
subject  to  copy  editing.  Authors  will  receive 
galley  proof  prior  to  publication.  Galley  proof  is 
only  for  correction  of  errors,  and  text  changes 


may  not  be  made.  The  galley  proof  should  be 
returned  by  the  author  within  48  hours  from 
receipt,  and  no  further  changes  may  be  made. 

Illustrations  consist  of  all  material  which  can- 
not be  set  into  type  such  as  photographs,  line 
drawings,  graphs,  charts,  and  tracings.  Illus- 
trations should  be  submitted  separately  from  text 
copy.  Figures  and  drawings  should  be  profes- 
sionally prepared  with  black  ink  on  white  paper. 
Photographs  should  be  of  high  resolution,  un- 
mounted, untrimmed,  glossy  prints.  Each  must 
be  clearly  identified.  No  charges  are  made  to 
authors  for  up  to  four  illustration  engravings. 
More  are  not  permitted  unless  voted  on  by  two 
editors  and  extra  costs  must  be  absorbed  by  the 
author. 

Illustrations  must  be  numbered  and  cited  in  the 
text.  Legends,  not  exceeding  40  words  and  pref- 
erably shorter,  must  accompany  each  illustra- 
tion, typed  double  spaced  on  separate  sheets. 
The  following  information  should  appear  on  a 
gummed  label  affixed  to  the  back  of  each  illus- 
tration: Figure  number,  manuscript  title,  au- 
thor's name,  and  arrow  indicating  top  of  the 
illustration. 

In  photographs  in  which  there  is  any  possibil- 
ity of  personal  identification,  an  acceptable  legal 
release  must  accompany  the  material. 

A thesis  summary  of  75  to  100  words  must 
accompany  each  manuscript. 

Reprints  may  be  obtained  at  cost  plus  shipping 
charges  from  the  association  and  should  be  or- 
dered prior  to  publication.  The  Journal  re- 
serves the  right  to  decline  any  manuscript.  Au- 
thors should  avoid  placing  subheads  in  the  text, 
and  the  Editors  reserve  the  prerogative  of  writing 
and  inserting  subheads  according  to  Journal 
style.  — The  Editors. 

In  addition,  in  view  of  The  Copyright  Revi- 
sion Act  of  1976,  effective  Jan,  1,  1978, 
transmittal  letters  to  the  editor  should  contain 
the  following  language:  “In  consideration  of 
the  Mississippi  State  Medical  Association's 
taking  action  in  reviewing  and  editing  niy 
submission,  the  author(s)  undersigned  hereby 
transfers,  assigns,  or  otherwise  conveys  all 
copyright  ownership  to  the  MSMA  in  the 
event  that  such  work  is  published  by  the 
MSMA.”  We  regret  that  transmittal  letters 
not  containing  the  foregoing  language  signed 
by  all  authors  of  the  submission  w ill  necessi- 
tate delay  in  review  of  the  manuscript.  — The 
Editors . 


Angina  comes  in 
many  forms... 


So  does 

SORBITRATE* 

(ISOSORBIDE  DINITRATE) 

Unsurpassed  flexibility 
in  nitrate  therapy. 


2.5  mg  5 mg  10  mg 
Sublingual  Tablets 


5 mg  10  mg  5 mg  10  mg  20  mg  30  mg  40  mg  40  mg 

Chewable Tablets  Oral“Swallow” Tablets  Sustained  Action 

“Swallow”  Tablets 


©1985  ICI  AMERICAS  INC. 


See  following  page  for  brief  summary/  of  prescribing  information. 


SORBITRATE 

(BOSOFBDEaNITFWE) 

Please  consult  full  prescribing  Information  before  use.  A summary  follows: 

INDICATIONS  AND  USAGE:  SORBITRATE  (isosofbide  dinilrale)  is  indicated  for  the  treatment 
and  prevention  ol  angina  pectons  All  dosage  forms  of  isosorbide  dinitrate  may  be  used 
prophylactically  to  decrease  frequency  and  seventy  of  anginal  attacks  and  can  be  expected  to 
decrease  the  need  for  sublingual  nitroglycerin 

The  sublingual  and  chewabe  forms  of  the  drug  are  indicated  for  acute  prophylaxis  of  angina 
pectons  when  taken  a few  minutes  before  situations  likely  to  provoke  anginal  attacks  Because 
of  a slower  onset  of  effect,  the  oral  forms  of  isosorbide  dinitrate  are  not  indicated  for  acute 
prophylaxis 

CONTRAINDICATIONS:  SORBITRATE  is  contraindicated  in  patients  who  have  shown 
purported  hypersensitivity  or  idiosyncrasy  to  it  or  other  nitrates  or  nitrites  Epinephrine  and 
related  compounds  are  ineffective  in  reversing  the  severe  hypotensive  events  associated  with 
overdose  and  are  contraindicated  in  this  situation 

WARNINGS:  The  benefits  of  SORBITRATE  during  the  early  days  of  an  acute  myocardial 
infarction  have  not  been  established  If  one  elects  to  use  organic  nitrates  in  early  infarction, 
hemodynamic  monitoring  and  frequent  clinical  assessment  should  be  used  because  of  the 
potential  deletenous  effects  of  hypotension 

PRECAUTIONS:  General:  Severe  hypotensive  response,  particularly  with  upright  posture,  may 
iDCCur  with  even  small  doses  of  SORBITRATE  The  drug  should  therefore  be  used  with  caution  in 
subiects  who  may  have  blrxtd  volume  depletion  from  diuretic  therapy  or  in  subjects  who  have 
low  systolic  Wood  pressure  (eg,  below  90  mmHg)  Paradoxical  bradycardia  and  increased 
angina  pectons  may  accompany  nitrate-induced  hypotension  Nitrate  therapy  may  aggravate 
the  angina  caused  by  hypertrophic  cardiomyopathy 
Marked  symptomatic,  orthostatic  hypotension  has  been  reported  when  calcium  channel 
blockers  and  organic  nitrates  were  used  in  combination  Dose  ad)ustment  of  either  class  of 
agents  may  be  necessary 

Tolerance  to  this  drug  and  cross-tolerance  to  other  nitrates  and  nitrites  may  occur.  Tolerance 
to  the  vascular  and  antianginal  effects  of  isosorbide  dinitrate  or  nitroglycerin  has  been 
demonstrated  in  clinical  trials,  experience  through  occupational  exposure,  and  in  isolated 
tissue  experiments  in  the  laboratory  The  importance  of  tolerance  to  the  appropriate  use  of 
isosorbide  dinitrate  in  the  management  of  patients  with  angina  pectons  has  not  been 
determined  However,  one  clinical  trial  using  treadmill  exercise  tolerance  (as  an  end  point)  found 
an  8-hour  duration  of  action  of  oral  isosorbrie  dinitrate  following  the  first  dose  (after  a 2-week 
placebo  washout)  and  only  a 2-hour  duration  of  effect  of  the  same  dose  after  1 week  of 
repetitive  dosing  at  conventional  dosing  intervals  On  the  other  hand,  several  trials  have  been 
aWe  to  differentiate  isosorbide  dinitrate  from  placebo  after  4 weeks  of  therapy  and,  in  open 
trials,  an  effect  seems  detectaWe  for  as  long  as  several  months. 

Tolerance  clearly  occurs  in  industrial  workers  continuously  exposed  to  nitroglycerin 
Moreover,  physical  dependence  also  occurs  since  chest  pain,  acute  myocardial  infarction,  and 
even  sudden  death  have  occurred  during  temporary  withdrawal  of  nitroglycerin  from  the 
workers.  In  clinical  trials  in  angina  patients,  there  are  reports  of  anginal  attacks  being  more 
easily  provoked  and  of  rebound  in  the  hemodynamic  effects  soon  after  nitrate  withdrawal.  The 
relative  importance  of  these  observations  to  the  routine,  clinical  use  ol  isosorbide  dinitrate  is  not 
known  However,  it  seems  prudent  to  gradually  withdraw  patients  from  isosorbide  dinitrate 
when  the  therapy  is  being  terminated,  rather  than  stopping  the  drug  abruptly. 

Information  for  Patients:  Headache  may  occur  during  initial  therapy  with  SORBITRATE 
Headache  is  usually  relieved  by  the  use  of  standard  headache  remedies  or  by  lowering  the 
dose  and  tends  to  disappear  after  the  first  week  or  two  of  use 
Dnjg  Interactions:  Alcohol  may  enhance  any  marked  sensitivity  to  the  hypotensive  effect  of 
nitrates 

Isosorbide  dinitrate  acts  directly  on  vascular  smooth  muscle;  therefore,  any  other  agent  that 
depends  on  vascular  smooth  muscle  as  the  final  common  path  can  be  expected  to  have 
decreased  or  increased  effect  depending  on  the  agent 
Carcinogenesis,  Mutagenesis,  Impairment  of  Fertility:  No  long-term  studies  in  animals 
have  been  performed  to  evaluate  the  carcinogenic  potential  of  this  drug,  A modified  two-litter 
reproduction  study  in  rats  led  isosorbide  dinitrate  at  25  or  100  mg/kg/day  did  not  reveal  any 
effects  on  fertility  or  gestation  or  any  remarkable  gross  pathology  in  any  parent  or  offspring  fed 
isosorbde  dinitrate  as  compared  with  rats  fed  a basal-controlled  diet 
Pregnancy  Category  C:  Isosorbide  dinitrate  has  been  shown  to  cause  a dose-related 
increase  in  embryotoxicity  (increase  in  mummified  pups)  in  rabbits  at  oral  doses  35  and  150 
times  the  maximum  recommended  human  daily  dose  There  are  no  adequate  and 
well-controlled  studies  in  pregnant  women  SORBITRATE  should  be  used  during  pregnancy 
only  if  the  potential  benefit  justifies  the  potential  risk  to  the  fetus 
Nursing  Mothers:  It  is  not  known  whether  this  drug  is  excreted  in  human  milk.  Because 
many  drugs  are  excreted  in  human  milk,  caution  should  be  exercised  when  SORBITRATE  is 
administered  to  a nursing  woman 

Pediatric  Use:  The  safety  and  effectiveness  of  SORBITRATE  in  children  has  not  been 
established 

ADVERSE  REACTIONS:  Adverse  reactions,  particularly  headache  and  hypotension,  are 
dose-related  In  clinical  trials  at  various  doses,  the  following  have  been  observed 
Headache  is  the  most  common  (reported  incidence  varies  widely,  apparently  being 
dose-related,  with  an  average  occurrence  of  about  25%)  adverse  reaction  and  may  be  severe 
and  persistent.  Cutaneous  vasodilation  with  flushing  may  occur  Transient  episodes  of 
dizziness  and  weakness,  as  well  as  other  signs  of  cerebral  ischemia  associated  with  postural 
hypotension,  may  occasionally  develop  (the  incidence  of  reported  symptomatic  hypotension 
ranges  from  2%  to  36%)  An  occasional  individual  will  exhibit  marked  sensitivity  to  the 
hypotensive  effects  of  nitrates  and  severe  responses  (nausea,  vomiting,  weakness,  restless- 
ness, pallor,  perspiration,  and  collapse)  may  occur  even  with  the  usual  therapeutic  dose.  Drug 
rash  and/or  exfoliative  dermatitis  may  occasionally  occur.  Nausea  and  vomiting  appear  to  be 
uncommon  Case  reports  of  clinically  significant  methemoglobinemia  are  rare  at  conventional 
doses  of  organic  nitrates  The  formation  of  methemoglobin  is  dose-related  and,  in  the  case  ol 
genetic  abnormalities  of  hemoglobin  that  favor  methemoglobin  formation,  even  conventional 
doses  of  organic  nitrate  could  produce  harmful  concentrations  of  methemoglobin, 

DOSAGE  AND  ADMINISTRATION:  For  the  treatment  of  angina  pectoris,  the  usual  starting 
dose  for  sublingual  SORBITRATE  is  2 5 to  5 mg,  for  chewable  tablets,  5 mg;  for  oral  (swallowed) 
tablets,  5 to  20  mg,  and  tor  controlled  release  forms,  40  mg 
SORBITRATE  should  be  titrated  upward  until  angina  is  relieved  or  side  effects  limit  the  dose 
In  ambulatory  patients,  the  magnitude  of  the  incremental  dose  increase  should  be  guded  by 
measurements  of  standing  blood  pressure 

The  initial  dosage  of  sublingual  or  chewable  SORBITRATE  tor  prophylactic  therapy  in  angina 
pectons  patients  is  generally  5 or  10  mg  every  2 to  3 hours  Adequate  controlled  clinical  studies 
demonstrating  the  effectiveness  of  chronic  maintenance  therapy  with  these  dosage  forms 
have  not  been  reported 

SORBfTRATE  in  oral  doses  of  10  to  40  mg  given  every  6 hours  or  m oral  controlled-release 
doses  of  40  to  80  mg  given  every  8 to  12  hours  is  generally  recommended  The  extent  to  which 
development  of  tolerance  should  modify  the  dosage  program  has  not  been  defined  The  oral 
controlled-release  forms  ol  isosorbide  dinitrate  should  not  be  chewed 
DOSAGE  FORMS  AVAILABLE:  Sublingual  Tablets  (2  5. 5. 10  mg).  Chewable  Tablets  (5. 10  mg); 
Oral  Tablets  (5. 10. 20. 30, 40  mg).  Suslained  Action  Tablets  (40  mg) 
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"I'D  LIKE  TO  MAKE 
AN  APPOINTMENT 


Be  prepared,  Doctor.  More  patients 
will  be  asking  about  colorectal  cancer. 
According  to  a sur\'e\'*  conducted  by  the 
American  Cancer  SocieU',  many  people 
would  like  to  receive  more  information 
about  colorectal  cancer,  and  83%  said 
they  would  want  to  be  checked  for  it. 
Further,  they  are  learning  that  this  cancer 
can  be  detected  before  symptoms  appear. 
The  present  cure  rate  is  44%.  The  cure 
rate  could  be  as  high  as  75%,  with  early 
detection  and  appropriate  management. 

For  asymptomatic  persons  the  Sociem 
recommends  annual  digital  rectal  exam- 
ination at  age  40  and  over;  at  age  50  and 
over,  an  annual  stool  blood  test,  as  well  as 
sigmoidoscopy  ever\'  three  to  five  years, 
following  two  initial  annual  negative 
sigmoidoscopies. 

We’re  here  to  help.  You  can  reach  us  at 
your  local  American  Cancer  Society  office 
or  write  to  Our  Professional  Education 
Department  at  National  ffeadquarters, 

90  Park  Avenue,  New  York,  N.Y  10016. 

Ask  about  the  Societ\'’s  Colorectal  Check 
program  of  profe.ssional  and  public 
education  for  the  early  detection  of 
colorectal  cancer. 
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MEDICAL  PRACTICE  MANAGEMENT  SYSTEMS 
Available  through  SMA  Physicians  Purchasing  Program 

’Discounts  on  IBM  and  Texas  Instruments  Hardware  ’Discounts  on  Software  ’Now  Available  on  New  IBM  PC/AT 

MPM  1000  the  complete  system  includes: 

’Hardware  (IBM  or  Texas  Instruments) 

’Software 
’T  raining 

’After  Sale  Support 

’Solo,  Group  Practice  or  Clinic  Systems 
Designed  to  work  in  all  aspects  of  practice  management 
Standard  Programs  include:  Optional  Programs  include: 


'Patient  Profiles 
'Accounts  Receivable/Billing 
'Insurance  Processing/Tracking 
'Collection  System 
'Recall  Notices 

'Full  line  of  Management  Reports 
'And  much  more  . . . 


’Word  Processing 
’General  Ledger 
’Accounts  Payable 
’Payroll 

’Inventory  Control 
’Appointment  Scheduling 


Want  more  information?  Call  or  write  for  detailed  brochure  Call  Southern  Medical  at  205-945-1840 


YES! 


or 


I would  like  to  know  more  about  the  MPM  1000. 

□ SMA  Member 

□ I am  not  an  SMA  Member 


Curtis  1000  Information  Systems  at 
800-241-4780  in  Ga  404-491-1000 


Marne 


Address 


City 


State 


Zip 


Office  Phone 


Mail  to;  CURTIS  1000  INFORMATION  SYSTEMS 
2296  Henderson  Mill  Road 
Suite  402 

Atlanta,  Georgia  30345 
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“When  I realized  my  chances  of 
becoming  disabled  by  age  65 
were  three  times  greater  than  the 
chances  of  death  . . . 

I compared  disability  insurance 
plans.  And  I decided  that  my 
MSMA-endorsed  disability  in- 
surance plan 

SERVES  ME  BEST! 

It’s  not  group  insurance,  but  an 
individually-owned  policy 
which  is  non- cancellable  and 
guaranteed  renewable.*^ 

If  you’re  a member  of  the  Mississippi  State  Medical  Association  you  may  be 
eligible  for  this  outstanding  professional  disability  plan  at  discounted  pre- 
miums. 

• Non-cancellable,  guaranteed  renewable  • Cost  of  living  rider 

• Medical  specialty  protection  • Future  disability  insurance  option 

• Presumptive  loss  provision  • Lifetime  accident  and  sickness  rider 

• Indexing  of  prior  earnings  • Total  and  residual  disability  protection 

• Waiver  of  premium 

Offered  by  Paul  Revere  Insurance  Company  to  MSMA  members  through  its 
exclusive  representatives,  Professional  Disability  Specialists. 

Jon  B.  Wimbish,  Disability  Specialist 

1501  Lakeland  Drive,  Suite  200  Jackson,  MS  39216  Telephone  362-9800 
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ORIGINAL  PAPERS 


Viral  Hepatitis  B in  Pregnancy: 
A Case  Report 


WILLIAM  E.  ROBERTS,  M.D. 

JOHN  C.  MORRISON,  M.D. 

Jackson,  Mississippi 

Viral  hepatitis  is  the  most  common  cause  of  jaun- 
dice during  pregnancy.  It  is  now  known  that  there 
are  three  distinct  types  of  hepatitis:  Type  A,  Type  B 
and  non-A,  non-B  hepatitis.  Major  advances  in  im- 
munology have  refined  the  epidemiology  and  biolo- 
gy of  the  hepatitis  B virus.  This  case  report  affords 
the  opportunity  to  review  the  disease  in  pregnancy, 
define  the  presently  used  immunologic  markers  for 
the  disease  and  expound  on  the  appropriate  usage  of 
hepatitis  B immune  globulin  and  hepatitis  B vaccine 
during  gestation  as  well  as  after  delivery. 

Case  Report 

A 22  year-old  black  female  (gravida  4,  para  2, 
abortus  1)  was  admitted  to  the  University  of  Missis- 
sippi Medical  Center  at  32  weeks  of  gestation  for 
evaluation  of  jaundice.  For  two  weeks  prior  to 
admission,  the  patient  noticed  a slow  but  progressive 
onset  of  malaise  in  association  with  anorexia  and 
nausea.  On  the  day  before  arrival  to  our  hospital,  the 
patient  became  jaundiced  and  was  referred  for  eval- 
uation. The  patient  denied  prior  liver  disease,  a 
family  history  of  hepatic  disorders,  drug  abuse  or 
sickle  hemoglobinopathies. 

Admission  physical  examination  revealed  an 
icteric  black  female  in  no  acute  distress.  Vital  signs 
revealed  a BP  fo  120/60,  pulse  of  84/minute  and  an 
oral  temperature  of  98.8.  The  head,  neck,  chest  and 
heart  exams  were  within  normal  limits.  Abdominal 


From  the  Department  of  Obstetrics  and  Gynecology,  University 
of  Mississippi  Medical  Center,  Jackson,  MS. 


examination  revealed  a gravid  contour,  fundal 
height  of  33  cm,  good  fetal  heart  tones  and  an  esti- 
mated fetal  weight  of  1800  grams.  There  was  no 
hepatomegaly  or  abdominal  tenderness  elicited. 
Admission  laboratory  studies  were  as  follows:  nor- 
mal serum  electrolytes;  normal  CBC,  total  bilirubin, 
19.1  mg/dl;  direct  bilirubin,  17.8  mg/dl;  SCOT,  135 
units/ml  (nl:  0-45);  alkaline  phosphatase,  230  units/ 
ml  (nl:  30-100);  LDH,  222  units/ml  (nl:  60-225);  and 
a normal  coagulation  profile.  An  ultrasound  study 
revealed  a single  fetus,  vertex  presentation,  a 34.6 
week  BPD  and  an  anterior  placenta. 

Due  to  the  marked  elevation  in  the  direct  bilirubin 
without  significant  elevation  in  the  SCOT  and  SGPT 
values,  the  most  likely  diagnosis  was  felt  to  be 
cholestasis  of  pregnancy.  On  the  second  day  of  hos- 
pitalization, the  hepatitis  screen  revealed  the  follow- 
ing: hepatitis  A antibody,  positive;  hepatitis  B sur- 
face antigen  (HBsAg),  positive;  hepatitis  B surface 
antibody  (HBsAb),  negative;  hepatitis  B core  anti- 
body (HBcAb),  positive;  hepatitis  B E antigen 
(HBe  Ag),  positive;  hepatitis  B E antibody  (HBgAb), 
negative.  Based  on  the  hepatitis  screen,  the  diagno- 
sis of  acute  hepatitis  B was  made.  Management  was 
expectant  and  supportive  but  the  patient  had  spon- 
taneous rupture  of  the  fetal  membranes  with  delivery 
on  the  next  day.  The  infant  had  mild  respiratory 
distress,  was  otherwise  normal  and  was  discharged  on 
the  1 1th  day  of  life.  The  child  received  one  dose  of 
hepatitis  B immune  globulin  (HBIG)  in  the  nursery 
with  additional  doses  planned  at  3 and  6 months  of 
age. 
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Discussion 

The  incidence  of  overt  hepatitis  B in  pregnancy  is 
approximately  2 per  1 ,000  pregnancies  with  a hepa- 
titis B carrier  state  in  1 per  1 ,000  pregnancies.  * With 
the  advent  of  hepatitis  B immune  globulin  and  hepa- 
titis B vaccine,  it  is  now  possible  to  prevent  vertical 
transmission  of  the  hepatitis  B virus  to  the  neonate 
and  thereby  avoid  the  potential  sequelae  of  acute 
hepatitis  B or  the  more  common  carrier  state  in  the 
infant.  In  addition,  with  serologic  testing,  one  is 
now  able  to  differentiate  the  immune,  non-infectious 
state  from  the  chronic  carrier  state.  Although  the  low 
incidence  of  the  chronic  carrier  state  precludes 
routine  screening,  it  may  be  prudent  to  screen  high 
risk  populations.  Such  a high  risk  population  would 
consist  of  patients  from  Asia  or  tropical  countries, 
health  care  providers  and/or  drug  abusers. 

During  screening  one  is  assessing  for  the  presence 
or  absence  of  the  hepatitis  B surface  antigen 
(HBsAg)  and  the  hepatitis  B surface  antibody 
(HBsAb).  The  presence  of  HBjAb  would  indicate  a 
non-infectious  state,  while  HBjAg  without  HBjAb 
indicates  the  chronic  carrier  state.  Absence  of 
HBjAg  and  HBjAb  indicates  an  individual  suscepti- 
ble to  hepatitis  B but  not  currently  or  previously 
infected.  If  HB^Ag  is  detected  upon  screening,  it  is 
imperative  to  check  for  the  presence  or  absence  of 
the  e antigen.  If  the  e antigen  is  present  in  the  serum, 
the  patient  is  a chronic  carrier  who  has  a high  likeli- 
hood (75  to  95  per  cent)  of  vertically  transmitting  the 
virus  to  her  neonate.^  In  such  a case  one  would  be 
advised  to  intramuscularly  administer  0.5  ml  of 
hepatitis  B immune  globulin  (HBIG)  immediately 
after  birth  to  the  neonate  with  repeat  administration 
at  3 and  6 months  of  age  in  hopes  of  reducing 
hepatitis  B virus  acquisition.^’  Furthermore,  in 
these  infants  bom  to  mothers  who  do  not  have  overt 
hepatitis  B but  rather  are  infectious,  HBgAg  positive 
carriers,  active  immunization  with  hepatitis  B vac- 
cine in  addition  to  HBIG  has  been  used  and  appears 
to  have  few  side  effects  and  to  be  highly  immuno- 
genic.^ 


Summary 

Thus,  in  summary,  when  one  is  screening  for 
hepatitis  B or  when  one  is  faced  with  an  icteric 
patient,  current  recommendations  for  immunization 
of  the  neonate  include: 

1.  Passive  immunization  with  HBIG  to  neonates 
bora  to  mothers  with  overt  hepatitis  B during  the 
third  trimester  of  pregnancy  or  neonates  bom  to 
mothers  found  to  be  infectious  carriers  of  hepati- 
tis B (HBgAg,  positive). 

2.  In  addition  to  passive  immunization,  active  im- 
munization with  hepatitis  B vaccine  should  be 
administered  to  those  infants  bom  to  infectious 
carriers  of  hepatitis  B . 

3.  No  specific  recommendation  can  currently  be 
given  as  to  active  and/or  passive  immunization  of 
those  infants  bom  to  chronic,  non-infectious  car- 
riers (HBjAg,  positive;  HBeAg,  negative)  since 
vertical  transmission  is  less  than  5 per  cent.^ 

It  is  hoped  that  such  a passive  or  passive-active 
immunization  protocol  will  eradicate  the  chronic 
carrier  state  occurring  as  a result  of  peripartal  ac- 
quisition to  hepatitis  B vims.  ★★★ 
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Before  prescribing,  see  complete  prescribing  information  in  SK&F  CO. 
literature  or  PDR.  The  following  is  a brief  summary. 

* WARNING 

This  drug  is  not  indicated  for  initial  therapy  of  edema  or  hypertension. 
Edema  or  hypertension  requires  therapy  titrated  to  the  individual.  If  this 
combination  represents  the  dosage  so  determined,  its  use  may  be 
more  convenient  in  patient  management.  Treatment  of  hypertension 
and  edema  is  not  static,  but  must  be  reevaluated  as  conditions  in 
each  patient  warrant. 


Contraindications:  Concomitant  use  with  other  potassium-sparing  agents 
such  as  spironolactone  or  amiloride.  Further  use  in  anuria,  progressive 
renal  or  hepatic  dysfunction,  hyperkalemia.  Pre-existing  elevated  serum 
potassium.  Hypersensitivity  to  either  component  or  other  sulfonamide- 
derived  drugs. 

Warnings;  Do  not  use  potassium  supplements,  dietary  or  otherwise,  unless 
hypokalemia  develops  or  dietary  intake  of  potassium  is  markedly  impaired. 
If  supplementary  potassium  is  needed,  potassium  tablets  should  not  be 
used.  Hyperkalemia  can  occur,  and  has  been  associated  with  cardiac  irregu- 
larities. It  is  more  likely  in  the  severely  ill,  with  urine  volume  less  than 
one  liter/day,  the  elderly  and  diabetics  with  suspected  or  confirmed  renal 
insufficiency  Periodically,  serum  K+  levels  should  be  determined.  If  hyper- 
kalemia develops,  substitute  a thiazide  alone,  restrict  K'*'  intake.  Asso- 
ciated widened  ORS  complex  or  arrhythmia  requires  prompt  additional 
therapy.  Thiazides  cross  the  placental  barrier  and  appear  in  cord  blood. 
Use  in  pregnancy  requires  weighing  anticipated  benefits  against  possible 
hazards,  including  fetal  or  neonatal  jaundice,  thrombocytopenia,  other 
adverse  reactions  seen  in  adults.  Thiazides  appear  and  triamterene  may 
appear  in  breast  milk.  If  their  use  is  essential,  the  patient  should  stop 
nursing.  Adequate  information  on  use  in  children  is  not  available.  Sensitivity 
reactions  may  occur  in  patients  with  or  without  a history  of  allergy  or 
bronchial  asthma.  Possible  exacerbation  or  activation  of  systemic  lupus 
erythematosus  has  been  reported  with  thiazide  diuretics. 

Precautions:  The  bioavailability  of  the  hydrochlorothiazide  component  of 
'Dyazide'  is  about  50%  of  the  bioavailability  of  the  single  entity.  Theoreti- 
cally, a patient  transferred  from  the  single  entities  of  Oyrenium  (triamterene. 
SK8F  CO.)  and  hydrochlorothiazide  may  show  an  increase  in  blood  pressure 
or  fluid  retention.  Similarly,  it  is  also  possible  that  the  lesser  hydro- 
chlorothiazide bioavailability  could  lead  to  increased  serum  potassium  levels. 
However,  extensive  clinical  experience  with  'Dyazide'  suggests  that  these 
conditions  have  not  been  commonly  observed  in  clinical  practice.  Do 
periodic  serum  electrolyte  determinations  (particularly  important  in  patients 
vomiting  excessively  or  receiving  parenteral  fluids,  and  during  concurrent 
use  with  amphotericin  B or  corticosteroids  or  corticotropin  [ACTH]). 
Periodic  BUN  and  serum  creatinine  determinations  should  be  made, 
especially  in  the  elderly,  diabetics  or  those  with  suspected  or  confirmed 
renal  insufficiency.  Cumulative  effects  of  the  drug  may  develop  in  patients 
with  impaired  renal  function.  Thiazides  should  be  used  with  caution  in 
patients  with  impaired  hepatic  function.  They  can  precipitate  coma  in 
patients  with  severe  liver  disease.  Observe  regularly  for  possible  blood 
dyscrasias,  liver  damage,  other  idiosyncratic  reactions.  Blood  dyscrasias 
have  been  reported  in  patients  receiving  triamterene,  and  leukopenia, 
thrombocytopenia,  agranulocytosis,  and  aplastic  and  hemolytic  anemia 
have  been  reported  with  thiazides.  Thiazides  may  cause  manifestation  of 
latent  diabetes  mellitus.  The  effects  of  oral  anticoagulants  may  be 
decreased  when  used  concurrently  with  hydrochlorothiazide:  dosage  adjust- 
ments may  be  necessary.  Clinically  insignificant  reductions  in  arterial 
responsiveness  to  norepinephrine  have  been  reported.  Thiazides  have  also 
been  shown  to  increase  the  paralyzing  effect  of  nond^olarizing  muscle 
relaxants  such  as  tubocurarine.  Triamterene  is  a weak  folic  acid  antagonist. 
Do  periodic  blood  studies  in  cirrhotics  with  splenomegaly.  Antihypertensive 
effects  may  be  enhanced  in  post-sympathectomy  patients.  Use  cautiously 
in  surgical  patients.  Triamterene  has  been  found  in  renal  stones  in  asso- 
ciation with  the  other  usual  calculus  components.  Therefore,  'Dyazide' 
should  be  used  with  caution  in  patients  with  histories  of  stone  formation. 
A few  occurrences  of  acute  renal  failure  have  been  reported  in  patients  on 
Dyazide’  when  treated  with  indomethacin.  Therefore,  caution  is  advised  in 
administering  nonsteroidal  anti-inflammatory  agents  with  'Dyazide'.  The 
following  may  occur:  transient  elevated  BUN  or  creatinine  or  both,  hyper- 
glycemia and  glycosuria  (diabetic  insulin  requirements  may  be  altered), 
hyperuricemia  and  gout,  digitalis  intoxication  (in  hypokalemia),  decreasing 
alkali  reserve  with  possible  metabolic  acidosis.  'C^azide'  interferes  with 
fluorescent  measurement  of  quinidine.  Hypokalemia  is  uncommon  with 
'Dyazide',  but  should  it  develop,  corrective  measures  should  be  taken  such 
as  potassium  supplementation  or  increased  dietary  intake  of  potassium- 
rich  foods.  Corrective  measures  should  be  instituted  cautiously  and  serum 
potassium  levels  determined.  Discontinue  corrective  measures  and 
'Dyazide'  should  laboratory  values  reveal  elevated  serum  potassium. 
Chloride  deficit  may  occur  as  well  as  dilutional  hyponatremia.  Concurrent 
use  with  chlorpropamide  may  increase  the  risk  of  severe  hyponatremia. 
Serum  FBI  levels  may  decrease  without  signs  of  thyroid  disturbance.  Cal- 
cium excretion  is  decreased  by  thiazides,  'Dyazidfe'  should  be  withdrawn 
before  conducting  tests  for  parathyroid  function. 

Thiazides  may  add  to  or  potentiate  the  action  of  other  antihypertensive 
drugs. 

Diuretics  reduce  renal  clearance  of  lithium  and  increase  the  risk  of  lithium 
toxicity. 

Adverse  Reactions:  Muscle  cramps,  weakness,  dizziness,  headache,  dry 
mouth;  anaphylaxis,  rash,  urticaria,  photosensitivity,  purpura,  other  dermat- 
ological conditions;  nausea  and  vomiting,  diarrhea,  constipation,  other 
gastrointestinal  disturbances:  postural  hypotension  (may  be  aggravated  by 
^cohol,  barbiturates,  or  narcotics).  Necrotizing  vasculitis,  paresthesias, 
icterus,  pancreatitis,  xanthopsia  and  respiratory  distress  including  pneu- 
monitis and  pulmonary  edema,  transient  blurred  vision,  sialadenitis,  and 
vertigo  have  occurred  with  thiazides  alone.  Triamterene  has  been  found  in 
renal  stones  in  association  with  other  usual  calculus  components.  Rare 
incidents  of  acute  interstitial  nephritis  have  been  reported.  Impotence  has 
been  reported  in  a few  patients  on  'Dyazide',  although  a causal  relationship 
has  not  been  established. 

Supplied:  ‘Dyazide’  is  supplied  as  a red  and  white  capsule,  in  bottles  of 
1000  capsules:  Single  Unit  Packages  (unit-dose)  of  100  (intended  for 
institutional  use  only);  In  Patient-Pak”'  unit-of-use  bottles  of  100. 
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Aftera  nitrate, 
add  ISOPTIN^ 

(verapamil  HCl/Knoll) 


To  protect  your  patients,  as  well  as  their  quality  of  life, 
add  Isoptin  instead  of  a beta  blocker. 


First,  Isoptin  not  only  reduces  myocardial  oxygen  demand 
by  reducing  peripheral  resistance,  but  also  increases  coro- 
nary perfusion  by  preventing  coronary  vasospasm  and 
dilating  coronary  arteries  — both  normal  and  stenotic. 
These  are  antianginal  actions  that  no  beta  blocker 
can  provide. 

Second,  Isoptin  spares  patients  the 
beta-blocker  side  effects  that  may 
compromise  the  quality  of  life. 

With  Isoptin,  fatigue,  bradycardia  and  mental 
depression  are  rare.  Unlike  beta  blockers, 

Isoptin  can  safely  be  given  to  patients  with 
asthma,  COPD,  diabetes  or  peripheral 
vascular  disease.  Serious  adverse 
reactions  with  Isoptin  are  rare 
at  recommended  doses;  the 
single  most  common  side 
effect  is  constipation  (6.3%). 

Cardiovascular  contra- 
indications to  the  use  of 
Isoptin  are  similar  to  those 
of  beta  blockers:  severe 
left  ventricular  dysfunction, 
hypotension  (systolic  pres- 
sure <90  mm  Hg)  or  cardio- 
genic shock,  sick  sinus  syndrome 
(if  no  artificial  pacemaker  is  present) 
and  second-  or  third-degree  AV  block. 

So,  the  next  time  a nitrate  is  not  enough,  add 
Isoptin ...  for  more  comprehensive  antianginal 
protection  without  side  effects  which  may 
cramp  an  active  life  style. 


ISOPTIN.  Added 
antianginal  protection 
without  beta-blocker 
side  effects. 


Please  see  brief  summary  on  following  page. 


ISOPTIN  TABLETS 

(verapamil  HCl/Knoll) 

80  mg  and  120  mg 

Contraindications:  Severe  left  ventricular  dysfunction  (see  Warn- 
ings), hypotension  (systolic  pressure  <90  mm  Hg)  or  cardiogenic 
shock,  sick  sinus  syndrome  (if  no  pacemaker  is  present),  2nd-  or  3rd- 
degree  AV  block  Warnings:  ISOPTIN  should  be  avoided  in  patients 
with  severe  left  ventricular  dysfunction  (e.g.,  ejection  fraction  <30%) 
or  moderate  to  severe  symptoms  of  cardiac  failure  Control  milder 
heart  failure  with  optimum  digitalization  and/or  diuretics  before 
ISOPTIN  is  used.  ISOPTIN  may  occasionally  produce  hypotension 
(usually  asymptomatic,  orthostatic,  mild,  and  controlled  by  decrease 
in  ISOPTIN  dose).  Occasional  elevations  of  liver  enzymes  have  been 
reported,  patients  receiving  ISOPTIN  should  have  liver  enzymes  moni- 
tored periodically.  Patients  with  atrial  flutter/fibrillation  and  an  acces- 
sory AV  pathway  (e  g , W-P-W  or  L-G-L  syndromes)  may  develop  a 
very  rapid  ventricular  response  after  receiving  ISOPTIN  (or  digitalis). 
Treatment  is  usually  D.C. -cardioversion.  AV  block  may  occur  (3rd 
degree,  0.8%).  Development  of  marked  Ist-degree  block  or  progres- 
sion to  2nd-  or  3rd-degree  block  requires  reduction  in  dosage  or, 
rarely,  discontinuation  and  institution  of  appropriate  therapy  Sinus 
bradycardia,  2nd-degree  AV  block,  sinus  arrest,  pulmonary  edema, 
and/or  severe  hypotension  were  seen  in  some  critically  ill  patients 
with  hypertrophic  cardiomyopathy  who  were  treated  with  ISOPTIN. 
Precautions:  ISOPTIN  should  be  given  cautiously  to  patients  with 
impaired  hepatic  function  (in  severe  dysfunction  use  about  30%  of 
the  normal  dose)  or  impaired  renal  function,  and  patients  should  be 
monitored  for  abnormal  prolongation  of  the  PR  interval  or  other 
signs  of  overdosage.  Studies  in  a small  number  of  patients  suggest 
that  concomitant  use  of  ISOPTIN  and  beta  blockers  may  be  beneficial 
in  patients  with  chronic  stable  angina.  Combined  therapy  can  also 
have  adverse  effects  on  cardiac  function.  Therefore,  until  further 
studies  are  completed,  ISOPTIN  should  be  used  alone,  if  possible.  If 
combined  therapy  is  used,  patients  should  be  monitored  closely. 
Combined  therapy  with  ISOPTIN  and  propranolol  should  usually  be 
avoided  in  patients  with  AV  conduction  abnormalities  and/or  de- 
pressed left  ventricular  function  or  in  patients  who  have  also  recently 
received  methyidopa.  Chronic  ISOPTIN  treatment  increases  serum 
digoxin  levels  by  50%  to  70%  during  the  first  week  of  therapy,  which 
can  result  in  digitalis  toxicity.  The  digoxin  dose  should  be  reduced 
when  ISOPTIN  is  given,  and  the  patient  carefully  monitored.  ISOPTIN 
may  have  an  additive  hypotensive  effect  in  patients  receiving  blood- 
pressure-lowering  agents.  Disopyramide  should  not  be  given  within 
48  hours  before  or  24  hours  after  ISOPTIN  administration  Until  fur- 
ther data  are  obtained,  combined  ISOPTIN  and  quinidine  therapy  in 
patients  with  hypertrophic  cardiomyopathy  should  probably  be 
avoided,  since  significant  hypotension  may  result.  Adequate  animal 
carcinogenicity  studies  have  not  been  performed.  One  study  in  rats 
did  not  suggest  a tumorigenic  potential,  and  verapamil  was  not 
mutagenic  in  the  Ames  test.  Pregnancy  Category  C.  There  are  no 
adequate  and  well-controlled  studies  in  pregnant  women  This  drug 
should  be  used  during  pregnancy,  labor,  and  delivery  only  if  clearly 
needed.  It  is  not  known  whether  verapamil  is  excreted  in  breast  milk, 
therefore,  nursing  should  be  discontinued  during  ISOPTIN  use. 
Adverse  Reactions:  Hypotension  (2.9%),  peripheral  edema  (1 .7%), 
AV  block;  3rd  degree  (0  8%),  bradycardia:  HR<50/min  (11%),  CHF 
or  pulmonary  edema  (0  9%),  dizziness  (3.6%),  headache  (1.8%), 
fatigue  (1.1%),  constipation  (6.3%),  nausea  (1.6%).  The  following 
reactions,  reported  in  less  than  0.5%,  occurred  under  circumstances 
where  a causal  relationship  is  not  certain:  confusion,  paresthesia, 
insomnia,  somnolence,  equilibrium  disorders,  blurred  vision,  syncope, 
muscle  cramps,  shakiness,  claudication,  hair  loss,  maculae,  and  spotty 
menstruation.  Overall  continuation  rate  of  94,5%  in  1,166  patients 
How  Supplied:  ISOPTIN  (verapamil  HCI)  is  supplied  in  80  mg  and 
120  mg  sugar-coated  tablets.  July  1982  2068 
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EXCUSE. 


America's  declining 
productivity  is  serious 
business. 

It's  about  time  we  all 
got  serious  about  it. 

S America's  productivity 
growth  rate  has  been 
slipping  badly  for  sev- 
eral years  now,  com- 
pared to  that  of  other 
nations.  And  it's  ad- 
versely affecting  each 
and  every  one  of  us. 
We've  all  seen 
plants  and  businesses  close  down. 
Tens  of  thousands  of  jobs  lost.  Prices 
rising,  quality  deteriorating.  A flood 
of  foreign-made  products  invading 
our  shores.  It's  all  part  of  our  declin- 
ing productivity  rate. 

We've  simply  got  to  work  it  out — 
and  we've  got  to  work  together  to  do 
it.  But  first,  we  need  to  know  more 
about  the  problem  ond  the  possible 
solutions  so  we  can  act  intelligently 
and  effectively. 

That's  why  you  should  send  for 
this  informative  new  booklet.  It  hasn't 
got  all  the  answers — there  are  no 
quick  and  easy  ways  out — but  it's  a 
very  good  place  to  start  the  produc- 
tivity education  of  yourself,  your 
associates  and  your  workers.  It's  free 
for  the  asking — and  in  quantity.  Mail 
the  coupon  right  away.  Ignorance  is 
no  excuse. 


A public  service  of  this  publication 
and  the  American  Productivity  Center. 


America. 

Let's  work  together. 


I National  Productivity  Awareness  Campaign 
I P.O.  Box  480,  Lorton,  VA  22079 


Yes,  I would  like  to  improve  my  compony's 
productivity  Pleose  send  me  o free  copy  of 
"Productivity,  the  crisis  thot  crept  up  on  us  " 
(Quontities  ovoiloble  at  cost  from  obove 
address  ) 


Nome. 


Title. 
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I Company 

I City State Zip 

I Pleose  allow  4-6  weeks  for  delivery. 
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Screening  Colorectal  Cancer: 
Fecal  Occult  Blood  Tests 


WALTER  T.  BOONE,  M.D. 

Jackson,  Mississippi 

Screening  of  fecal  material  for  occult  blood  has 
been  used  in  one  form  or  another  since  the  late 
1800s.  Early  observation  of  the  relationship  between 
disease  in  the  gastrointestinal  tract  and  positive  fecal 
blood  tests  led  to  interest  in  developing  better 
methods  for  detection  of  fecal  occult  blood.  Fecal 
occult  blood  tests  are  simple,  low  in  cost  and  widely 
applicable. 

Stirred  by  the  lack  of  progress  in  early  diagnosis 
of  colorectal  cancer,  Greegor  rekindled  interests  in 
using  fecal  occult  blood  tests  as  a screen  with  an 
impregnated  guaiac  slide  test.  * Currently  there  are  at 
least  eight  products  that  are  now  available  for  detect- 
ing blood  in  the  stool.  These  include:  Hemo-Fec, 
Boehringer-Mannheim,  West  Germany;  Quick- 
Cult,  Laboratory  Diagnostics,  Morganville,  N.J.; 
Colo-Screen,  Helena  Laboratories,  Beaumont, 
Texas;  Colo-Rect,  Roche  Diagnostics,  Nutley,  N.J.; 
Haemoscreen,  E.  Dot  Merck  Diagnostica,  Darm- 
stadt, West  Germany;  Fecult,  Gama  Diagnostica, 
Houston,  Texas;  Hema-Chek,  Miles  Laboratories, 
Aimes  Division,  Elkhardt,  Indiana.  In  Europe  and 
the  United  States,  most  of  the  clinical  and  laboratory 
investigations  have  centered  on  the  Hemoccult  Slide 
Test.®^ 

Each  of  these  biochemical  tests  is  based  on  the 
ability  of  hemoglobin  to  oxidize  a chromogen,  thus 
producing  a colored  product.  Numerous  chro- 
mogens have  been  used  including  ferrocyanide,  3- 
aminophthalic  acid  hydrazide,  paraphenyl- 
enediamine  chlorohydrate,  pyramidon,  aloin,  phe- 
nolphthalein,  and  orthotolidine.  With  the  hemoccult 
method,  natural  guaiac  resin  is  impregnated  onto 
filter  paper  to  which  a stool  specimen  is  applied. 
After  addition  of  a stabilized  hydrogen  peroxide- 
denatured  alcohol  developing  solution,  the  hemoc- 
cult filter  paper  slide  is  observed  for  a blue  colora- 
tion, which  results  from  oxidation  of  a guaiac- 
derived  phenolic  compound.^  The  reaction  is  facili- 
tated by  the  presence  of  peroxidase  enzymatic  activ- 


Dr.  Boone  is  engaged  in  the  private  practice  of  internal  medicine 
and  gastroenterology  in  Jackson,  MS. 


Screening  stools  for  occult  blood  is  a logi- 
cal approach  to  early  detection  of  colorectal 
cancer.  In  this  article,  the  first  of  three,  the 
author  describes  factors  affecting  fecal 
occult  blood  tests.  The  Hemoccult  Slide  test® 
depends  upon  the  peroxidase  activity  of 
hemoglobin  to  produce  a positive  result. 
Foods  high  in  peroxidase  content,  iron  tab- 
lets, aspirin,  and  nonsteroidal  anti- 
inflammatory agents  may  produce  false- 
positive results.  Ascorbic  acid  may  produce 
false-negative  results.  Rehydration  of  the 
Hemoccult  Slide®  prior  to  addition  of  perox- 
ide may  increase  the  sensitivity.  Utilization 
of  a low  peroxidase  diet  during  collection 
increases  the  specificity  of  the  test. 


ity,  one  source  of  which  is  hemoglobin.  The  Hemoc- 
cult II®  comes  with  cards  of  three  tests  as  well  as  a 
performance  monitor  on  each  slide  (see  Figure  1 ).  In 
principle,  the  hemoccult  stool  test  is  similar  to  other 
guaiac-base  methods  for  detection  of  occult  blood, 
but  it  has  been  reported  to  produce  fewer  false- 
positive reactions  than  other  qualitative  methods  for 
determining  occult  blood."* 

There  are  a variety  of  factors  that  affect  the  results 
of  fecal  occult  blood  testing.  As  hemoglobin  de- 
pends upon  its  peroxidase  activity  to  produce  a posi- 
tive result,  considerable  attention  has  been  given  to 
peroxidase  containing  foods  in  the  diet.^  Table  1 
details  peroxidase  levels  in  a variety  of  foods.  The 
serving  sizes  are  approximations.  Broccoli,  turnips 
and  parsnips,  as  well  as  rare  red  meat,  head  the  list  of 
food  with  peroxidase  activity  equivalent  to  1 .0  ml  of 
blood.  This  quantity  of  blood  is  the  normal  estimated 
loss  in  the  gastrointestinal  tract  daily.  However, 
these  vegetables,  when  well  cooked  at  least  for  20 
minutes,  had  no  detectable  peroxidase  activity. 
Cooked  poultry,  pork,  tuna,  ham  and  bacon  have 
undetectable  levels  of  peroxidase.  Apples,  oranges, 
bananas  and  tomatoes  also  have  little  peroxidase 
activity. 
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Certain  medications  can  alter  fecal  occult  blood 
testing.  Both  ferrous  gluconate  and  ferrous  sulfate 
may  produce  false-positive  Hemoccult  slide  tests. ^ 
Small  doses  of  vitamin  C appear  to  inhibit  occult 
blood  tests  producing  false-negative  results.^  Aspi- 
rin and  non-steroidal  anti-inflammatory  agents 
should  be  prohibited  during  the  testing  period  be- 
cause of  their  known  irritative  effects  on  the  upper 
gastrointestinal  tract. 

Physical  and  anatomic  factors  affect  the  ability  of 
the  fecal  occult  blood  tests  to  detect  a pathological 
lesion.  Slide  tests  do  not  measure  total  fecal  blood 
but  rather  a sample  of  the  specimen.  Fecal  occult 
blood  is  not  homogenously  distributed  in  stool  speci- 
mens, and  patient  sampling  is  random.  Pathological 
lesions  in  the  colon  have  a variable  rate  of  bleeding 
which  is  related  to  the  location  and  size  of  the  lesion. 
Macrae  reported  that  mean  levels  of  blood  loss  from 
cancers  were  9. 1 ml  per  day  for  cecum  and  ascend- 
ing colon , 1.5ml  per  day  for  transverse  and  descend- 
ing colon,  1 .9  ml  per  day  for  sigmoid  colon,  and  1.8 
ml  per  day  for  rectal  cancers.  Mean  daily  blood  loss 
appeared  to  be  related  to  the  site  of  the  cancer  but 
Duke’s  staging  and  degree  of  differentiation  were 
unrelated  to  levels  of  blood  loss  in  that  study. * 

Newer  variations  may  improve  the  effectiveness 
of  fecal  occult  blood  tests.  Rehydration  of  the 
Hemoccult  slides  leads  to  an  apparent  improvement 
in  sensitivity,  both  in  vitro  and  in  vivo,  presumably 
by  a more  intimate  contact  between  hemoglobin  and 
guaiac  or  enhancement  of  the  pseudoperoxidase 
activity  of  hemoglobin.*  Rehydration  is  accom- 
plished by  placing  a few  drops  of  water  on  the 
underside  of  the  box  before  adding  the  peroxide 


Figure  I . Hemoccult  II®  slide  test. 


solution.  By  rehydrating  the  slide  and  increasing  its 
sensitivity,  an  increased  rate  of  false-positive  deter- 
minations can  be  expected. 

Various  reports  in  the  literature  suggest  a false- 
positive range  of  0-20%  using  the  rehydration  tech- 
nique. Our  laboratory  has  been  impressed  by  the 
rarity  of  positive  fecal  occult  blood  tests  in  our 
screened  patients.  On  an  unrestricted  diet,  the  author 
noted  no  positive  slides  in  30  consecutive  days  of 
fecal  occult  blood  testing  with  rehydration.  Because 
fecal  occult  blood  tests  are  the  cornerstone  of  a 
cancer  surveillance  program,  dietary  instructions  re- 
main important. 

Extending  the  test  period  from  three  to  six  days 
may  counteract  the  variability  of  bleeding.  Increas- 
ing the  number  of  samples  from  each  stool  should 
obviate  the  non-uniform  distribution  of  blood  in 
stools,  especially  from  left-sided  lesions.  Adding 
bulk  in  the  form  of  high  fiber  diet  may  artificially 
increase  the  amount  of  hemoglobin  in  the  stool  by 
traumatizing  the  lesion.  Patient  compliance  would 
be  the  major  drawback  to  these  alterations  in  testing. 

Refinements  of  the  fecal  occult  blood  tests  are 
already  emerging.  An  immunological  method  of  de- 
tecting fecal  occult  blood  tests  has  been  described.  It 
is  sensitive,  has  low  false-positive  rates,  and  re- 
quires no  alteration  of  diet  or  medication.^  Consider- 
able enthusiasm  is  reserved  for  Hemoquant.  This 
fecal  occult  blood  test,  currently  under  develop- 
ment, is  a new,  specific,  quantitative  and  non- 
invasive  method  of  detection.'® 

It  will  be  some  time  in  the  future  before  random- 
ized trials  determine  the  best  method  of  fecal  occult 
blood  testing  and  which  variation  in  collection  yields 
the  best  results.  For  the  present,  instructions  that 
produce  the  earliest  detection  of  significant  lesions 
with  the  most  patient  compliance  and  the  least  false- 
positive results  are  sought.  Until  additional  informa- 
tion surfaces,  the  following  instructions  appear  war- 
ranted: 

1 . Avoid  vitamin  C,  iron  tablets,  ASA,  and  nonster- 
oidal anti-inflammatory  drugs  for  three  days  be- 
fore and  three  days  during  test  period. 

2.  Collect  two  samples  of  each  of  three  consecutive 
days’  stools. 

3.  Test  stools  for  occult  blood  within  six  days. 

4.  Add  fiber  in  the  form  of  peanuts,  whole  wheat 
bread  and  bran  cereal  during  the  testing  period. 

5.  Adhere  to  low  peroxidase  diet  during  the  testing 
period.  Simply  stated,  no  rare  meat  or  raw  vege- 
tables. 

6.  Rehydrate  slides  prior  to  peroxide  addition. 

If  these  instructions  are  followed  and  patient  com- 
pliance is  average,  a single  positive  stool  specimen 
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TABLE  I 

Peroxidase  Levels  in  Foods  (5) 


Mass  of  Food  With  Peroxidase 
Activity  Equivalent  to  I ml. 
Blood 

Food  Serving  Size 

Mass  of  Food  With  Peroxidase 
Activity  Equivalent  to  I ml. 
Blood 

Food  Serving  Size 

5 gms. 

Broccoli  — '4  inch  slice  — stalk 
Turnip  — 2 teaspoons 

50-100  gms. 

Peach  — 1 medium 
Celery  — 1 cup  diced 
Lettuce  — 1/5  of  medium  head 
Spinach  3'/2  oz. 

5-10  gms. 

Rare  Roast  Beef  — ‘4  slice 
Cantaloupe  — 2 teaspoons 
Cauliflower  — 1 Vi  tablespoons 
Red  Radish  — small 
Parsnip  — 1 tablespoon 

100-500  gms. 

Blackberries  — 3 '4  cups 
Pineapple  — 3Va  cups 
Watermelon  — 214  cups 
Walnuts  — 5 cups  of  halves 

10-20  gms. 

Artichoke  — % of  1 small 
Bean  Shoots  — 2/3  cup 
Cucumber  1/5  of  a medium  size 
Green  Beans  — 1/5  of  a cup 
Mushroom  — 2 small 
Parsley  — 2 teaspoons  chopped 
Zucchini  — lA  cup 

500-1000  gms. 

Bananas  — 10  small 
Black  Grapes  — 220 
Pears  — 5 medium 
Plum  — 20  medium 

20-50  gms. 

Grapefuit  — '4  of  medium  size 
Carrot  — 1 small 
Cabbage  — Vi  cup  shredded 
Potato  — Vi  of  medium  size 
Pumpkin  — 1 'A  oz. 

Fig  — 1 large 

1000  gms. 

Well  cooked  roast  beef  — 2 lbs. 

Apples  — 10 

Apricots  — 30 

Olives  — 100 

Raspberries  — IVz  cups 

Peroxidase  undetectable 

Roast  chicken,  turkey,  broiled 
fish,  boiled  liver,  kidney, 
brains,  boiled  pork,  bran,  bacon, 
boiled  rabbit,  dates,  white  grapes, 
lemon,  nectarines,  oranges, 
raisins,  strawberries,  sultanas, 
tomato 

dictates  a full  gastrointestinal  evaluation.  These  in- 
structions are  designed  to  increase  the  sensitivity  of  a 
very  simple  clinical  test  while  holding  the  rate  of 
false-positives  and  false-negatives  to  a minimum. 

★★★ 

971  Lakeland  Drive  (39216) 
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Tliere  s one  simple  reason 

why  more  Mississippi  Preference 
pinsicians  are  choosing 
Medical  Assunmce  Company 
of  Mississippi: 


Ifs  the  professional  liability 
company  of  Mississippi 
physicians,  by  Mississippi 
physicians,  and  for 
Mississippi  physicians. 


A\  ai lability  and  aftbrd- 
ability  . . . the  two  factors 
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a professional  liability’ 
insurance  pro\  ider. 
Medical  Assurance 
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most  cost-eliective 
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financially  sound 
comp  am: 


Further  savings  and 
financial  strength  are 
presided  by  a program 
of  sound  im’estments 
and  strong  underwTiting 
guidelines.  And  because 
the  plan  is  totally 
administered  by 
phy  sicians,  Medical 
Assurance  Company’  of 
Mississippi  is  responsive 
to  y our  needs. 

For  answers  to  any’ 
questions  y’ou  might 
ha\e  regarding 
medical 


malpractice  insurance, 
call  on  us . . . 
1-800-682-6415  or 
944-0072  in  Jackson. 


Medic^  Assurance  Company 
of  Mississippi 


735  Riverside  Drive 
P.O.  Box  4625 
Jackson.  MS  39216 
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Diabetes  Mellitus:  What  Form  Will  a 
Cure  Take? 


PHILLIP  GORDEN,  M.D. 

Bethesda,  Maryland 

Diabetes  mellitus  impacts  on  every  phase  of  the 
practice  of  medicine.  There  are  approximately  5 
million  known  diabetics  in  the  United  States,  and  it 
is  estimated  that  there  are  about  5 million  more 
undiagnosed  patients,  or  about  2%  of  the  total 
population.  This  translates  into  approximately  5%  of 
the  population  over  the  age  of  40.  In  selected  groups 
such  as  the  Pima  Indians  of  southwest  Arizona,  the 
prevalence  of  diabetes  ranges  up  to  50%  of  the 
population  over  the  age  of  40.  Thus  the  absolute 
numbers  of  patients  with  diabetes  and  its  attendant 
morbidity  have  great  consequences  for  many  Amer- 
icans. 

Diabetes  as  a Systemic  Disease 

Diabetes  presents  to  the  physician  in  many  differ- 
ent forms.  The  physician’s  first  encounter  may  be  as 
a major  diagnostic  problem;  in  the  patient  who  has 
been  diagnosed,  the  problem  relates  to  therapy  and 
management. 

Because  diabetes  affects  nerves,  the  patient  may 
present  with  a cranial  neuropathy,  a symmetrical 
distal  peripheral  neuropathy,  a primary  mononeu- 
ropathy, or  some  other  form  of  sensory  neuropathy. 
In  addition,  diabetes  affects  the  autonomic  nervous 
system,  causing  major  motility  abnormalities  of  the 
stomach,  the  small  bowel  and  the  bladder.  Thus 


From  the  Diabetes  Branch,  National  Institute  of  Arthritis,  Di- 
abetes, Digestive  and  Kidney  Diseases,  National  Institutes  of 
Health,  Bethesda,  MD. 

Read  before  the  1 16th  Annual  Session  of  the  Mississippi  State 
Medical  Association,  May  19,  1984,  Biloxi,  MS. 


patients  may  present  with  upper  GI  symptoms,  di- 
arrhea, urinary  retention  or  impotence. 

Diabetic  manifestations  in  the  skin  include  necro- 
biosis diabeticorum,  diabetic  shin  spots,  and  a varie- 
ty of  fungal  and  bacterial  infections. 

One  of  the  major  areas  where  diabetes  may  man- 
ifest itself  is  in  the  foot.  Typically  the  diabetic  de- 
velops a painless  ulcer  due  to  microangiopathic  dis- 
ease as  well  as  neuropathy.  The  lesion  heals  poorly 
and  becomes  infected  and  in  more  advanced  stages, 
leads  to  gangrene  and  possibly  amputation.  Over 
50%  of  non-traumatic  amputations  are  carried  out  in 
diabetic  patients  and  the  great  tragedy  is  that,  if 
appropriately  managed  early,  most  of  these  amputa- 
tions could  be  prevented. 

The  optic  fundus  is  another  important  site  of  di- 
abetic involvement.  The  earliest  phase  of  diabetic 
retinopathy  includes  microaneurysms  and  other 
background  changes  in  the  retina.  Later,  patients 
develop  hemorrhages  and  exudates  and,  in  a more 
advanced  stage,  new  vessel  growth  or  proliferative 
retinopathy.  Proliferative  retinopathy  may  lead  to 
vitreous  hemorrhage  or  retinal  detachment.  The  fun- 
dic  complications  of  diabetes  are  time  related. 
Approximately  50%  of  patients  develop  these  com- 
plications at  ten  years  of  disease,  and  at  20  years  of 
disease  approximately  90%  of  these  individuals  de- 
velop some  form  of  retinopathy.  The  retinopathy  is 
markedly  aggravated  by  coexisting  hypertension.  It 
is  estimated  that  approximately  5,000  new  cases  per 
year  of  diabetic  related  blindness  occur  in  the  United 
States. 
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TABLE  I 

PATHOGENETIC  FACTORS  RELATED  TO  THE 
COMPLICATIONS  OF  DIABETES 


— Increased  thickness  of  capillary  basement  membranes 
— Non-enzymatic  glycosylation  of  protein  with  alteration  of  their  func- 
tion 

— Abnormal  collogen  synthesis  and  degradation 
— Aberrant  pathways  of  glucose  metabolism  — the  aldose  reductase 
pathway 

— Myoinositol  deficiency  in  nerve  cells 


One  of  the  other  manifestations  of  diabetes  is  in 
the  kidney.  Diabetes  produces  intercapillary  glo- 
merular sclerosis,  which  is  a major  problem  in  the 
juvenile  onset  diabetic.  Approximately  40-50%  of 
juvenile  onset  diabetics  will  develop  this  form  of 
renal  disease.  It  is  much  less  common  in  the  adult 
onset  diabetic,  occurring  in  only  2-3%  of  patients. 

Macrovascular  disease  involving  the  coronary 
arteries  and  other  large  vessels  is  also  prominent  in 
diabetic  patients. 

Finally,  the  acute  manifestations  of  diabetes  relate 
primarily  to  the  metabolic  derangement,  eg,  non- 
ketotic hyperosmolar  coma,  diabetic  ketoacidosis, 
and  hypoglycemia  in  insulin  treated  patients. 

Reconciling  the  Varied  Manifestations 
of  Diabetes 

Although  we  diagnose  diabetes  on  the  basis  of  the 
derangement  in  carbohydrate  metabolism,  ie, 
hyperglycemia,  we  recognize  that  it  is  a disease 
affecting  all  forms  of  fuel  and  energy  regulation. 
Thus  proteins,  carbohydrates,  and  fats  are  similarly 
affected  in  diabetic  patients.  While  these  metabolic 
derangements  have  long  been  recognized  in  di- 
abetes, emerging  new  experimental  data  suggest  a 
relationship  between  these  derangements  and  the 
systemic  features  of  the  disease  (see  Table  I).  For 
instance,  high  levels  of  blood  glucose  can  lead  to 
glycosylation  of  tissue  proteins  and  this  alteration 
leads  to  abnormalities  in  function  of  these  tissues. 
Second,  it  is  known  that  at  very  high  levels,  glucose 
is  taken  up  into  tissues  by  abnormal  pathways  which 
convert  it  into  non-absorbable  alcohol-like  sub- 
stances that  are  not  further  utilized.  This  may  lead  to 
osmotic  swelling  in  nerves  or  other  tissues  which 
then  leads  to  subsequent  damage.  These  are  but  two 
examples  of  how  the  metabolic  derangement  might 
affect  multiple  organ  systems.  The  major  hypothesis 
is  that  metabolic  derangement,  in  several  different 
ways,  leads  to  the  various  pathologic  features  that 
characterize  diabetes  mellitus. 


TABLE  II 

EXAMPLES  OF  DISEASE  “CURES” 


Disease 

"Cure” 

Pneumococcal  Pneumonia 

Penicillin 

Poliomyelitis 

Live  virus  vaccine 

Duodenal  Ulcer 

H2  Blockers  (cimetidine) 

TABLE  III 

CHARACTERISTICS  OF  INSULIN-DEPENDENT 
DIABETES  MELLITUS  (TYPE  I DIABETES) 


— Insulinopenic  and  dependent  on  exogenous  insulin  for  life 
— Ketosis-prone  under  basal  conditions 
— Onset  generally  in  youth  but  may  occur  at  any  age 
— Islet  cell  antibodies  frequently  present  at  diagnosis 
— Associated  with  HLA-DR-3,  DR-4,  and  the  combination  of  these 
haplotypes 


What  Do  We  Mean  by  a Cure? 

Cures  mean  different  things  to  different  people. 
Cure  refers  to  the  elimination  of  the  manifestations 
of  a disease.  Obviously,  any  discussion  of  a cure  in 
diabetes  is  speculative  but  it  forms  a basis  for  further 
investigation  and  for  discussion.  Let  us  consider 
three  examples  of  what  might  be  considered  cures 
(see  Table  II).  In  pneumococcal  pneumonia  we 
would  accept  penicillin  as  a cure.  In  poliomyelitis 
we  would  accept  the  oral  vaccine  as  a preventative 
and  thus  a cure.  In  duodenal  ulcer,  using  our  above 
definition,  we  would  accept  the  H2  blockers  such  as 
cimetidine  as  a cure.  It  is  important  to  note  that  in  the 
first  two  examples  we  require  some  information 
about  the  cause  of  the  disease,  ie,  in  pneumococcal 
pneumonia  we  are  specifically  treating  the  pneumo- 
coccus with  the  antibiotic,  and  in  polio  we  are  spe- 
cifically immunizing  against  the  virus.  In  the  third 
example,  however,  duodenal  ulcer,  we  know  very 
little  about  the  cause.  Therefore,  in  the  absence  of 
more  specific  knowledge,  we  accept  an  intermediate 
form  of  cure,  ie,  suppression  of  the  disease.  If  we  are 
to  discuss  the  form  that  a cure  may  take  in  diabetes, 
we  must  be  more  specific.  For  the  purposes  of  this 
discussion,  we  will  divide  diabetes  into  its  two  major 
categories,  that  is,  insulin-dependent  diabetes  and 
noninsulin-dependent  diabetes. 

Insulin-Dependent  Diabetes  Mellitus 

Insulin-dependent  diabetes  mellitus  is  character- 
ized by  several  features  (see  Table  III).  At  its  outset 
this  disease  is  associated  with  islet  cell  antibodies 
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which  are  antibodies  that  spontaneously  develop 
against  the  islet  cells.  Further,  the  disease  is  char- 
acterized by  a high  frequency  of  particular  HLA 
haplotypes;  these  include  HLA  DR-3,  DR-4,  and  the 
combination  of  these  two.  These  HLA  proteins  are 
markers  on  cells  that,  for  reasons  not  completely 
understood,  are  more  prevalent  in  individuals  with 
Type  I or  insulin-dependent  diabetes  mellitus.  The 
third  characteristic  of  this  disease  is  a mononuclear 
infiltrate  into  the  beta  cells  of  the  islet,  referred  to  as 
insulitis.  This  gradually  leads  to  the  destruction  of 
the  islets  and  essentially  cessation  of  insulin  secre- 
tion. 

Recently  an  animal  model  has  been  recognized 
which  is  similar  to  the  human  disease.  This  animal 
model  is  referred  to  as  the  BB-rat.  The  BB-rat  spon- 
taneously develops  a diabetic  picture  and  the  same 
islet  cell  pathology  as  seen  in  human  disease.  It  is 
now  known  that  diabetes  can  be  prevented  in  the 
BB-rat  by  infusion  of  blood  cells  from  normal  rats.  It 
is  believed  that  specific  lymphocytes  from  the  nor- 
mal rat  are  able  to  suppress  abnormal  lymphocytes  in 
the  diabetes-prone  rat;  further  it  is  believed  that  a 
soluble  material,  some  form  of  a lymphokine,  may 
be  responsible  for  the  suppression  of  the  abnormal 
cells  in  the  diabetic  animal.  If  this  hypothesis  is 
verified,  it  will  indicate  very  strongly  that  Type  I 
diabetes  is  an  autoimmune  disease  and  further,  it 
will  have  important  implications  for  the  treatment  of 
this  disease. 

Noninsulin-Dependent  Diabetes 

Noninsulin-dependent  diabetes  refers  to  a heter- 
ogeneous group  of  disorders  with  a set  of  general 
characteristics  (see  Table  IV).  Insulin  resistance  is 
one  of  the  major  manifestations  of  this  form  of  di- 
abetes and  it  is  of  note  that  the  vast  majority  of  these 
patients  are  obese.  Obesity  is  known  to  be  an  insulin- 
resistant  state.  Thus  both  Type  II  or  noninsulin- 
dependent  diabetes  and  obesity  lead  to  a situation 
where  a normal  amount  of  insulin  is  ineffective  in 
controlling  glucose  metabolism:  insulin  is  deficient 
only  in  a relative  sense.  The  higher  the  blood  sugar, 
the  more  deficient  the  insulin  becomes.  But  this 
impoverished  insulin  response  can  be  reversed  by 
lowering  the  blood  sugar  by  diet  or  some  other 
means,  and  relatively  normal  insulin  secretion  can 
be  restored.  We  can  now  identify  several  features 
involved  in  the  insulin  resistance  of  Type  II  diabetes. 
These  features  include  new  knowledge  about  the 
nature  of  the  target  cells,  the  major  targets  for  insulin 
action  being  the  liver,  muscle,  and  fat  cells.  All  of 
these  tissues  have  proteins  on  the  surface  of  their 
cells,  known  as  insulin  receptors.  The  function  of 


TABLE  IV 

CHARACTERISTICS  OF  NONINSULIN  DEPENDENT 
DIABETES  MELLITUS  (TYPE  II  DIABETES) 


— Insulin  levels  decreased,  elevated,  or  normal 
— Not  ketosis-prone  under  basal  conditions 
— Onset  generally  after  age  40  but  may  occur  at  any  age 
— May  require  insulin  for  control  of  symptoms  or  of  fasting  hyper- 
glycemia 

— 60-90%  are  obese 


TABLE  V 

MAJOR  CARDIOVASCULAR  RISK  FACTORS 


— Hypertension 
— Diabetes 
— Hyperlipidemia 
— Smoking 
— Obesity 


the  receptor  is  to  recognize  insulin  among  all  the 
other  proteins  in  blood  and  to  initiate  the  actions  of 
insulin  in  controlling  fuel  metabolism.  In  hyper- 
glycemic obese  individuals  insulin  receptors  may  be 
reduced  on  the  surface  of  the  cell.  Since  it  is  the  net 
concentration  of  insulin  and  receptor  that  leads  to  the 
final  response,  a deficiency  in  receptors  will  lead  to  a 
diminished  response,  even  in  the  presence  of  normal 
amounts  of  insulin.  Under  appropriate  dietary  condi- 
tions, insulin  receptors  may  be  restored  to  normal. 
Thus,  it  is  apparent  that  we  are  dealing  with  a double 
defect  in  noninsulin-dependent  diabetes;  a defect  in 
insulin  secretion  and  a defect  in  insulin  action.  The 
most  important  feature,  however,  is  that  both  of 
these  abnormalities  are  reversible.  Further  actions  of 
insulin  on  the  cell  are  less  well  understood  but  it  is 
clear  that  many  enzymatic  changes  that  take  place  in 
the  cell  are  reversible. 

What  Can  We  Do  Now? 

Another  picture  is  emerging  that  indicates  that  we 
can  improve  the  prognosis  for  our  diabetic  patients 
now.  First  we  must  recognize  the  major  car- 
diovascular risk  factors  (see  Table  V).  All  of  these 
risk  factors  can  be  treated  and  are  of  the  utmost 
importance  in  the  diabetic  patient. 

It  must  be  remembered  that  these  risk  factors  are 
additive  and  even  may  be  synergistic.  Thus  a diabet- 
ic patient  who  smokes  is  enormously  increasing  his 
risk  of  coronary  artery  disease  and  myocardial  in- 
farction. Further,  it  is  clear  that  control  of  hyperten- 
sion has  a major  effect  on  the  amelioration  of  diabet- 
ic retinopathy  and  probably  kidney  disease.  It  is  now 
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TABLE  VI 

TREATMENT  AND  MANAGEMENT  MODALITIES 


Metabolic 

Other 

Blood  glucose  and  glycosylated  Hgb 

Laser 

Intensive  insulin  Rx 

Vitrectomy 

Nutritional 

Dialysis 

Oral  hypoglycemic  drugs 

Transplantation 

clear  that  specific  modalities  of  therapy  such  as  laser 
photocoagulation  have  a marked  effect  on  diabetic 
retinopathy.  For  instance,  the  diabetic  retinopathy 
study  has  shown  that  laser  photocoagulation  of  pro- 
liferative retinopathy  may  reduce  unfavorable  events 
by  over  60%. 

Finally,  we  now  recognize  the  value  of  intensive 
insulin  therapy  in  the  pregnant  diabetic.  Very  care- 
fully monitored  glucose  values,  using  all  available 
methodology  such  as  home  glucose  monitoring  and 
multiple  insulin  injections  or  infusion  pumps,  have 
led  to  a major  reduction  in  fetal  and  maternal  mortal- 
ity and  morbidity  in  the  diabetic  patient.  In  fact, 
these  have  been  reduced  almost  to  the  level  of  the 
nondiabetic.  For  other  therapeutic  modalities  see 
Table  VI. 

What  Form  Will  a Cure  Take? 

Now  let  us  return  to  our  original  question.  Having 
discussed  some  of  the  specific  details  of  diabetes,  we 
can  return  to  our  examples  of  cures  (see  Table  II).  It 
seems  most  likely  that  the  cure  of  insulin-dependent 
or  Type  I diabetes  will  take  the  form  of  example  one. 
Table  II.  As  it  is  likely  that  we  are  dealing  with  an 
autoimmune  disease,  we  will  develop  much  more 
specific  forms  of  controlling  this  disordered  immune 
response.  Recently,  a clinical  trial  in  Canada  has 
indicated  that  the  drug,  cyclosporin  A,  may  prolong 
the  “honeymoon”  period  for  the  juvenile  onset  di- 
abetic up  to  one  year  and,  as  previously  mentioned, 
there  are  several  modalities  that  will  correct  the 
diabetes  of  the  BB-rat.  Thus  there  is  every  reason  to 
believe  that  a much  more  specific  form  of  treatment 
will  be  developed  for  the  Type  I diabetic.  Further,  it 
is  possible  that  a subset  of  these  patients  has  a dis- 
ease with  a viral  etiology.  In  that  case  it  is  possible  to 
imagine  that  a vaccine  will  be  developed  for  this 
subset  of  patients.  It  is  important  to  emphasize  that 
human  diabetogenic  viruses  have  not  been  recog- 
nized except  in  isolated  cases  and  we  do  not  yet  have 
drugs  that  regulate  a highly  specific  feature  of  the 
immune  response  without  having  unfavorable 


TABLE  VII 

EXPERIMENTAL  APPROACHES 


— Pharmacologic  (manipulation  of  target  cell) 
— Genetic  manipulation 
— Islet  transplantation 
— Pancreas  transplantation 
— Artificial  pancreas 
— Selective  immunologic  Rx 
— Pharmacologic  (local  tissue  effects) 


effects  on  other  parts  of  the  immune  system  (see 
Table  VII). 

Finally,  it  is  more  likely  that  a cure  in  Type  II 
diabetes  will  take  the  form  of  our  example  three. 
Table  II.  We  do  not  know  the  specific  cause  of  most 
forms  of  Type  II  diabetes,  but  it  is  likely  that  we  will 
develop  forms  of  treatment  to  manage  specific 
abnormalities  (see  Table  VII).  First,  we  will  have 
better  ways  to  control  the  blood  glucose  in  general. 
Second,  there  will  be  pharmacologic  means  of  con- 
trolling the  local  glucose  concentration  at  the  tissue 
level.  Further,  it  is  highly  likely  that  we  will  develop 
pharmacologic  means  to  manipulate  the  insulin  re- 
ceptor or  intracellular  events  which  will  bypass  the 
necessity  of  insulin,  per  se.  The  major  point  is, 
therefore,  to  try  to  understand  in  detail,  the  basic  and 
more  fundamental  defects  related  to  Type  II  di- 
abetes. 

Debt  of  Gratitude 

I would  like  to  express  my  gratitude  to  Dr.  J.  M. 
Ford,  Baldwyn,  Mississippi.  He  taught  me  at  a very 
early  age  that  we  must  do  all  we  can  for  the  sick,  with 
what  we  have.  Sometimes  all  we  can  offer  is 
ourselves.  These  lessons  were  frequently  learned  on 
a muddy  country  road  in  the  middle  of  the  night. 

Dedication  of  the  Lecture 

I would  like  to  dedicate  this  lecture  to  the  memory 
of  J.  B.  Baker  (1907-1983),  who  was  the  superin- 
tendent of  the  Baldwyn  public  school  system  for  32 
years.  His  entire  life  was  dedicated  to  the  education 
of  young  people.  Certainly  there  is  no  higher  calling. 

Conclusion 

There  is  every  reason  for  optimism,  therefore,  if 
we  remember  the  principles  embodied  in  the  above 
statements.  That  is,  do  all  we  can  with  what  we  have 
and  continue  to  educate  ourselves  and  our  young 
people.  ★★★ 

NIH:  Bethesda,  Maryland  (20205) 
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The  AMA 

puts  current  information 
at  your  fingertips. 


The  first  nationwide  medical 
information  network  brings  a 
new  dimension  to  the  way  in 
which  physicians  and  other 
health  care  professionals  keep 
abreast  of  the  latest  knowledge 
in  their  profession. 

Now,  through  the  use  of  a 
low-cost  computer  terminal  or 
personal  computer,  you  can 
have  instant  access  to 
authoritative  and  up-to-date  in- 
formation. The  American 
Medical  Association’s  com- 
puterized data  bases  place  a 


wide  range  of  professional 
resources  at  your  fingertips, 
such  as  clinical,  administrative 
and  medical  practice  informa- 
tion. abstracts  of  current  clinical 
literature,  and  continuing 
medical  education  programs. 

Adding  a new  dimension  to 
the  way  in  which  you  com- 
municate is  MED/MAIL  elec- 
tronic mail.  With  the  same  ter- 
minal, you  can  send  messages 
to  your  colleagues  across  the 
country  or  across  the  city.  . .in 
minutes. 


Information  that  could  take 
hours  to  acquire  through  tradi- 
tional channels  can  now  be 
gathered  in  minutes,  giving  you 
valuable  extra  time  for  other  im- 
portant activities.  And  you  can 
use  the  medical  information  net- 
work at  your  convenience,  24 
hours  a day,  from  your  office, 
hospital  or  home. 

It's  surprisingly  economical 
and  professionally  indispensable. 


Telenet 

Medical  Information  Network 


FOR  SUBSCRIPTION  INFORMATION 
PLEASE  CONTACT  THE; 

MISSISSIPPI  STATE  MEDICAL  ASSOCIATION 
P.O.  BOX  5229  ^ 

JACKSON,  MISSISSIPPI  39216 
1-800-682-6415 
IN  JACKSON:  354-5433 


The  President  Speaking 


For  the  last  three  months  I have  been  giving  you  information 
regarding  alternate  health  care  delivery  systems,  specifically 
PPOs.  Some  of  you  have  been  confronted  with  the  possibility  of 
one  being  organized  in  your  community  by  one  of  the  businesses. 
Others  see  these  looming  on  the  horizon  as  another  somebody 
trying  to  get  at  the  health  care  dollar.  The  main  thing  is,  do  not 
panic.  Of  all  the  alternate  systems,  the  PPO  is  the  least  offensive. 

There  is  another  way  to  perhaps  give  business  a better  handle  on 
their  health  care  costs  — the  coalition  of  medicine  and  business 
sitting  down  with  each  other  and  discussing  mutual  problems.  If 
you  like  the  practice  of  medicine  in  the  fee-for-service  mode,  this 
is  an  excellent  opportunity  for  you  to  help  yourself  and  the  busi- 
ness community  as  well.  They  do  not  understand  our  problems  and 
we  don’t  fully  understand  theirs.  I must  admit  though,  we  under- 
stand more  of  theirs  than  they  do  of  ours. 

Some  efforts  have  been  made  to  discuss  with  business  health- 
related  problems.  These  efforts  have  been  on  a statewide  level. 
There  has  been  some  local  activity,  also.  Two  or  three  years  ago 
we  had  the  executive  committee  of  the  Chamber  of  Commerce  as 
our  guests  at  a Central  Medical  Society  meeting.  There  was  con- 
siderable dialogue  relating  to  the  cost  of  health  care.  I remember 
Mr.  Henry  Holman’s  remarks  to  the  group  concerning  his  escalat- 
ing health  care  costs.  He  felt  he  was  going  to  have  to  do  something 
to  bring  his  health  care  costs  down  — have  higher  deductibles  for 
his  employees,  educate  his  employees  on  health  care.  He  was  not 
going  to  be  able  to  let  health  care  costs  continue  the  spiral. 

Business  has  a tough  time  communicating  with  us.  So,  when 
you  set  up  a meeting  have  more  business  representatives  than  you 
have  physicians.  Have  an  agenda.  For  example:  you  might  discuss 
inappropriate  use  of  hospital  services  (use  of  emergency  room  for 
non-emergencies);  lack  of  employee  health  cost  awareness;  prob- 
lems with  worker  compensation  and  sick  leave  or  disability;  or 
lack  of  employee  incentives  with  regard  to  health  care  utilization 
when  benefits  are  “free.”  Other  topics  might  be  employee  life 
styles  — initiating  an  employee  health  education  program  — or 
impact  of  increasing  medical  malpractice  premiums  on  the  cost  of 
health  care.  The  business  representatives  may  have  specific  items 
they  would  like  to  discuss. 

(Continued  on  page  1 14) 


104 


JOURNAL  MSMA 


1 


JOURNAL  OF  THE 
MISSISSIPPI  STATE 
MEDICAL  ASSOCIATION 

VOLUME  XXVI,  NUMBER  4 
APRIL  1985 


Eureka!  The  Solution 
To  Malpractice  Problem 

EUREKA!  The  complete  solution  to  our  over- 
whelming malpractice  problem  has  come  to  me  in  a 
flash.  Like  most  great  discoveries  it  is  simplicity 
itself.  Try  this  on  for  size. 

In  the  November  22  papers  I found  reports  of  a 
State  Supreme  Court  ruling  that  bestowed  ‘ ‘the  same 
immunity  from  legal  action  as  other  public  officials 
performing  their  duties”  on  a county  health  officer 
in  a malpractice  suit  brought  against  him  for  giving 
INH  to  a tuberculosis  patient  who  died  of  liver  fail- 
ure triggered  by  the  drug. 

All  of  us  are  aware  of  the  steady  increase  in 
malpractice  suits  which  will  undoubtedly  continue, 
offering  a bonanza  to  busy  trial  lawyers  and  their 
hungry  (and  I don’t  mean  for  food!)  clients. 

The  size  of  settlements  on  brain-damaged  infants 
is  staggering,  the  shockwaves  from  which  are  rock- 
ing the  risk  management  of  all  the  professional 
liability  insurance  companies,  and  that  includes  our 
own  Medical  Assurance  Company.  The  small  hos- 
pitals will  be  forced  to  buy  fetal  monitors  in  a vain 
effort  to  win  some  of  these  suits,  train  staff  to  inter- 
pret the  tracings,  and  be  on  the  ready  to  blast  the 
patient  off  to  a ‘ ‘center’  ’ for  an  emergency  C-section 
because  the  fetus  sneezed!  But  that’s  another 
story  — 

We  could  put  a stop  to  all  malpractice  action  just 
by  becoming  ‘‘public  officials”  and  go  to  work  for 
the  Health  Department.  An  amendment  to  the  Health 
Care  Bill,  from  which  the  Medical  Licensure  Board 
escaped  by  the  skin  of  its  teeth,  would  do  it.  Then  we 
would  be  one  big  miserable  family  with  a whole  new 
gamut  of  things  to  bitch  about.  But  in  one  fell 
swoop,  no  malpractice.  VOILA! 

A.  A.  Derrick,  Jr.,  M.D. 

Associate  Editor 


COMMENT 


(Editor’s  Note:  The  following  letters,  copies  of 
which  were  received  by  the  Journal,  are  reprinted 
here  with  the  permission  of  both  parties.) 

Mississippi  Foundation  for  Medical  Care,  Inc. 

P.  O.  Box  4665 
Jackson,  Mississippi  39216 

Attention;  Joyce  Partridge,  Director  of  Review  Op- 
erations 

Dear  Madam: 

Your  assertion  regarding  my  judgment  of  any 
patient’s  hospitalization  without  your  examination 
of  that  same  patient,  under  the  same  condition  is,  to 
say  the  very  least,  asinine. 

I resent  the  letter  that  was  written  to  my  patient 
stating  that  her  admission  to  the  hospital  was  ‘‘not 
medically  necessary.”  Although  this  copy  was  the 
first  letter  of  this  nature  I have  received,  I have  seen 
several  written  to  my  colleagues  who  are  of  the  same 
opinion  as  myself. 

My  mother  also  received  one  of  these  letters  re- 
garding her  recent  hospitalization.  My  mother,  who 
hardly  qualifies  as  a dummy  or  a malingerer,  could 
not  understand  the  significance  of  that  revelation, 
and  I,  as  well  as  her  attending  physician,  was  wont 
for  an  explanation. 

Your  letters  imply  a credibility  judgment  by  you 
of  our  capabilities  as  physicians.  You,  nor  anyone 
else  in  your  office,  is  in  a position  to  question  my,  or 
any  other  physicians’  ability  to  know  when  a patient 
is  sick  enough  to  be  hospitalized  unless  you  are 
present  in  the  clinic  or  the  emergency  room  and  also 
examine  that  patient  and  are  aware  of  that  patient’s 
social,  mental,  and  medical  condition. 
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According  to  your  letter,  “a  qualified  physician 
reviewer  representing  the  Mississippi  Foundation 
for  Medical  Care”  reviewed  my  patient’s  case  and 
determined  that  the  “admission  was  not  medically 
necessary.”  I don’t  suppose  one  could  really  blame 
the  guy  for  wanting  to  remain  anonymous. 

Several  months  earlier  I received  a bulletin  from 
the  Mississippi  Foundation  for  Medical  Care  invit- 
ing me  to  become  a member.  This  bulletin  said 
something  to  the  effect  that  if  we  didn’t  police 
ourselves  then  someone  worse  would.  Sounded 
good  to  me,  I was  all  for  utilization  review,  so  I filled 
out  the  membership  form  and  sent  it  back  to  you. 
This  “letter”  is  the  only  correspondence  I have 
received  from  the  Mississippi  Foundation  for  Medi- 
cal Care  to  date. 

If  the  goal  of  the  Mississippi  Foundation  for 
Medical  Care  is  to  besmirch  the  quality  of  our  care  in 
the  eyes  of  our  patients  as  well  as  to  imply  to  the 
patient  that  Medicare  or  some  unknown  entity 
doesn’t  even  believe  that  they  were  sick,  then  I 
would  rather  not  be  a member.  This  is  not  my  idea  of 
“peer  review.” 

I plan  to  inform  any  patient  who  receives  such  a 
letter  to  write  their  congressman. 

It  is  hard  as  hell  to  practice  good  medicine  while 
fighting  DRGs,  keeping  our  admissions  and  inpa- 
tient days  to  a bare  minimum,  avoiding  malpractice 
suits,  keeping  our  community  hospitals  alive,  our 
private  practices  afloat,  our  patients  well,  their  fami- 
lies happy  and  in  the  meantime  hopefully  preserving 
our  own  sanity. 

I think  I speak  for  the  average  primary  care  physi- 
cian in  the  State  of  Mississippi  who  will  continue  to 
strive  to  practice  medicine  to  the  utmost  of  our  abil- 
ity, but  with  the  patient’s  health  as  our  number  one 
priority. 

Most  sincerely  yours, 
Dwalia  South,  M.D. 


Dwalia  South,  M.D. 

Tippah  County  Hospital 
Ripley,  Mississippi  38663 

Dear  Doctor  South: 

This  is  in  reply  to  your  letter  dated  January  31, 
1985.  The  letter  you  received  from  Joyce  Partridge, 
Director  of  Review  Operations,  was  simply  to  in- 


form you  of  actions  that  have  been  taken  regarding  a 
particular  hospitalization.  Ms.  Partridge  does  not 
review  records;  a physician,  who  is  a practicing 
physician  with  hospital  admitting  privileges  in  the 
state  of  Mississippi,  reviewed  your  records  and  de- 
nied the  admission. 

MFMC  has  approximately  158  physicians  who 
are  actively  involved  in  record  review.  Our  Board  of 
Directors  is  elected  from  the  general  membership 
which  numbers  1600  Mississippi  physicians.  If  you 
review  the  enclosed  list  of  the  Board  of  Directors  and 
members  of  the  Regional  Review  Committees  you 
will  see  that  majority  of  these  physicians  are  primary 
care  physicians,  a number  of  whom  are  involved  in 
active  leadership  of  the  Mississippi  Academy  of 
Family  Practice.  The  denial  process  and  letter  are 
dictated  by  the  Health  Care  Financing  Administra- 
tion (HCFA)  with  whom  we  have  contracted  to  per- 
form peer  review  activities  for  Medicare  patients. 
This  process  has  recently  been  changed  and  should 
clarify  the  issue  for  the  patient  and  physician.  The 
changed  denial  process  will  afford  the  physician  the 
opportunity  to  present  additional  data  so  that  a denial 
may  not  be  required.  I believe  that  once  this  process 
is  in  effect,  it  will  avoid  some  of  the  conditions  of 
which  you  complained.  There  is  also  an  appeals 
mechanism,  whereby  an  initial  decision  may  be  re- 
considered. 

You  say  that  you  support  utilization  review, 
which,  I assume  means  that  you  support  strictly  peer 
review,  in  other  words,  having  a physician  review 
your  records.  It  is  true  that  the  review  physician  does 
not  see  the  patient,  but  it  is  also  true  that  it  is  your 
obligation  under  statutory  law,  if  you  are  treating 
Medicare  patients,  that  you  must  document  the 
reasons  for  admitting  the  patient,  and  that  you  must 
admit  that  patient  to  the  hospital  only  if  necessary. 

I am  confident  that  you  are  an  excellent  physician. 
Perhaps  you  should  examine  your  practice  patterns 
to  assure  that  they  meet  the  requirements  for  caring 
for  the  Medicare  patient.  If  you  would  like,  I would 
be  glad  to  sit  down  with  you,  here  in  the  office,  with 
individual  charts,  and  go  over  the  discrepancies  that 
were  identified  in  these  hospital  admissions. 

The  Mississippi  Foundation  for  Medical  Care  be- 
longs to  the  physician  membership  of  the  state  of 
Mississippi  and  I think  that  our  actions  show  that  we 
are  responsive  to  the  needs  of  our  fellow  physicians. 

If  I can  be  of  service  to  you,  please  feel  free  to 
call. 

Sincerely  yours, 

J.  S.  McIlwain,  Jr.,  M.D. 

Medical  Director 

Mississippi  Foundation  for  Medical  Care 
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1-800-352-2226 

£ 

Call  the  travel  specialists  toU-^ee! 


imp'  •'/ 


When  you  come  down 
with  the  urge  or  necessity 
to  travel,  call  Avanti  for 
^ expert  service.  Everything 
we  do  for  you  is  free  of  charge, 
even  the  phone  call. 

fOur  travel  specialists  will  take  care 
^f  all  your  plans,  plane  reservations, 
^car  rental,  hotel  accommodations  and 
./rniuch  more.  We’re  here  to  help  you  with 
.^  charters,  tours,  cruises,  personal  vacations, 

business  meetings  and 
conventions. 

The  next  time  you  make 
travel  arrangements, 
remember  Avanti  is  always 
on  call,  toll-free. 

■TF=U^^./EL_,  irNXZ:. 

5025 1-55  North  • Jackson,  Mississippi  39206  • 981-9111 
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AMA  President  to  Address 
House  of  Delegates 


Joseph  F.  Boyle,  M.D., 
president  of  the  American 
Medical  Association,  will 
address  the  opening  session 
of  the  MSMA  House  of 
Delegates  on  Thursday, 

May  16,  1985.  Dr.  Boyle  is 
a private  practitioner  of  in- 
ternal medicine  and  dis- 
eases of  the  chest  from  Los 
Angeles,  California.  He  be- 
came President  of  the 
American  Medical  Asso- 
ciation at  its  annual  meeting  in  June  1984. 

Elected  to  the  AMA  Board  of  Trustees  in 
1975,  Dr.  Boyle  served  as  its  chairman  from 
June  1981  to  June  1983.  He  has  long  been 
active  in  organized  medicine  at  the  local,  state 
and  national  levels.  He  has  served  in  many 
elected  capacities,  including  president  of  the 
California  Medical  Association  and  the  Los 
Angeles  County  Medical  Association,  speak- 
er of  the  California  Medical  Association 
House  of  Delegates,  and  delegate  to  the  AMA 
House  of  Delegates. 

Born  in  Jersey  City,  New  Jersey,  on 
November  21,  1924,  Dr.  Boyle  received  his 
M.D.  degree  from  Temple  University  School 
of  Medicine.  His  postgraduate  work  was  done 
in  both  New  Jersey  and  California.  He  is  a 
diplomate  of  the  American  Board  of  Internal 
Medicine. 

In  addition  to  being  on  the  staff  of  several 
Los  Angeles  area  hospitals.  Dr.  Boyle  has 
been  associate  clinical  professor  of  medicine 
at  the  University  of  Southern  California 
School  of  Medicine  since  1954,  and  past  pres- 


ident of  the  California 
Chapter  of  the  American 
College  of  Chest  Physi- 
cians. 

Recent  honors  include 
receiving  the  Distinguished 
Internist  of  1983  Award 
from  the  American  Society 
of  Internal  Medicine,  the 
1984  Presidential  Com- 
mendation from  the  Amer- 
ican Psychiatric  Associa- 
tion, the  title  of  Temple 
University  Alumni  Fellow,  and  the  1984 
Temple  University  Alumni  Association 
School  of  Medicine  Certificate  of  Honor. 
Doctor  Boyle  serves  as  Chairman  of  the 
Steering  Committee  for  the  Health  Policy 
Agenda  for  the  American  People. 

Dr.  Boyle’s  community  activities  have  in- 
cluded the  Los  Angeles  Area  Chamber  of 
Commerce,  the  California  State  Chamber  of 
Commerce,  where  he  recently  completed  a 
three-year  term  on  its  Board  of  Directors,  the 
State  of  California  Disaster  Office,  the  Cali- 
fornia State  Air  Resources  Board,  President’s 
Advisory  Committee  on  Environmental 
Quality,  and  the  California  Citizens  Commit- 
tee on  Tort  Reform.  He  had  served  as  presi- 
dent of  the  Board  of  Directors  of  the  Tubercu- 
losis and  Health  Association  of  Los  Angeles 
County  and  is  a member  of  the  Board  of 
Directors  of  the  National  Organization  on 
Disability. 

Dr.  Boyle  is  the  author  of  numerous  papers 
on  pulmonary  and  respiratory  diseases. 


Dr.  Boyle 
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1 17th  Annual  Session 

Mississippi  State  Medical  Associaition 

May  15-19,  1985 

Biloxi 


On  May  15,  1985,  the  117th  Annual  Session  of 
the  Mississippi  State  Medical  Association  will  get 
underway.  The  combination  scientific/business 
meeting  will  be  held  at  the  Royal  d’Iberville  Hotel  in 
Biloxi.  Reservations  should  be  made  directly  with 
the  hotel  by  completing  the  reservation  cards  mailed 
to  MSMA  members  last  month  or  by  calling  388- 
6610  (Biloxi). 

House  of  Delegates 

Sessions  of  the  House  of  Delegates  are  scheduled 
for  Thursday,  May  16  and  Sunday,  May  19.  Both 
meetings  will  begin  at  9:00  a.m.  Dr.  Frank  Boyle, 
president  of  the  American  Medical  Association,  will 
address  the  opening  session.  Delegates  will  also  hear 
an  address  by  Dr.  Ellis  M.  Moffitt  of  Jackson, 
MSMA  president.  The  inauguration  of  Dr.  Ralph  L. 
Brock  of  McComb  as  1985-86  president  will  take 
place  during  the  final  session. 

Delegates  will  cast  ballots  for  more  than  80 
nominees  who  have  been  selected  by  the  Nominat- 
ing Committee  to  fill  nearly  30  vacancies  in  associa- 
tion offices.  A list  of  candidates  was  mailed  to  all 
members  60  days  prior  to  the  elections,  in  accord- 
ance with  the  association’s  bylaws. 

Concurrent  Meetings 

Among  the  many  medical  related  groups  which 
have  scheduled  meetings  in  conjunction  with  the 
annual  session  are  the  Mississippi  Foundation  for 
Medical  Care  and  the  Medical  Assurance  Company 
of  Mississippi.  The  Mississippi  State  Board  of 
Medical  Licensure  will  meet  during  the  week,  as 
will  more  than  a dozen  specialty  societies  and  three 
medical  alumni  organizations. 

Scientific  Assembly 

Continuing  medical  education  credit  will  be 
awarded  for  the  scientific  assembly,  which  begins 
Friday,  May  17,  with  the  Surgery  Plenary  Session 
and  continues  Saturday,  May  18,  with  the  Medicine 
Plenary  Session.  The  Mississippi  Chapter  of  the 
American  College  of  Surgeons  will  hold  a three- 


hour  scientific  program  on  Friday  afternoon,  as  will 
the  Mississippi  Chapter  of  the  American  Academy 
of  Emergency  Physicians.  Highlighting  the  scien- 
tific presentations  will  be  Dr.  Ted  Huang  of  the 
University  of  Texas  at  Galveston,  who  will  present 
the  fifth  annual  James  Grant  Thompson  Memorial 
Lecture  on  Friday  morning. 

Special  Events 

Tennis,  golf  and  fishing  are  on  the  agenda  of 
special  events  again  this  year. 

The  annual  president’s  reception  is  scheduled  for 
Wednesday  night,  and  the  annual  membership  ban- 
quet will  be  held  on  Friday  night.  On  the  concluding 
night  (Saturday)  there  will  be  a Casino  Party  for 
MSMA  members  and  MSMA  Auxiliary.  Proceeds 
from  the  party  will  benefit  special  projects  of  the 
Auxiliary. 


OFFICIAL  CALL 

To  all  members  of  the  Mississippi 

State  Medical  Association: 

The  1 17th  Annual  Session  of  the  Mississippi 
State  Medical  Association  is  called  to  meet  at 
Biloxi,  Mississippi,  on  Wednesday,  May  15, 
1985,  pursuant  to  Article  V of  the  Constitu- 
tion. The  House  of  Delegates  will  be  convened 
at  the  Royal  d’Iberville  at  9:00  a.m.  on  May 
16. 

The  Scientific  Assembly  will  meet  during 
May  17-18,  1985. 

No  member  or  guest  will  be  permitted  to 
participate  in  any  aspect  of  the  annual  session 
until  regularly  registered. 

Ellis  M.  Moffitt,  M.D. 

President 

J.  Elmer  Nix,  M.D. 

Secretary-Treasurer 
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9:00  a.m. 

10:00 

11:00 

11:10 

11:20 

11:30 

11:40 

11:50 


2:00  p.m. 

3:00 

4:00 


2:00  p.m. 

3:00 

3:45 


8:30  a.m. 

9:00 

10:00 

10:35 

10:45 

1 1:15 


Scientific  Program 

1 1 7th  Annual  Session 

Friday,  May  17 

MSMA  Plenary  Session  (Surgery) 

James  Grant  Thompson  Memorial  Lecture 
Surgical  Management  of  Poisonous  Snakebite 

Ted  T.  Huang,  MD,  University  of  Texas  Medical  Branch,  Galveston,  TX 
Alcoholism  and  Anesthesia 

David  L.  Bruce,  MD,  University  Medical  Center,  Jackson,  MS 
Developments  in  Treatment  of  Urinary  Stones 
A.  M.  Matthews,  MD,  Gulfport,  MS 
A Modified  Approach  to  the  Mclndoe  Vaginoplasty 

Steve  Box,  M.D,  University  Medical  Center,  Jackson,  MS 
Update  in  Orthopedics 

James  Hughes,  MD,  University  Medical  Center,  Jackson,  MS 
Update  in  Pathology 

Ben  F.  Martin,  MD,  Columbus,  MS 
Advances  in  CPR 

Robert  Jorden,  MD,  University  Medical  Center,  Jackson,  MS 
Use  of  the  Laser  in  Otolaryngology 

Larry  Day,  MD  and  J.  Robert  Coltharp,  MD,  Hattiesburg,  MS 

Friday,  May  17 

American  College  of  Surgeons,  Miss.  Chapter 

Wound  Coverage:  Grafts  and  Flaps  — Dr.  Huang 
The  Anesthesiologist  as  Consultant  — Dr.  Bruce 
Thoracic  Aortic  Injuries:  Ten  Years’  Experience  at  UMC 

Will  Coltharp,  MD,  University  Medical  Center,  Jackson,  MS 

Friday,  May  17 

American  College  of  Emergency  Physicians,  Miss.  Chapter 

Case  Studies  in  Emergency  Medicine 

Robert  Jorden,  MD,  University  Medical  Center,  Jackson,  MS 
Basic  Trauma  Life  Support  Course 

Eloise  Bell,  RN,  Mississippi  Baptist  Medical  Center,  Jackson,  MS 
Cost  Containment  in  Emergency  Medicine 
William  W.  Bradford,  MD,  Waveland,  MS 

Saturday,  May  18 
MSMA  Plenary  Session  (Medicine) 

New  Trends  in  Mid-South  Health  Care  Delivery 

Roger  N.  Struble,  vice  president,  Memphis  Memorial  Health  Care  Systems,  Inc., 
Memphis,  TN 

New  Directions  in  Eederal  Health  Legislation 
Congressman  Wayne  Dowdy,  Washington,  DC 
Calcium  Channel  Blockers  in  Cardiovascular  Disease 

W.  Theodore  Steudel,  MD,  director.  Coronary  Care  Unit,  Madigan  Army  Medical 
Center,  Tacoma,  WA 
Colorectal  Cancer  Screening  Program 

Judy  Gearhart,  MD,  Mississippi  Cancer  Society 
Sleep  Too  Much?  Sleep  Too  Little?  What  Can  Be  Done? 

Edgar  Draper,  MD  and  Lawrence  S.  Schoen,  PhD,  University  Medical  Center,  Jackson, 
MS 

Exogenous  Dermatitis 

Howard  I.  Maibach,  professor  of  dermatology.  University  of  California,  San  Francisco, 
CA 
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MSMA  Membership  Banquet 
Features  Jeanne  Robertson 

During  the  1 17th  Annual 
Session  the  MSMA  will 
join  a long  list  of  organiza- 
tions which  have  heard 
Jeanne  Robertson’s  unique 
brand  of  humor.  She  is  fea- 
tured speaker  at  the  annual 
MSMA/MSMA  Auxiliary 
banquet,  Friday,  May  17, 
at  the  Royal  d’Iberville 
Hotel  in  Biloxi. 

At  6 '2"  Jeanne  Robert- 
son is  the  tallest  woman 
ever  to  compete  in  the  Miss  America  contest.  And, 
as  she  puts  it,  that  makes  her  the  tallest  woman  ever 
to  lose  the  Miss  America  contest!  But  she  did  win  the 
title  of  Miss  Congeniality  (which  she  says  is  pre- 
sented to  the  contestant  least  likely  to  win  Miss 
America!) 

It  was  her  year  as  Miss  North  Carolina  which  led 
her  to  a career  as  a professional  speaker,  a job  which 
keeps  her  on  the  road  ten  months  out  of  the  year, 
averaging  150  speeches  each  year.  That  she  is  suc- 
cessful at  it  may  be  evident  from  the  list  of  organiza- 
tions seeking  her,  from  the  testimonials  of  those  who 
have  heard  her,  and  from  her  honors. 

She  is  one  of  a select  group  of  about  60  people  — 
including  Dr.  Norman  Vincent  Peale,  Art  Linkletter, 
President  Ronald  Reagan,  and  Earl  Nightingale  — 
to  receive  the  coveted  CPAE  Award  of  the  2,500- 
member  National  Speaker  Association.  The  NS  A 
presents  the  award,  recognizing  excellence  in  public 
speaking,  to  a maximum  of  four  people  each  year. 

She  bills  herself  as  “a  tall  lady  with  a tall  sense  of 
humor.”  As  a humorist,  she  also  delivers  a potent 
motivational  message  in  a down-to-earth,  entertain- 
ing style. 

Tennis,  Golf,  Fishing  Events 
On  Annual  Session  Calendar 

Registration  is  underway  for  MSMA’s  tennis 
tournament,  golf  tournament,  and  deep  sea  fishing 
rodeo.  All  three  events  are  on  the  schedule  of  activi- 
ties for  the  117th  Annual  Session  in  Biloxi. 


The  tennis  tournament,  sponsored  by  the  Medical 
Assurance  Company  of  Mississippi,  is  set  for  Satur- 
day, May  18,  at  Hiller  Park  Courts  in  Biloxi.  Match- 
es will  begin  at  1:00.  Trophies  will  be  awarded  in 
men’s  and  women’s  doubles  competition.  Tennis 
balls  and  refreshments  will  be  provided. 

Golf  tournament  participants  will  gather  at  the 
Sunkist  Course  at  11:30  a.m.,  Friday,  May  17. 
Trophies  will  be  presented  for  low  gross  and  low  net 
scores.  Prizes  will  be  awarded  for  longest  drive  and 
closest  to  the  pin.  Registration  is  limited  to  48  golf- 
ers. 

Two  of  the  Gulf  Coast’s  finest  charter  boats  have 
been  reserved  for  the  fishing  rodeo,  set  for  Friday 
and  Saturday,  May  17  and  18.  Boats  will  leave  from 
the  Broadwater  Marina  at  7:00  a.m.  and  return  at 
3:30  p.m.  The  $70.00  registration  fee  covers  boat 
rental  for  the  day,  soft  drinks  and  sandwiches.  Prizes 
will  be  awarded  for  largest  catch  in  Spanish  mack- 
erel, bonito  and  jackfish. 

Hospital  Medical  Staff  Section 
Schedules  First  Meeting 

The  first  meeting  of  MSMA’s  Hospital  Medical 
Staff  Section  will  take  place  at  2:00  p.m.,  Wednes- 
day, May  15,  at  the  Royal  d’Iberville  Hotel. 

Scheduled  in  conjunction  with  MSMA’s  117th 
Annual  Session,  the  meeting  is  designed  to  serve  as  a 
forum  for  discussion  of  hospital  medical  staff  issues. 
Physicians  and  hospital  administrators  are  encour- 
aged to  participate. 

The  program  includes  a discussion  of  current  legal 
issues  impacting  on  the  hospital  medical  staff.  This 
discussion  will  be  conducted  by  B.  J.  Anderson, 
J.D.,  of  the  American  Medical  Association’s  Office 
of  General  Counsel. 

Charles  C.  Stamey,  M.D.,  vice-chairman  of  the 
AMA’s  Hospital  Medical  Staff  Section,  will  outline 
the  organization’s  views  of  the  role  and  importance 
of  hospital  medical  staff  sections  within  the  federa- 
tion. 

Paul  Ellwood,  M.D.,  president  of  Interstudy, 
Inc.,  will  address  the  group  on  “Joint  Ventures.” 

Serving  as  acting  chairman  of  the  new  MSMA 
Hospital  Medical  Staff  Section  is  Sidney  O.  Graves, 
M.D. , of  Natchez,  one  of  MSMA’s  delegates  to  the 
AM  A. 
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1 17th  Annual  Session 
May  15-19,  1985 

Summary  of  Activities 

Wednesday,  May  15 

MSMA  Hospital  Medical  Staff  Section 
MSMA  President's  Reception 

Thursday,  May  16 

Reference  Committee  Breakfast 
MSMA  House  of  Delegates 
Miss.  Foundation  for  Medical  Care 
Miss.  State  Board  of  Medical  Licensure 
Reference  Committee  Hearings 
Medical  Alumni  Reunions 

Friday,  May  17 
Fishing  Rodeo 

MSMA  Past  Presidents  Breakfast 
MSMA  Council  on  Medical  Education 
MSMA  Plenary  Session  (Surgery) 

MSMA  Fifty  Year  Club 

Miss.  EENT  Association 

Miss.  Ob-Gyn  Society 

American  College  of  Surgeons 

American  College  of  Emergency  Physicians 

American  College  of  Pediatrics 

Miss.  Urology  Society 

Medical  Assurance  Co.  of  Miss. 

Golf  Tournament 

MSMA/MSMA  Auxiliary  Membership 
Reception  and  Banquet 

Saturday,  May  18 
Fishing  Rodeo 

MSMA  Plenary  Session  (Medicine) 

Miss.  Pathology  Association 
Miss.  Academy  of  Family  Physicians 
Miss.  Radiology  Society 
Miss.  Society  of  Internal  Medicine 
Miss.  Dermatology  Society 
Tennis  Tournament 

MSMA/MSMA  Auxiliary  Casino  Party 

Sunday,  May  19 

Continental  Breakfast 
Protestant  and  Catholic  Services 
MSMA  House  of  Delegates 


''Boss  Moffitt's  Speakeasy" 

Is  Casino  Party  Theme 

The  special  activities  calendar  of  MSMA’s 
Annual  Session  gets  a new  attraction  this  year  with 
the  addition  of  a Casino  Night  Party,  sponsored  by 
the  MSMA  Auxiliary. 

Join  in  the  fun  at  “Boss  Moffitt’s  Speakeasy,” 
Saturday,  May  18,  from  8:00  p.m.  until  midnight. 

International  Productions  of  New  Orleans  has 
contracted  to  conduct  the  Casino  Party. 

Along  with  the  casino  events  there  will  be  enter- 
tainment and  an  auction  of  exciting  prizes.  Besides 
providing  an  entertaining  conclusion  to  the  five-day 
annual  session,  the  event  will  benefit  special  proj- 
ects of  the  Auxiliary. 


Fifty  Year  Club 
Will  Meet  May  1 7 

The  MSMA  Board  of  Trustees,  sponsor  of  the 
association’s  Fifty  Year  Club,  will  honor  the  half- 
century-plus members  at  a special  luncheon  on  Fri- 
day, May  17,  at  the  Royal  d’Iberville  Hoel. 

Members  of  this  special  organization  include: 
Drs.  S.  Lamar  Bailey  of  Kosciusko;  T.  J.  Barkley  of 
Belzoni;  Eldon  Bolton  of  Biloxi;  Sam  B.  Caruthers 
of  Grenada;  J.  T.  Davis  of  Corinth;  J.  Gordon  Dees 
of  Jackson;  G.  Swink  Hicks  of  Natchez;  Stanley  Hill 
of  Corinth;  Joseph  Kuljis  of  Biloxi;  Julius  L.  Levy, 
Sr.,  of  Clarksdale; 

Earl  L.  Laird  of  Union;  Lawrence  W.  Long  of 
Jackson;  Veronica  M.  Pennington  of  Jackson;  A.  R. 
Perry  of  Natchez;  Tom  Ramsay  of  Biloxi;  Lee  R. 
Reid  of  Jackson;  G.  T.  Sheffield  of  Gulfport;  Omar 
Simmons  of  Newton;  William  C.  Simmons  of  Bay 
Springs;  Guy  T.  Vise,  Sr.  of  Meridian;  Earl  T. 
White  of  Greenville;  and  Homer  A.  Whittington  of 
Natchez. 


Janies  Grant  Thompson 
Memorial  Lecture 

Friday,  May  17  9:00  a.m. 

Surgical  Management  of  Poisonous  Snakebite 

Ted  T.  Huang,  MD,  University  of  Texas 
Medical  Branch,  Galveston 


112 


JOURNAL  MSMA 


■^OciA1>° 


Mississippi  State  Medical 
Association  Auxiliary 


Convention  1985 

Wednesday,  May  15 

12  noon  Registration,  Hospitality 
5:00  p.m.  MSMA  President’s  Reception 


Thursday,  May  16 


8:00  a.m. 

Registration 

9:00 

Hospitality,  AMA-ERF  Boutique 

9:00 

MSMA  House  of  Delegates 

10:30 

Preconvention  Board  Meeting 

1:30  p.m. 

Workshop  — “Flower  Arranging’’ 

Ralph  Null,  AIFD,  AAF,  Mississippi  State  Uni- 
versity 

6:00 

Tulane,  Tennessee  Alumni  Receptions 

7:00 

Ole  Miss  Alumni  Banquet 

Friday,  May 

17 

8:00  a.m. 

Registration 

9:00 

Hospitality,  AMA-ERF  Boutique 

9:00 

General  Session 

12  noon 

Luncheon  and  Style  Show 

Sandra  Ashford,  (The  Ashford  Collection) 

2:30  p.m. 

Postconvention  Board  Meeting 
Workshop  — “Reaching  Out:  1985-1986’’ 

(Mrs.  William  R.  McPhee,  President-elect,  AMA 
Auxiliary) 

6:30 

MSMA/MSMA  Auxiliary  Reception  and  Banquet 

Saturday,  May  18 

8:30  a.m. 

Past  Presidents  Breakfast 

10:00 

Tour:  Walter  Anderson  Home  and  Studio 

8:00  p.m. 

Casino  Party 

Sunday,  May  19 

7:30  a.m. 

Continental  Breakfast 

8:00 

Church  Services 

9:00 

MSMA  House  of  Delegates 

APRIL  1985 
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Alzheimer's  Disease  Clinic 
Established  at  UMC 

A team  at  the  University  of  Mississippi  Medical 
Center  has  established  the  state’s  first  clinic  for  pa- 
tients with  those  conditions  — including  Alzheim- 
er’s disease  — marked  by  decreasing  mental  func- 
tion and  dementia. 

The  clinic  will  provide  thorough  physical  work- 
ups and  psychological  evaluations,  make  recom- 
mendations for  treatment,  and  provide  support  for 
families. 

Beyond  these  goals,  clinic  director  Dr.  Andrew 
Bishop  will  examine  the  content  of  patients’  spinal 
fluid  in  hopes  of  finding  a more  definitive  way  of 
diagnosing  Alzheimer’s. 

“Right  now,  a positive  diagnosis  is  possible  only 
after  autopsy  when  we  can  see  the  concrete  changes 
in  brain  tissue,’’  Dr.  Bishop  said.  “Otherwise,  the 
diagnosis  is  usually  made  by  eliminating  other  possi- 
ble reasons  for  the  person’s  behavior.’’ 

Untreated  depression  in  the  elderly,  for  example, 
may  look  amazingly  like  Alzheimer’s,  Bishop  said, 
and  depression  is  easily  treated. 

The  substance  the  clinic  team  will  measure  in  the 
spinal  fluid  is  a protein  called  somatostatin.  Al- 
though scientists  think  that  the  protein  is  not  a pri- 
mary factor  in  Alzheimer’s,  it  is  released  into  the 
nervous  system  simultaneously  with  acetylcholine,  a 
neurotransmitter  whose  deficit  is  closely  associated 
with  Alzheimer’s. 

“One  of  the  positive  ways  of  diagnosing 
Alzheimer’s  would  be  to  detect  a decrease  in  acetyl- 
choline, but  we  can’t  accurately  measure  it.  We  can 
accurately  measure  somatostatin,’’  Bishop  said. 

This  will  be  the  first  attempt  ever  made  to  corre- 
late somatostatin  levels  with  the  degree  to  which  the 
person  suffers  from  dementia. 

A clear  means  of  diagnosis  will  eliminate  some  of 


what  Bishop  calls  the  “clinical  fuzziness’’  between 
Alzheimer’s  and  depression.  “Somatostatin  should 
decrease  more  with  Alzheimer’s  than  with  depres- 
sion.” 

Adding  to  the  unclear  clinical  distinction  between 
the  two  is  the  fact  that  some  25  percent  of  all 
Alzheimer’s  patients  have  depression,  too.  “Treat- 
ing just  the  depression  alone  might  give  the  patient 
one  or  more  years  at  home,”  Bishop  said,  “and 
treatment  could  be  greatly  improved  if  we  had  a 
means  of  knowing  precisely  what  we’re  dealing 
with.” 

When  indicated,  patients  will  be  evaluated  by 
sleep  specialists  in  the  UMC  sleep  disorders  labora- 
tory because  the  pattern  of  rapid  eye  movement 
(REM)  in  depressed  patients  is  different  from  the 
REM  pattern  of  patients  with  dementia. 

‘ ‘ Because  of  the  age  shift  of  our  population , we  ’re 
seeing  many  more  cases  of  Alzheimer’s  than  be- 
fore,” Bishop  said.  The  disease  can  affect  people  as 
young  as  40,  but  some  20  percent  of  all  people 
between  80  and  90  years  old  may  have  it. 

Eighty  percent  of  all  Alzheimer’s  patients  are 
cared  for  at  home,  indicating  the  necessity  for  strong 
family  support  and  understanding.  The  new  UMC 
clinic  will  provide  group  counseling  for  families. 

A family  physician  may  refer  a patient  to  the  clinic 
directly  at  987-3902. 


THE  PRESIDENT  SPEAKING 

(Continued  from  page  104) 

You  may  feel  you  are  not  accomplishing  much 
with  the  first  couple  of  meetings.  Be  patient.  It  takes 
a while  for  these  people  to  feel  comfortable  around 
you.  In  time  I think  you  will  be  well  rewarded  for  the 
efforts  you  expend  in  this  venture. 


MSMA's  1 17th  Annual  Session  — A Complete  Meeting 

Plan  Now  to  Attend! 

• Scientific  Sessions 

• Specialty  Society  Meetings 

• House  of  Delegates 

• MSMA/MSMA  Auxiliary  Banquet 

• 65  Technical  Exhibits 

(featuring  Jeanne  Robertson,  speaker) 

• Scientific  Exhibits 

• “Boss  Moffitt’s  Speakeasy”  (Casino  Night) 

• Tennis,  Golf,  Fishing 

• Alumni  Reunions 

• Auxiliary  Activities 
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Consider  the 
causative  organisms. . . 


cefaclor 


250-mg  Pulvules®  t.i.d. 

offers  effectiveness  against 
the  major  causes  of  bacterial  bronchitis 

H.  influenzae,  H.  influenzae,  S.  pneumoniae,  S.  pyogenes 

(ampicillin-susceptible)  (ampicillin-resistant) 


Brief  Summary  Consult  the  package  literature  lor  prescribing 
information 

Indications  and  Usage  Ceclor*  (cefaclor,  Lilly)  is  indicated  in  the 
treatment  of  the  foilowino  infections  when  caused  tiy  susceptible 
strains  of  the  designated  microorganisms 
Lower  respiratory  infection^,  including  pneumonia  caused  by 
Sirepiococcus  pneumoniBe  iDiplococcus  pneumoniaei.  Haemoph 
ilus  influemae.  and  5 pyogenes  (group  A beia-hemolyiic 
streptococci) 

Appropriate  culture  and  susceptibility  studies  should  be 
performed  to  determine  susceptibility  of  the  causative  organism 
to  Ceclor 

Contraindication  Ceclor  is  contraindicated  in  patients  with  known 
allergy  to  the  cephalosporin  group  of  antibiotics. 

Warnings  IN  PENICILLIN-SENSITIVE  PATIENTS.  CEPHALO- 
SPORIN ANTIBIOTICS  SHOULD  BE  ADMINISTERED  CAUTIOUSLY 
THERE  IS  CLINICAL  AND  LABORATORY  EVIDENCE  OF  PARTIAL 
CROSS-ALLERGENICITY  OF  THE  PENICILLINS  AND  THE 
CEPHALOSPORINS.  AND  THERE  ARE  INSTANCES  IN  WHICH 
PATIENTS  HAVE  HAD  REACTIONS,  INCLUDING  ANAPHYLAXIS, 
TO  BOTH  DRUG  CLASSES 

Antibiotics,  including  Ceclor.  should  be  administered  cautiously 
to  any  patient  who  has  demonstrated  some  form  of  allergy, 
particularly  to  drugs 

Pseudomembranous  colitis  has  been  reported  with  virtually  all 
broad-spectrum  antibiotics  (including  macrolides.  semisynthelic 
penicillins,  and  cephalosporins),  therefore,  it  is  important  to 
consider  ns  diagnosis  in  patients  who  develop  diarrhea  in 
association  with  the  use  of  antibiotics  Such  colitis  may  range  in 
severity  from  mild  to  life-threatening 
Treatment  with  broad-spectrum  antibiotics  alters  the  normal 
llora  of  the  colon  and  may  permit  overgrowth  of  Clostridia  Studies 
indicate  that  a toiin  produced  by  Clostridium  difficile  is  one 
primary  cause  of  antibiotic-associated  colitis 
Mild  cases  of  pseudomembranous  colitis  usually  respond  to 
drug  discontinuance  alone  In  moderate  to  severe  cases,  manage- 


ment should  include  sigmoidoscopy,  appropriate  bacterlologic 
studies,  and  fluid,  electrolyte,  and  protein  supplementation 
When  the  colitis  does  not  improve  alter  the  drug  has  been 
discontinued,  or  when  it  is  severe,  oral  vancomycin  is  the  drug 
of  choice  for  antibiotic-associated  pseudomembranous  colitis 
produced  by  C difficile  Other  causes  of  colitis  should  be 
ruled  out 

Precautions:  General  Precautions  - If  an  allergic  reaction  to 
Ceclor*  (cefaclor.  Lilly)  occurs,  the  drug  should  be  discontinued, 
and.  if  necessary,  the  patient  should  be  treated  with  appropriate 
agents,  e g . pressor  amines,  antihistamines,  or  corticosteroids 
Prolonged  use  of  Ceclor  may  result  in  the  overgrowth  of 
nonsusceptible  organisms  Careful  observation  of  the  patient  is 
essential  If  superinfection  occurs  during  therapy,  appropriate 
measures  should  be  taken 

Positive  direct  Coombs’  tests  have  been  reported  during  treat- 
ment with  the  cephalosporin  antibiotics  In  hematologic  studies 
or  in  transfusion  cross-matching  procedures  when  antiglobulin 
tests  are  performed  on  the  minor  side  or  in  Coombs’  testing  of 
newborns  whose  mothers  have  received  cephalosporin  antibiotics 
before  parturition,  it  should  be  recognized  that  a positive 
Coombs’  lest  may  be  due  to  the  drug 
Ceclor  should  be  administered  with  caution  in  the  presence  of 
markedly  impaired  renal  function  Under  such  conditions,  careful 
clinical  observation  and  laboratory  studies  should  be  made 
because  safe  dosage  may  be  lower  than  that  usually  recommended 
As  a result  of  administration  of  Ceclor.  a false-positive  reaction 
tor  glucose  in  the  urine  may  occur.  This  has  been  observed  with 
Benedict’s  and  Fehling's  solutions  and  also  with  Clinitesi* 
tablets  but  not  with  Tes-Tape'  (Glucose  Enzymatic  Test  Strip. 
USP,  Lilly). 

Broad-spectrum  antibiotics  should  be  prescribed  with  caution  in 
individuals  with  a history  of  gastrointestinal  disease,  particularly 
colitis. 

Usage  in  Pregnancy  - Pregnancy  Category  B - Reproduction 
studies  have  been  performed  in  mice  and  rats  at  doses  up  to  12 
times  the  human  dose  and  in  ferrets  given  three  times  the  maiimum 


human  dose  and  have  revealed  no  evidence  of  impaired  fertility 
or  harm  to  the  fetus  due  to  Ceclor*  (cefaclor.  Lilly)  There  are. 
however,  no  adequate  and  well-controlled  studies  in  pregnant 
women  Because  animal  reproduction  studies  are  not  always 
predictive  of  human  response,  this  drug  should  be  used  during 
pregnancy  only  if  clearly  needed 
Nursing  Mothers  ~ Small  amounts  of  Ceclor  have  been  detected 
in  mother  s milk  following  administration  of  single  500-mg  doses 
Average  levels  were  0.18. 0.20. 0 21.  and  0 16  mcg/ml  at  two. 
three,  tour,  and  live  hours  respectively  Trace  amounts  were 
detected  at  one  hour  The  effect  on  nursing  infants  is  not  known 
Caution  should  be  exercised  when  Ceclor  is* administered  to  a 
nursing  woman 

Usage  in  Children  - Safety  and  effectiveness  of  this  product  for 
use  in  infants  less  than  one  month  of  age  have  not  been  established 
Adverse  Reactions  Adverse  effects  considered  related  to  therapy 
with  Ceclor  are  uncommon  and  are  listed  below 
Gastrointestinal  symptoms  occur  in  about  2 5 percent  of 
patients  and  include  diarrhea  (1  In  70} 

Symptoms  of  pseudomembranous  colitis  may  appear  either 
during  or  alter  antibiotic  treatment  Nausea  and  vomiting  have 
been  reported  rarely 

Hypersensitivity  reactions  have  been  reported  m about  1 5 
percent  of  patients  and  include  morbiliform  eruptions  (1  in  100) 
Pruritus,  urticaria,  and  positive  Coombs'  tests  each  occur  in  less 
than  1 in  200  patients  Cases  of  serum-sickness-like  reactions 
(erythema  multiforme  or  the  above  skin  manifestations  accompanied 
by  arthritis/arthralgia  and,  frequently,  lever)  have  been  reported 
These  reactions  are  apparently  due  to  hypersensitivity  and  have 
usually  occurred  during  or  following  a second  course  of  therapy 
with  Ceclor.  Such  reactions  have  been  reported  more  frequently 
in  children  than  In  adults  Signs  and  symptoms  I'sually  occur  a few 
days  after  initiation  of  therapy  and  subside  within  a few  days 
after  cessation  of  therapy  No  serious  sequelae  have  been  reported 
Antihistamines  and  corticosteroids  appear  to  enhance  resolution 
of  the  syndrome 

Cases  of  anaphylaxis  have  been  reported,  hall  of  which  have 


occurred  in  patients  with  a history  of  penicillin  allergy 

Other  effects  considered  related  to  therapy  included 
eosinophilia  (1  in  50  patients)  and  genital  pruritus  or  vaginitis 
(less  than  1 in  I0(j  patients) 

Causal  Relationship  (//tcerram-  Transitory  abnormalities  in 
clinical  laboratory  test  results  have  been  reported  Although  they 
were  of  uncertain  etiology,  they  are  listed  below  to  serve  as 
alerting  information  (or  the  physician 

Hepatic  - Slight  elevations  in  SCOT.  SGPT.  or  alkaline 
phosphatase  valuesjl  in  40) 

Hematopoietic  - transient  fluctuations  in  leukocyte  count 
predominantly  lymphocytosis  occurring  in  infants  and  young 
children  (1  in  40) 

Rena/ - Slight  elevations  in  BUN  or  serum  creatinine  (less  than 
1 in  500)  or  abnormal  urinalysis  (less  than  1 in  200) 

I061782R) 


Note  Ceclor*  (cefaclor.  Lilly)  is  contraindicated  in  patients 
with  known  allergy  to  the  cephalosporins  and  should  be  given 
cautiously  to  penicillin-allergic  patients 
Penicillin  Is  the  usual  drug  of  choice  in  the  treatment  and 
prevention  of  streptococcal  infections,  including  the  prophylaxis 
of  rheumatic  lever  See  prescribing  information 
© 1984,  ELI  LILLY  AND  COMPANY 


Additional  intonnalion  available  to 
the  profession  on  reouest  from 
Ell  Lilly  and  Company 
Indianapolis  Indiana  46285 
Eli  Lilly  Industries.  Inc 
Carolina.  Puerto  Rico  00630 


Fast,  dependable,  confidential 
medical  records  transcription. 


Mid-South  Transcription  Center 

1.  Experienced,  skilled  transcriptionists: 
Each  has  extensive  experience  inter- 
preting and  typing  the  kinds  of  materials 
— often  highly-technical  materials  — 
which  are  so  crucial  to  your  work  every 
day. 

2.  Fast,  dependable  service:  For  clients 
within  10-20  miles  of  our  Jackson  office, 
we  will  personally  pick-up  your  material, 
then  hand-deliver  the  typed  project  back 
to  you  ($2.00  delivery  fee)  — usually 
within  twenty-four  hours. 

Seventy-two  hour  turnaround  time  is 
typical  for  projects  handled  by  mail. 

3.  Confidentiality:  All  employees  are  re- 
quired to  sign  a confidentiality  certifica- 
tion statement  before  we  hire  them.  Our 
keeping  all  work  totally  in-house  also 
helps  assure  confidentiality. 

4.  Top-quality  work...guaranteed:  All 
work  is  handled  totally  in-house  for 
maximum  quality  control.  If  we  make  a 
mistake,  we’ll  correct  our  error  at  no 
charge,  of  course. 

Call  Tom  Griffin  at  (601)  373-0526 


MTC 

Mid-South  Transcription  Center 

1815  Hospital  Drive/Hinds  Professional  Bldg./Suite  422 
Jackson,  Mississippi  39204 


Medical  Center  Announces 
Faculty  Appointments 

Three  have  been  named  to  the  School  of  Medicine 
faculty  at  the  University  of  Mississippi  Medical 
Center. 

The  appointments  were  announced  by  Dr.  Nor- 
man C.  Nelson,  vice  chancellor  for  health  affairs  and 
medical  school  dean,  following  approval  of  the 
Board  of  Trustees  of  Institutions  of  Higher  Learn- 
ing. 

Appointed  are  Dr.  Thomas  L.  Bennett,  assistant 
professor  of  pathology;  Dr.  M.  Victoria  Gerken, 
assistant  professor  of  surgery;  and  Dr.  Robert  S. 
Tarver,  instructor  in  surgery. 

Dr.  Bennett  received  the  B.A.  from  Drake  Uni- 
versity in  Des  Moines,  Iowa,  in  1974  and  earned  the 
M.D.  at  the  University  of  Iowa  College  of  Medicine 
in  1978.  He  completed  residencies  at  the  University 
Hospital  in  Cleveland  and  at  the  University  of  South 
Dakota  and  Veterans  Administration  Medical  Center 
in  Vermillion,  South  Dakota.  He  took  further  fo- 
rensic training  at  the  office  of  the  Chief  Medical 
Examiner  of  North  Carolina  in  1982.  He  has  been  an 
instructor  at  the  University  of  Iowa  College  of  Medi- 
cine in  Iowa  City,  Cuyahoga  Community  College  in 
Cleveland,  and  Lakeland  Community  College  in 
Sheboygan,  Wisconsin.  He  was  director  of  labora- 
tory medicine  and  pathology  at  Charter  Community 
Hospital  in  Des  Moines,  and  Iowa  State  Medical 
Examiner  since  1983  prior  to  coming  to  the  Medical 
Center. 

Dr.  Gerken  earned  the  B.S.  in  1974  at  Creighton 
University  and  the  M.D.  in  1978  at  the  University’s 
School  of  Medicine.  She  did  her  residency  at  the 
University  of  Mississippi  Medical  Center  and  was  a 
fellow  in  surgery  at  the  Medical  Center  before  her 
faculty  appointment. 

Dr.  Tarver  received  the  B.S.  in  1973  from  the 
University  of  Tennessee,  and  did  postgraduate  study 
at  Memphis  State  University.  He  earned  the  M.D.  at 
the  University  of  Mississippi  Medical  Center  in 
1978,  and  completed  his  residency  at  the  Medical 
Center  in  1984. 


1 17th  Annual  Session 

May  15-19,  1985 
Biloxi,  Mississippi 

Mark  Your  Calendars  Now 
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Family  Practice  Update 
Program  Announced 

The  1985  Family  Practice  Update  will  be  pre- 
sented April  24-27  at  the  Sheraton  Regency  Conven- 
tion Center  in  Jackson. 

The  program  will  review  practice-oriented  topics 
for  the  primary  care  physician  with  a one-day  sig- 
moidoscopy workshop. 

Physicians  will  participate  in  an  extensive  lecture 
series,  followed  by  comprehensive  workshop  ses- 
sions, which  will  include  hearing  loss  evaluation  and 
aids,  hyperlipidemia,  fracture  management,  com- 
puter concepts,  imaging  techniques,  fetal  monitor- 
ing, pediatric  infections.  Type  II  diabetes,  aging, 
cryosurgery,  antibiotics  and  health  maintenance. 

The  program,  sponsored  by  the  University  of  Mis- 
sissippi Medical  Center,  meets  the  criteria  for  credit 
in  Category  I of  the  Physicians  Recognition  Award 
of  the  American  Medical  Association  as  follows: 
Wednesday  only,  6.89  hours;  Wednesday  through 


Friday,  22.3  hours;  Wednesday  through  Saturday, 
28.4  hours,  and  Saturday  only,  six  hours.  The  Sig- 
moidoscopy Day  on  Saturday  is  cosponsored  by  the 
Mississippi  Division  of  the  American  Cancer  Society. 

ty- 

The  course  director  is  Dr.  Richard  H.  Streiffer, 
assistant  professor  of  family  medicine  at  the  Uni- 
versity of  Mississippi  Medical  Center.  Coordinators 
for  the  program  are  Dr.  Michael  R.  Foose,  assistant 
professor  of  family  medicine.  Dr.  Robert  C.  Forbes, 
assistant  professor  of  family  medicine  and  Dr.  J. 
Philip  Foster,  assistant  professor  of  family  medi- 
cine, all  of  the  Medical  Center  faculty. 

The  registration  fees  are  $150  for  April  24-26,  and 
$40  for  April  27,  Sigmoidoscopy  Day. 

For  more  information  or  a brochure,  contact  the 
University  of  Mississippi  Medical  Center,  Con- 
tinuing Health  Professional  Education,  2500  North 
State  Street,  Jackson,  Mississippi  39216-4505,  or 
call  (601)  987-4914. 


Cost  and  Convenience 


Two  good  reasons  more  and  more 
physicians  are  scheduling  elective 
surgery  for  their  patients  at  Surgicare 
of  Jackson  (formerly  Outpatient  Surgical 
Center). 


• More  efficient  utilization 
of  the  surgeon’s  time. 


Up  to  50  percent  savings 
in  cost  for  patients. 


We  are  an  open  staff  facility 
available  to  everyone. 


Surgicare 
of  Jackson 

An  Affiliate  of  Medical  Care  International.  Inc 


766  Lakeland  Drive 
Jackson,  Mississippi  39216 


(601)362-8700 
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PERSONALS 


William  E.  Anderson,  III  of  Greenwood  was  in- 
ducted as  a fellow  of  the  American  Academy  of 
Orthopaedic  Surgeons. 

Blair  E.  Batson  of  UMC  chaired  the  Government 
Affairs  Committee  at  the  American  Academy  of 
Pediatrics  meeting  in  Washington,  DC,  in  February. 

Emanuel  G.  Deeraites,  Jr.,  announces  the  open- 
ing of  his  office  for  the  practice  of  general  psychiatry 
at  1121  Vancleave  Road  in  Ocean  Springs. 

Glen  Graves  of  UMC  presented  an  abstract  at  a 
meeting  in  New  Orleans  of  the  Southern  Society  for 
Pediatric  Research. 

Walter  Jones  of  Jackson  spoke  on  “The  Continent 
Urostomy”  at  a meeting  of  the  Ostomy  Association. 

Gerald  H.  Harper  of  Laurel  announces  the  open- 
ing of  his  office  for  the  general  practice  of  medicine 
at  216  South  12th  Avenue. 


REVOLUTIONARY  NEW  CAR. 
REVOLUTIONARY  GREAT  PRICE. 

Now  for  Sale 
or 


1985  CALAIS  FROM  OLDSMOBILE 


GM  QUALITY 
SERVICE  PARTS 


GM 


OENERAl.  MOTORS  HLRTS  DIVISION 


gr9ot  GM  wifh  gtnuin*  GM  porfi 


Harreld 

Chevrolet-Oldsmobile 


Highway  51 , Canton  354-2233 


Richard  G.  Hendrick  announces  the  opening  of  his 
office  for  the  practice  of  internal  medicine  at  107 
Magnolia  Doctors  Plaza  in  Corinth. 

P.  F.  Hooper  has  associated  with  the  Durfey  Clinic 
in  Canton  for  the  practice  of  general  medicine  and 
surgery. 

Francis  Morrison  of  UMC  participated  in  a 
National  Cancer  Institute  site  visit  at  Indiana  Uni- 
versity in  Indianapolis  and  also  attended  a seminar  in 
Atlanta  on  proposed  testing  for  HTLV-III  anti- 
bodies. 

Champa  Nagappa  of  West  Point  spoke  on  the  sub- 
ject of  child  abuse  at  a meeting  of  the  West  Point 
Rotary  Club. 

J.  Elmer  Nix  of  Jackson  has  been  elected  first  vice 
president  and  president-elect  of  the  American  Col- 
lege of  Spinal  Surgeons. 

Judith  Parker  of  Brandon  is  chief  of  staff  at  Rank- 
in General  Hospital.  Other  officers  are  Curtis 
Roberts,  secretary/treasurer  and  Mark  Brooks, 
vice-chief. 

Owen  Phillips  of  Pascagoula  was  guest  lecturer  at  a 
class  for  expectant  parents  at  Singing  River  Hospi- 
tal. 

Joe  Ross  of  Vicksburg  was  chairman  of  the  city’s 
first  Heart  Forum  in  February.  Speakers  were  John 
Evans,  Michael  Davis,  and  Barry  Holcomb. 

Jessie  Roma  Taylor  of  Shannon  has  been  recerti- 
fied by  the  American  Board  of  Family  Practice. 

David  Thomas  of  Jackson  presented  a paper  at  a 
meeting  in  New  Orleans  of  the  Society  for  Research 
and  Education  in  Primary  Care  Internal  Medicine. 

Harry  L.  Turner  of  Waynesboro  spoke  at  a recent 
meeting  of  that  community’s  Fortnightly  Club. 

Lamar  Weems  of  UMC  was  visiting  professor  at 
Medical  College  of  Georgia  in  Augusta  and  was 
lecturer  at  the  annual  meeting  of  the  J.  Robert  Rinker 
Society.  He  also  attended  a meeting  in  Gainesville  of 
a committee  to  develop  guidelines  for  lithotripter, 
and  was  in  Denver  in  March  to  attend  an  executive 
committee  meeting  of  the  National  Kidney  Founda- 
tion as  chairman  of  the  Council  on  Urology. 

James  P.  Wood  of  Waynesboro  has  been  recertified 
by  the  American  Academy  of  Family  Physicians. 


118 


JOURNAL  MSMA 


m A Great  Hotel. 
The  Royal.” 


It’s  a great  hotel  because  the  Royal  is 
serious  about  great  vacations.  And  great 
meetings. 

There’s  a staff  of  180  smiling,  friendly  peo- 
ple and  every  facility  and  activity  you  could 
wish  for. 

That  includes  two  huge  pools,  with  lots  of 
sunning  space,  tennis,  golf  nearby,  and  the  Gulf 
of  Mexico’s  wide  beaches. 

That  includes  roomy  guest  rooms, 
comfortable  meeting  rooms,  sumptuous  food, 
and  entertainment  in  the  lounge. 

And  all  for  a lot  less  than  you’d  expect. 
That’s  why  it’s  a great  hotel. 

Call  toll-free  for  reservations  or  meeting 
information.  In  Mississippi,  1-800-222-390^ 
(From  outside  the  state,  1-800-647 -3955 ) 

The  Reasonably  Priced  Resort  & Meeting  Place  in  Biloxi. 


3420  West  Beach  Blvd.  ’U-S.  Highway  90 'Biloxi,  Mississippi  39331 


Bradford,  William  W.,  Bay  St.  Louis.  Bom  New 
Orleans,  Sept.  19,  1945;  M.D.,  University  of  Mis- 
sissippi School  of  Medicine,  Jackson,  1971;  in- 
terned Mobile  General  Hospital,  Mobile,  AL,  one 
year;  emergency  medicine  residency,  Louisville 
General  Hospital,  Louisville,  KY,  1974-76;  elected 
by  Coast  Counties  Medical  Society. 

Burkhalter,  James  Lampton,  Jackson.  Born  Ber- 
lin, Germany,  Feb.  3,  1954;  M.D.,  University  of 
Mississippi  School  of  Medicine,  Jackson,  1979;  in- 
terned and  radiology  residency,  University  Medical 
Center,  Jackson,  MS,  1979-83;  elected  by  Central 
Medical  Society. 

Dailey,  Frank  Harrison,  Columbus.  Bom  Indi- 
anapolis, IN,  July  12,  1931;  M.D.,  Indiana  Uni- 
versity School  of  Medicine,  Indianapolis,  1956;  in- 
terned Seaside  Memorial  Hospital,  Long  Beach, 
CA,  one  year;  medicine  residency,  Indiana  Uni- 
versity School  of  Medicine,  Indianapolis,  1959-62; 
elected  by  Prairie  Medical  Society. 

Gray,  Ronald  Edwin,  Jackson.  Bom  Meridian, 
MS,  Sept.  4,  1954;  M.D.,  University  of  Mississippi 
School  of  Medicine,  Jackson,  1979;  interned  and 
diagnostic  radiology  residency.  University  Medical 
Center,  Jackson,  MS,  1979-83;  elected  by  Central 
Medical  Society. 


Next  Month  in  JOURNAL  MSMA 

Malpractice  Litigation  — A Personal 
Viewpoint 

Screening  Colorectal  Cancer  — Invasive 
Measures 

Obstetrics  and  Gynecology  Grand  Rounds 
Clinical  Case  Management  VllI; 

Evaluation  of  the  Infertile  Couple 


Harkness,  Michael  Joseph,  Columbia.  Bom  Up- 
per Darby,  PA,  May  27,  1955;  M.D.,  University  of 
Pittsburgh  School  of  Medicine,  Pittsburgh,  PA, 
1981;  interned  and  pediatric  residency  University  of 
Alabama  School  of  Medicine,  Birmingham,  1981- 
84;  elected  by  South  Mississippi  Medical  Society. 

Hull,  Joseph  Daniel,  D.O.,  Long  Beach.  Bom 
Springfield,  MO,  June  29,  1948;  D.O.,  Kansas  Col- 
lege of  Osteopathic  Medicine,  Kansas  City,  MO, 
1977;  interned  Green  Cross  General  Hospital, 
Cayahoga  Falls,  OH,  one  year;  elected  by  Coast 
Counties  Medical  Society. 

Meeks,  Edwin  Dilworth,  II,  Columbus.  Bom 
Aberdeen,  MS,  Oct.  26,  1949;  M.D.,  University  of 
Mississippi  School  of  Medicine,  Jackson,  1975;  in- 
terned Baptist  Memorial  Hospital,  Memphis,  TN, 
one  year;  otolaryngology  residency.  Eastern  Vir- 
ginia Graduate  School  of  Medicine,  Norfolk,  VA, 
1979-83;  elected  by  Prairie  Medical  Society. 

Nance,  Randall  L.,  D.O.,  Carthage.  Bom  Phil- 
adelphia, MS,  Feb.  26,  1950;  D.O.,  University  of 
Health  Sciences,  College  of  Osteopathic  Medicine, 
Kansas  City,  MO,  1983;  interned  Phelps  County 
Regional  Medical  Center,  Rolla,  MO,  one  year; 
elected  by  Central  Medical  Society. 

Powers,  Cynthia  L,  Jackson.  Bom  Jackson,  MS, 
July  18,  1954;  M.D.,  University  of  Mississippi 
School  of  Medicine,  Jackson,  1980;  diagnostic 
radiology  residency.  University  Medical  Center, 
Jackson,  MS,  1980-84;  elected  by  Central  Medical 
Society. 

Ward,  Emily  Wofford,  Jackson.  Bom  Memphis, 
TN,  June  12,  1956;  M.D.,  Jefferson  Medical  Col- 
lege, Philadelphia,  PA,  1981;  interned  Thomas  Jef- 
ferson University  Hospital,  Philadelphia,  PA,  one 
year;  pathology  residency.  University  Medical  Cen- 
ter, Jackson,  MS,  1982-84;  elected  by  Central 
Medical  Society. 


DEATHS 


Catchings,  Charles  E.,  Jr.,  Woodville.  Bom 
Woodville,  MS,  Oct.  23,  1898;  M.D.,  Tulane  Uni- 
versity School  of  Medicine,  New  Orleans,  1923; 
interned  Touro  Infirmary,  New  Orleans,  one  year; 
postgraduate  training,  Tulane,  New  Orleans;  died 
Jan.  10,  1985;  age  86. 
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Medico-Legal  Brief 

Licensure  Commission  Did  Not 
Violate  Physician's  Rights 

Disciplining  a physician  who  allegedly  en- 
dangered the  lives  of  two  patients  he  was  treating  for 
obesity  did  not  violate  his  constitutional  rights,  a 
federal  trial  court  in  Alabama  ruled. 

In  1981,  a county  medical  society  informed  the 
state  Board  of  Medical  Examiners  that  the  physician 
was  improperly  and  dangerously  prescribing  certain 
drugs  in  treating  the  patients.  The  Board  investi- 
gated his  prescribing  practices  and,  afterwards,  filed 
a formal  complaint.  The  Medical  Licensure  Com- 
mission conducted  a hearing  on  the  charged  viola- 
tions and  found  that  he  had  violated  a statute  pro- 
hibiting practicing  medicine  in  such  a manner  as  to 
endanger  the  health  of  patients. 

Instead  of  imposing  penalties,  the  Commission 


required  him  to  maintain  accurate  records  of  drug 
dispensing;  use  thyroid  medication  only  if  indicated 
by  clinical  testing;  complete  30  hours  of  continuing 
medical  education  related  to  obesity;  submit  records 
of  patients  treated  to  a physician  approved  by  the 
Commission  for  review  and  report;  and  provide  his 
patients  with  a written  statement  of  the  side  effects  of 
the  medication. 

The  physician  then  filed  suit  against  the  members 
of  the  Commission,  Board,  county  society,  and  two 
private  physicians  for  violation  of  his  constitutional 
rights.  The  trial  court  said  that  the  statute  under 
which  the  physician  was  charged  was  neither  uncon- 
stitutionally vague  nor  overboard.  The  Commis- 
sion’s decision  was  supported  by  the  evidence  and 
was  reasonable.  The  physician  received  fair  notice 
of  the  charges  against  him,  the  court  said. 

The  court  granted  summary  judgment  against  the 
physician.  — Rathle  v.  Grote,  584  F.Supp.  1128 
(D.C.,  Ala.,  April  5,  1984) 


HEALTH  CARE  AT  ITS  BEST:  AIR  FORCE  MEDICINE 


AIR  FORCE  MEDICINE  IS  ONE  OF  OUR  BEST  BENEFITS,  AND  WITH  YOUR  HELP, 
WE’LL  KEEP  IT  THAT  WAY.  THE  AIR  FORCE  NEEDS  PHYSICIANS  SUCH  AS  YOU  TO 
BECOME  MEMBERS  OF  OUR  HEALTH  CARE  TEAM. 


MOST  ADMINISTRATIVE  RESPONSIBILITIES  ARE  IN  THE  HANDS  OF  OTHERS,  GIVING 
OUR  PHYSICIANS  THE  TIME  TO  GIVE  THEIR  FULL  ATTENTION  TO  THE  PATIENTS’ 
NEEDS.  OUR  HOSPITALS  ARE  STAFFED  WITH  DEDICATED,  COMPETENT  PROFES- 
SIONALS. 


YOU’LL  FIND  YOU  WILL  HAVE  TIME  FOR  YOUR  FAMILY,  AND  TO  KEEP  ABREAST  OF 
THE  LATEST  METHODS  AND  TECHNOLOGIES  THAT  YOU  DON’T  HAVE  TIME  FOR 
NOW.  WE  ALSO  OFFER  UNLIMITED  PROFESSIONAL  DEVELOPMENT  AND  FINANCIAL 
SECURITY. 


IF  YOU’RE  CONSIDERING  A CHANGE,  CONSIDER  AIR  FORCE  MEDICINE.  TO  FIND 
OUT  MORE  ABOUT  AIR  FORCE  MEDICINE,  CONTACT:  TSgt.  Royce  E.  Davis 

(601)  960-4107 


bblilA 

A great  way  of  life. 
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Disability 
Income  Protection 

$30,000* 

Tax  Free  Each  Year  When  You  Are  Disabled 


• Broad  Disability  Definitions. 

• Residual  Disability  Benefits  paid  when  you  continue  to 
suffer  income  loss  upon  return  to  work. 

• Inflation  Protection  Rider  helps  replace  buying  power  of 
your  benefit  lost  to  inflation. 

• Choice  of  Benefit  Period. 

• Choice  of  Waiting  Period. 

• Underwritten  by  INI\ 

. . . Founded  in  1792,  Insurance  Company  of  North  America  is 
one  of  the  oldest  and  strongest  insurance  companies  in  the 
United  States. 

* Based  on  $2,500  Monthly  Benefits 

Insurance  With  Innovation 

For  Complete  Information  Contact: 

Thomas  Yates  & Co. 


GROUP  INSURANCE  ADMINISTRATORS 

P.O.  Box  5048  • Suite  365  Woodland  Hills  Building  • 3000  Old  Canton  Road  • Jackson,  MS  39216 

(601)366-2406 


600 mg  Tablets 


Upjohn 


■>.^1984  ihe  Upjohn  Company  The  Upjohn  Company  • Kalamazoo,  Michigan  49001  USA  j-4044  January  1984 


“When  it  comes  to  cardiovascular 
medicine,  I like  to  know  exactly 
what  my  patients  are  swallowing.” 

There  are  doctors  who  say  that  generic  drugs  have  a place  in  their 
practice— but  not  necessarily  in  the  treatment  of  serious  or  potentially 
life-threatening  disease.  And  when  they  consider  that  the  average 
patient  pays  only  about  45<f  a day  for  INDERAL  (propranolol  HCl) 
Tablets,  there’s  not  much  left  to  discuss. 

When  it’s  INDERAL  Tablets  you  want  for  the  treatment  of  hyperten- 
sion, angina,  arrhythmias,  or  post-MI  patients,  make  sure  you  specify 
“Dispense  As  Written”  (D^W),  “Do  Not  Substitute,”  or  whatever  is 
required  in  your  State.  That  way,  you’ll  know  exactly  what  your 
patients  will  get. 

Please  see  next  page  for  brief  summary  of  prescribing  information. 


“When  it  comes  to  cardiovascular 
medicine,  I like  to  know  exactly 
what  my  patients  are  swallowing.” 

INDERAL— 

BRAND  OF  PROPRANOLOL  HCI 

10 mg  20 mg  40 mg  60 mg  80 mg  90 mg* 


BRIEF  SUMMARY  (FOR  FULL  PRESCRIBING  INFORMATION.  SEE  PACKAGE  CIRCULAR  ) 
INDERAL'  (propranolol  hydrochloride)  Tablets 

CONTRAINDICATIONS 

INDERAL  IS  coniraindicaled  in  1)  cardiogenic  shock,  2)  sinus  bradycardia  and  greater  than 
first  degree  block,  3)  bronchial  asthma,  4)  congestive  heart  failure  (see  WARNINGS)  unless 
the  failure  is  secondary  to  a tachyarrhythmia  treatable  with  INDERAL 

WARNINGS 

CARDIAC  FAILURE  Sympathetic  stimulation  may  be  a vital  component  supporting  circula- 
tory function  in  patients  with  congestive  heart  failure,  and  ifs  inhibition  by  beta  blockade  may 
precipitate  more  severe  failure  Although  beta  blockers  should  be  avoided  in  overt  conges- 
tive heart  failure,  if  necessary  fhey  can  be  used  wifh  close  follow-up  in  patients  with  a history 
of  failure  who  are  well  compensated  and  are  receiving  digitalis  and  diuretics  Beta- 
adrenergic  blocking  agents  do  not  abolish  the  inotropic  action  of  digitalis  on  hear!  muscle 
IN  PATIENTS  WITHOUT  A HISTORY  OF  HEART  FAILURE,  continued  use  ol  beta  blockers 
can.  in  some  cases,  lead  to  cardiac  failure  Therefore,  at  the  first  sign  or  symptom  of  heart 
failure.  Ihe  palient  should  be  digifalized  and/or  Irealed  wifh  diuretics,  and  the  response 
observed  closely,  or  INDERAL  should  be  discontinued  (gradually  if  possible), 

IN  PATIENTS  WITH  ANGINA  PECTORIS.  Ihere  have  been  reports  of  exacerbation  of 
angina  and.  in  some  cases,  myocardial  infarction,  following  abrupl  discontinuance  of 
INDERAL  therapy.  Therefore,  when  discontinuance  of  INDERAL  is  planned  fhe  dosage 
should  be  gradually  reduced  over  at  least  a few  weeks  and  the  patient  should  be  cau- 
tioned against  interruption  or  cessation  of  therapy  without  the  physician's  advice  If 
INDERAL  therapy  is  interrupted  and  exacerbation  of  angina  occurs,  if  usually  is  advis- 
able to  reinstitute  INDERAL  therapy  and  take  other  measures  appropriate  for  the  man- 
agement of  unstable  angina  pectoris  Since  coronary  artery  disease  may  be 
unrecognized,  it  may  be  prudent  to  follow  the  above  advice  in  patients  considered  at  risk 
of  having  occulf  atherosclerofic  heart  disease  who  are  given  propranolol  for  other 
indications 

Nonallerglc  Bronchospasm  (e.g.,  chronic  bronchitis,  emphysema)  -PATIENTS  WITH 
BRONCHOSPASTIC  DISEASES  SHOULD  IN  GENERAL  NOT  RECEIVE  BETA  BLOCKERS 
INDERAL  should  be  administered  with  caution  since  it  may  block  bronchodilation  produced 
by  endogenous  and  exogenous  catecholamine  stimulalion  of  beta  receptors 
MAJOR  SURGERY  The  necessity  or  desirability  ol  withdrawal  of  beta-blocking  therapy 
prior  to  major  surgery  is  controversial  It  should  be  noled.  however,  that  the  impaired  ability  of 
Ihe  heart  to  respond  to  reflex  adrenergic  stimuli  may  augment  the  risks  of  general  anesihesia 
and  surgical  procedures 

INDERAL  like  other  beta  blockers,  is  a compelitive  inhibitor  of  beta-receptor  agonists  and 
Its  effects  can  be  reversed  by  administration  ol  such  agents,  e g . dobutamme  or  isopro- 
terenol However,  such  patients  may  be  subject  to  protracted  severe  hypotension  Difficulty  m 
starting  and  maintaining  the  heartbeat  has  also  been  reported  with  beta  blockers 
DIABETES  AND  HYPOGLYCEMIA  Beta-adrenergic  blockade  may  prevent  the  appear- 
ance of  certain  premonitory  signs  and  symptoms  (pulse  rate  and  pressure  changes)  of  acute 
hypoglycemia  in  labile  insulin-dependent  diabetes  In  these  patients,  it  may  be  more  difficult 
to  adjust  the  dosage  ol  insulin 

THYROTOXICOSIS  Beta  blockade  may  mask  certain  clinical  signs  ol  hyperthyroidism 
Therefore  abrupl  withdrawal  of  propranolol  may  be  followed  by  an  exacerbation  of  symp- 
toms of  hyperthyroidism,  including  thyroid  storm  Propranolol  does  not  dislort  thyroid  function 
tests 

IN  PATIENTS  WITH  WOLFF-PARKINSON-WHITE  SYNDROME,  several  cases  have  been 
reported  in  which,  alter  propranolol,  the  tachycardia  was  replaced  by  a severe  bradycardia 
requiring  a demand  pacemaker  In  one  case  Ihis  resulted  after  an  initial  dose  of  5 mg 
propranofol 

PRECAUTIONS 

General:  Propranolol  should  be  used  wifh  caulion  m patients  with  impaired  hepatic  or  renal 
function  INDERAL  is  not  indicated  for  the  treatment  of  hypertensive  emergencies 


Beta-adrenoreceptor  blockade  can  cause  reduction  of  intraocular  pressure  Patients 
should  be  told  that  INDERAL  (propranolol  hydrochloride)  may  interfere  with  the  glaucoma 
screening  test  Withdrawal  may  lead  to  a return  of  increased  intraocular  pressure 
Clinical  Laboratory  Tests  Elevated  blood  urea  levels  in  patients  with  severe  heart  disease 
elevated  serum  transaminase,  alkaline  phosphatase,  lactate  dehydrogenase 
DRUG  INTERACTIONS  Patients  receiving  catecholamine-depleting  drugs  such  as  reser- 
pine  should  be  closely  observed  if  INDERAL  is  administered  The  added  catecholamine- 
blocking  action  may  produce  an  excessive  reduction  of  resting  sympathetic  nervous  activity 
which  may  result  in  hypotension,  marked  bradycardia  vertigo,  syncopal  attacks,  or  ortho- 
static hypotension 

Carcinogenesis.  Mutagenesis.  Impairment  of  Fertility  Long-term  studies  in  animals  have 
been  conducted  to  evaluate  toxic  effects  and  carcinogenic  potential  In  18-month  studies  in 
both  rats  and  mice,  employing  doses  up  to  150  mg/kg/day.  there  was  no  evidence  of  signifi- 
cant drug-induced  toxicity.  There  were  no  drug-related  tumorigenic  effects  at  any  of  the  dos- 
age levels  Reproductive  studies  in  animals  did  not  show  any  impairment  of  fertility  that  was 
attributable  to  the  drug 

Pregnancy  Pregnancy  Category  C INDERAL  has  been  shown  to  be  embryotoxic  in  animal 
studies  at  doses  about  10  times  greater  than  (he  maximum  recommended  human  dose 
There  are  no  adequafe  and  well-controlled  studies  in  pregnant  women  INDERAL  should 
be  used  during  pregnancy  only  if  the  potential  benefit  justifies  the  potential  risk  to  the  fetus 
Nursing  Mothers  INDERAL  is  excreted  in  human  milk.  Caution  should  be  exercised  when 
INDERAL  is  administered  to  a nursing  woman. 

Pediatric  Use  Safety  and  effectiveness  in  children  have  not  been  established 
ADVERSE  REACTIONS 

Most  adverse  effects  have  been  mild  and  transient  and  have  rarely  required  the  withdrawal  of 
(herapy 

Cardiovascular  bradycardia,  congeslive  heart  failure,  intensification  of  AV  block,  hypoten- 
sion, paresthesia  of  hands,  (hrombocytopenic  purpura,  arterial  insufficiency  usually  of  Ihe 
Raynaud  type 

Central  Nervous  System  Lightheadedness:  mental  depression  manifested  by  insomnia 
lassitude,  weakness  fatigue:  reversible  mental  depression  progressing  to  catatonia,  visual 
disturbances,  hallucinations:  an  acute  reversible  syndrome  characterized  by  disorientation 
for  lime  and  place,  short-term  memory  loss,  emotional  lability,  slightly  clouded  sensorium. 
and  decreased  performance  on  neuropsychometrics 
Gasiroinleslinal  nausea,  vomiting  epigastric  distress,  abdominal  cramping,  diarrhea 
constipation,  mesenteric  arterial  thrombosis,  ischemic  colitis 
Allergic  pharyngitis  and  agranulocytosis,  erythematous  rash,  fever  combined  wifh  aching 
and  sore  throat,  laryngospasm  and  respiratory  distress 
Respiratory  bronchospasm. 

Ftematotogic  agranulocytosis,  nonthrombocytopenic  purpura,  thrombocytopenic 
purpura 

Auto-Immune  In  exlremely  rare  instances,  systemic  lupus  erythematosus  has  been 
reported 

Miscellaneous  alopecia,  LE-like  reactions,  psoriasiform  rashes,  dry  eyes,  male  impo- 
lence.  and  Peyronie  s disease  have  been  reported  rarely  Oculomucocutaneous  reactions 
involving  the  skin,  serous  membranes  and  conjunclivae  reported  for  a befa  blocker  (praclo- 
lol)  have  not  been  associated  with  propranolol. 

•The  appearance  of  INDERAL  tablels  is  a regisfered  trademark  of  Ayerst  Laborafories 
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PLACEMENT  SERVICE 


Needed  Immediately.  Board  certified  Ob-Gyn. 
For  further  details,  contact  Executive  Director,  Gre- 
nada County  Hospital  960  A vent  Drive,  Grenada, 
MS  38901;  (601)  226-8111. 


Physicians  Wanted 

Consulting  Physicians.  Board  eligible  orthopedic 
and  psychiatric  consultants  needed  25-30  hours  per 
week  for  evaluation  of  Social  Security  disability 
claims.  Positions  available  immediately.  For  addi- 
tional information,  please  call  Deborah  Warriner, 
Medical  Staff  Coordinator,  Disability  Determina- 
tion Services,  (601)  923-2153. 

Psychiatrist  — Gulfport.  New  60-bed  private 
adolescent  psychiatric  and  substance  abuse  hospital 
seeking  psychiatrist  to  establish  practice  in  Gulf 
Coast  community  with  population  area  over 
100,000.  Excellent  practice  and  recreational  oppor- 
tunities. SendC.V.  to  Chuck  LeCluyse,  Administra- 
tor, CPC  Sand  Hill  Hospital,  12222  Highway  49  N. , 
Gulfport,  MS  39503. 


Central  Louisiana.  Opportunity  to  associate  with 
established  private  psychiatric  practice.  Free- 
standing 46  bed,  private  psychiatric  hospital  under 
construction.  Need  for  psychiatrists  acute,  at  this 
time.  Further  information  available  by  sending  Vitae 
and  letter  of  interest  to:  Psychiatry,  P.O.  Box  12492, 
Alexandria,  LA  71315-2492. 


Urologist,  OB-GYN,  Ophthalmologist, 
Orthopedic  surgery  (board  eligible/certified).  Ex- 
cellent opportunities  exist  in  a growing  northeast 
Miss,  community  with  a draw  population  of 
42,000 -h  . Modem,  125-bed  hospital  currently  ex- 
panding to  157  beds.  Excellent  schools,  churches, 
recreational/outdoor  areas.  Contact  Administrator, 
UCGH,  Highway  30  West,  New  Albany,  MS 
38652;  (601)  534-7631. 
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MISSISSIPPI  — Immediate  opening  for  board  certi- 
fied/prepared Director  of  ED  with  18,000  visits  and 
heavy  trauma.  This  250-bed  community  hospital  has 
a brand  new  11,000  foot  E.  D.  Minimum  hourly, 
approximately  $47.00  with  anticipated  increase  with 
new  department.  Fee-for-service,  directors  stipend, 
CME,  malpractice,  and  individualized  scheduling. 
Contact  Niki  Balginy,  the  Fischer  Mangold  Group, 
P.O.  Box  788,  Pleasanton,  CA  800-227-2092. 

Mississippi  and  Louisiana  — Emergency  Medi- 
cine. Full  and  part  time  positions  available  in 
emergency  departments  and  clinics  for  qualified 
physicians  seeking  lucrative  employment  opportuni- 
ties. Outstanding  remuneration  and  comprehensive 
malpractice  insurance  provided.  For  further  in- 
formation contact  Maura  Hughes,  Staffing  Special- 
ist (1-800-645-4848)  or  send  CV  to  National 
Emergency  Services,  Inc.,  One  Hollow  Lane,  Suite 
304,  Lake  Success,  NY  11042. 

Dallas/Fort  Worth  needs  physicians.  Full-time 
physician  positions  for  general  practice/internal 
medicine  clinics.  Partnership  available  in  one  year. 


FAMILY  PRACTITIONERS  & INTERNISTS 

needed  in  West  Central  Alabama.  OPPORTUNI- 
TIES FOR  PHYSICIANS  TO  RECEIVE  HELP 
WITH  ESTABLISHING  THEIR  PRACTICE 
AND  THEN  OWN  IT.  Some  practice  locations 
very  near  Birmingham.  Faculty  appointment 
with  Family  Practice  Center  at  University  of 
Alabama  in  Tuscaloosa  may  be  available  for 
those  qualified.  Options  available  of  joining 
established  practices  or  of  working  individually. 
Salary  $50,000  to  $65,000  guaranteed  until 
practice  is  self-sufficient.  Generous  fringe 
benefits  include  life,  disability,  health,  retire- 
ment and  malpractice  insurance;  two  weeks 
continuing  education;  and  three  weeks  annual 
leave.  All  equipment  including  X-Ray  and 
lab,  furniture,  and  supplies  provided.  ALL 
CLINIC  EXPENSES  COVERED.  Management 
services  including  personnel,  payroll,  tax 
reports,  and  billing  provided.  If  invited  to  visit, 
all  expenses  will  be  paid.  All  moving  expenses 
covered.  Please  send  C.V.  to  Frank  Cochran, 
Health  DevelopmentCorporation,  P.O.  Box  1486, 
Tuscaloosa,  Alabama  35403,  or  call  COLLECT 
(205)  758-7545  for  more  information. 


Excellent  opportunity.  Write  or  call  S.  K.  Keche- 
jian,  M.D.,  609  S.  Main  St.,  Duncanville,  TX 
75116;  (214)  780-0093. 

Mississippi,  Positions  Available.  Immediate/full- 
time positions  available  with  well-established, 
growing  emergency  medical  group  staffing  hospital 
emergency  departments  on  a 24  hour  basis  and  clin- 
ics providing  continual  medical  care  in  Central  and 
South  Mississippi.  Prefer  residency-trained  or  ex- 
perienced physicians  with  specialties  in  any  of  the 
following  areas:  emergency,  family  practice,  inter- 
nal, and  industrial  or  occupational  medicine  in- 
terested in  a career  commitment.  Attractive  salary 
and  benefit  package.  Career  advancement.  ME  A, 
P.A.  is  a physician  owned  and  managed  medical 
group  committed  to  the  financial  security  and  per- 
sonal development  of  each  physician  member.  For 
information  contact;  James  L.  Heflin,  Ph.D.,  1755 
Lelia  Drive,  Suite  100,  Jackson,  MS.  39216-4883  or 
call  (601)  366-6503. 

Offering  early  partnership  to  board  certified  or 
board  eligible  anesthesiologist,  recently  trained,  at 
Meridian  Regional  Hospital,  to  work  with  anesthe- 
siologist presently  with  CRNAs.  No  OB  or  heart. 
Position  open  April  1st.  Contact  Dr.  John  Caron, 
Meridian  Regional  Hospital,  Highway  39  N.,  Meri- 
dian, MS  39303;  (601)  483-6211. 

Wanted:  Experienced  Emergency  Department 
physician.  BCLS/ACLS  certified,  prefer  ATLS  cer- 
tification. Largest  department  volume  in  largest  hos- 
pital in  state.  Fee  for  service.  Malpractice  paid.  Send 
resume  to:  Alan  P.  Brown,  M.D.,  FACEP,  Medical 
Director,  Emergency  Services  Department,  North 
Mississippi  Medical  Center,  830  South  Gloster, 
Tupelo,  MS  38801 . 

Established  Pediatric  Practice  for  sale.  Six  fig- 
ure gross  income;  community  in  Mississippi  Delta; 
25,000  population;  good  mixture  of  patients.  Reply 
to  Box  P,  c/o  Journal  MSMA,  P.O.  Box  5229, 
Jackson,  MS  39216. 

Physicians  Available 

Anesthesiologist.  B.C.  university-trained;  20 
years  experience;  proficient  in  all  types  of  anesthe- 
sia; excellent  credentials;  Reply  4110-A,  Chico 
Road,  Pascagoula,  MS  39567. 

Family  Practice.  1981  UMC  graduate,  residency 
trained,  board  certified;  interested  in  partnership  or 
group  experience,  primarily  in  Mississippi.  Reply 
to;  1822  Laurel  Street,  Jackson,  MS  39202  (601) 
352-6629. 
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PHYSICIANS  NEEDED 

Mississippi  Disability  Determination  Services 
has  need  of  physicians  to  serve  as  consultants  to 
medical  examiners.  This  is  a part-time  position.  The 
basic  requirements  are;  1)  an  unencumbered 
license  to  practice  medicine  in  Mississippi  and  2) 
facility  in  the  English  language.  Those  interested 
should  call  Deborah  Warriner,  Medical  Staff  Coor- 
dinator. WATS-1 -800-962-2230,  Extension  2153; 
Jackson,  922-6811,  Ext.  2153. 

Physicians  (especially  specialists  such  as 
ophthalmologists,  pediatricians,  orthopedists, 
neurologists,  etc.)  interested  in  performing  con- 
sultative evaluations  (according  to  Social  Security 
guidelines)  should  contact  one  of  the  following 
Medical  Relations  Officers:  Henry  Klar  (Ext.  2276) 
or  Martina  Mayfield  (Ext.  2227). 

The  DDS  now  has  a program  available  for  medi- 
cal society  meetings  and  hospital  staff  meetings. 
The  purpose  of  this  program  is  to  explain  how  the 
disability  determination  process  works,  its  histori- 
cal background,  its  basis  in  legality  and  its  docu- 
mentation requirements.  Any  group  interested  in 
this  presentation  should  contact  John  S.  Barr,  M.D., 
Ext.  2277. 


CLASSIFIED 


1985  CME  Cruise/conferences  on  selected  medi- 
cal topics  — Caribbean,  Mexican,  Hawaiian,  Alas- 
kan, Mediterranean.  7-14  days  year-round. 
Approved  for  20-24  CME  Cat.  1 credits  (AM A/ 
PR  A)  & A AFP  prescribed  credit.  Distinguished  pro- 
fessors. Fly  roundtrip  free  on  Caribbean,  Mexican, 
& Alaskan  cruises.  Excellent  group  fares  on  finest 
ships.  Registration  limited.  Pre-scheduled  in  com- 
pliance with  present  IRS  requirements.  Information: 
International  Conferences,  189  Lodge  Ave.,  Hunt- 
ington Station,  NY  11746.  (516)  549-0869. 

Computer  with  working  software  package;  3 ter- 
minals, expandable  to  several  more;  suitable  for 
medium  to  large  practice.  Package  generates  insur- 
ance claims,  trial  balance,  statements,  CPT  code, 
etc.  $29,000.  For  details,  write  Box  C,  MSMA, 
P.O.  Box  5229,  Jackson,  MS  39216. 

For  sale.  Upright  Bovine  unit.  For  information 
contact,  Mrs.  James  Grant  Thompson,  4318  Council 
Circle,  Jackson,  MS  39206;  (601)  366-5434. 
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MEETINGS 


National  and  Regional 

American  Medical  Association,  Annual  Meeting,  June  16-20, 
1985,  Chicago.  James  H.  Sammons,  Executive  Vice  Presi- 
dent, 535  N.  Dearborn  St.,  Chicago,  IL  60610. 

State  and  Local 

Mississippi  State  Medical  Association,  117th  Annual  Session, 
May  15-19,  1985,  Biloxi.  Charles  L.  Mathews,  Executive 
Secy.,  735  Riverside  Drive,  P.O.  Box  5229,  Jackson  39216. 

Mississippi  Academy  of  Family  Physicians,  Annual  Meeting, 
June  26-29,  1985,  Biloxi.  Mrs.  Alyce  Palmore,  Executive 
Secy.,  P.O.  Box  12330,  Jackson  39211. 

Amite-Wilkinson  Counties  Medical  Society,  3rd  Monday, 
March,  June,  September,  December.  James  S.  Poole,  Secy., 
The  Gloster  Clinic,  Gloster  39638.  Counties:  Amite,  Wilkin- 
son. 

Central  Medical  Society,  1st  Tuesday,  February,  April,  Octo- 
ber, December,  6:30  p.m.,  Primos  Northgate  Restaurant, 
Jackson.  Patsy  Douglas,  Executive  Secy.,  B6  Medical  Arts 
Bldg.,  1151  N.  State  St.,  Jackson  39201.  Counties:  Hinds, 
Leake,  Madison,  Rankin,  Scott,  Simpson. 

Claiborne  County'  Medical  Society,  1st  Tuesday,  each  month, 
6:00  p.m.,  Claiborne  County  Hospital,  Port  Gibson.  D.  M. 
Segrest,  Secy.,  P.O.  Box  147,  Port  Gibson  39150.  County: 
Claiborne. 

Clarksdale  and  Six  Counties  Medical  Society,  3rd  Wednesday, 
April,  and  1st  Wednesday,  November,  2:00  p.m.,  Clarks- 
dale. Rodney  Baine,  Secy.,  110  Yazoo  Ave.,  Clarksdale 
38614.  Counties:  Coahoma,  Quitman,  Tallahatchie,  Tunica. 

Coast  Counties  Medical  Society , January,  May,  and  November. 
H . S . Barrett , Secy . , P . O . Box  1810,  Gulfport  39501.  Coun- 
ties: Hancock,  Harrison,  Stone. 

Delta  Medical  Society,  2nd  Wednesday,  April  and  October. 
Walter  H.  Rose,  Secy.,  122  E.  Baker  St.,  Indianola  38751. 
Counties:  Bolivar,  Humphreys,  Leflore,  Sunflower, 
Washington. 

DeSoto  County  Medical  Society,  3rd  Thursday,  February  and 
August,  1:00  p.m.,  Kenny’s  Restaurant,  Hernando.  Malcolm 
D.  Baxter,  Jr. , Secy. , Baxter  Clinic,  Hernando  38632.  Coun- 
ty: DeSoto. 

East  Mississippi  Medical  Society,  1 st  Tuesday,  February,  April, 
June,  October,  December.  Charles  L.  Wilkinson,  Secy., 
Mail:  Ms.  Jenkins,  P.O.  Box  4053,  Meridian  39305.  Coun- 
ties: Clarke,  Kemper,  Lauderdale,  Neshoba,  Newton,  Win- 
ston. 

Homochitto  Valley  Medical  Society,  Meetings  scheduled 
quarterly.  Fred  G.  Emrich,  Secy.,  P.O.  Box  1488,  Natchez 
39120.  Counties:  Adams,  Jefferson. 

North  Central  District  Medical  Society,  3rd  Wednesday, 
March,  June,  September,  January.  Charles  S.  Watras,  612 
Summit  St.,  Winona  38967.  Counties:  Attala,  Carroll,  Choc- 
taw, Grenada,  Holmes,  Montgomery,  Webster. 

Northeast  Mississippi  Medical  Society,  1st  Thursday,  March, 
June,  September,  December.  Roger  L.  Lowery,  Secy.,  618 
Pegram  Dr.,  Tupelo  38801.  Counties:  Alcorn,  Calhoun, 
Chickasaw,  Itawamba,  Lee,  Monroe,  Pontotoc,  Prentiss, 
Tishomingo,  Union. 

North  Mississippi  Medical  Society,  1st  Thursday,  April, 
September,  December.  Cherie  Friedman,  Secy.,  424  South 
5th,  Oxford  38655.  Counties:  Benton,  Lafayette,  Marshall, 
Panola,  Tate,  Tippah,  Yalobusha. 


Pearl  River  County  Medical  Society,  2nd  Monday,  March, 
June,  September,  December.  J.  C.  Griffmg,  Secy.,  Crosby 
Memorial  Hospital,  Picayune  39466.  County:  Pearl  River. 

Prairie  Medical  Society,  2nd  Tuesday,  March,  June,  Septem- 
ber, December.  Steve  Parvin,  Secy.,  106  Strange  Rd.,  Stark- 
ville  39759.  Counties:  Clay,  Oktibbeha,  Lowndes,  Noxubee. 

Singing  River  Medical  Society,  3rd  Monday,  January,  March, 
June,  September,  December.  S.  B.  Fineberg,  Secy.,  2204 
Old  Mobile  Hwy.,  Pascagoula  39567.  County:  Jackson. 

South  Central  Mississippi  Medical  Society,  2nd  Tuesday, 
March,  June,  September,  December.  Julian  T.  Janes,  Secy., 
304  Clark,  McComb  39648.  Counties:  Copiah,  Franklin, 
Lawrence,  Lincoln,  Pike,  Walthall. 

South  Mississippi  Medical  Society,  2nd  Thursday,  March,  June, 
September,  December.  Dan  Jones,  Secy.,  P.O.  Box  2756, 
Laurel  39440.  Counties:  Covington,  Forrest,  George, 
Greene,  Jasper,  Jefferson  Davis,  Jones,  Lamar,  Marion,  Per- 
ry, Smith,  Wayne. 

West  Mississippi  Medical  Society,  2nd  Tuesday,  January, 
March,  May,  September,  October,  November,  6:30  p.m.. 
Maxwell’s  Restaurant,  Vicksburg.  Martin  E.  Hinman,  Secy., 
The  Street  Clinic,  Vicksburg  39180.  Counties:  Issaquena, 
Sharkey,  Warren. 


Mississippi  Institutions  and  Organizations 
Accredited  for  Continuing  Medical  Education 

The  following  Mississippi  institutions  and  medical  organiza- 
tions have  been  accredited  in  accordance  with  the  “Essentials 
for  Accreditation  of  Institutions  and  Organizations  Offering 
Continuing  Medical  Education  Programs”  of  the  Liaison  Com- 
mittee on  Continuing  Medical  Education.  Information  concern- 
ing CME  programs  for  physicians  offered  by  these  accredited 
sources  may  be  obtained  by  writing  the  Director,  Continuing 
Medical  Education,  at  the  individual  institution  or  organization. 


Council  on  Scientific  Assembly  Mississippi  Chapter 

Mississippi  State  Medical  Association  American  College  of  Surgeons 
735  Riverside  Drive 
Jackson.  MS  39216 

North  Mississippi  Medical  Center 
830  Gloster  Avenue 
Tupelo,  MS  38801 

Forrest  General  Hospital 
Box  1897 

Hattiesburg.  MS  39401 

Mississippi  Baptist  Hospital 
1225  N.  State  Street 
Jackson.  MS  39201 

Gulf  Coast  Community  Hospital 
4642  W.  Beach  Boulevard 
Biloxi.  MS  39531 

Jefferson  Davis  Memorial  Hospital 
Box  1488 

Natchez,  MS  39120 

King's  Daughter  Hospital 
Box  948 

Brookhaven,  MS  39601 

Riverside  Hospital 
Lakeland  Drive 
Jackson,  MS  39208 

Biloxi  Regional  Medical  Center 
1559  Lafayette  St. 

Biloxi,  MS  39533 

Mississippi  Radiological  Society 
316  Medical  Arts  Building 
Jackson.  MS  39201 

Jeff  Anderson  Regional  Medical  Center 
2124  14th  St. 

Meridian.  MS  39301 

Northwest  Mississippi  Regional  Medical  Center 
Box  1218 

Clarksdale.  MS  38614 


Box  5229 

Jackson,  MS  39216 

North  Panola  County  Hospital 
Drawer  160 
Sardis.  MS  38666 

Singing  River  Hospital 
2809  Denny  Avenue 
Pascagoula.  MS  39567 

Magnolia  Hospital 
Alcorn  Drive 
Corinth,  MS  38834 

Greenwood  Leflore  Hospital 
1508  Leflore  Avenue 
Greenwood,  MS  38930 

Gulfport  Memorial  Hospital 
4500  13th  Street 
Gulfport.  MS  39501 

Oxford-Lafayette  County  Hospital 
P.O.  Box  946 
Oxford,  MS  38655 

St.  Dominic-Jackson  Memorial  Hospital 
969  Lakeland  Dr. 

Jackson,  MS  39216 


COMPLETE 
LABORATORY  , , 
DOCUMENTATION  . . . EXTENSIVE 

CLINICAL  PROOF 


FOP,  THE  PP,EDiaABILITY 
CONFIRMED  BY  EXPERIENCE 

QALMAHE® 

flurozepom  HCI/Roche 

THE  COMPLETE  HYPNOTIC 
PROVIDES  ALL  THESE  BENEFITS; 

• Rapid  sleep  onset*'® 

• More  total  sleep  time*  ® 

• Undiminished  efficacy  for  at  least 
28  consecutive  nights'" 

• Patients  usually  awake  rested  and  refreshed'"* 

• Avoids  causing  early  awakenings  or  rebound 
insomnia  after  discontinuation  of  therapy'®  *®  *' 


DALMAHE^ 

flurozepom  HCI/Poche 

References:  1.  Kales  J et  al:  Clin  Pharmacol  Ther 
72:691-697,  Jul-Aug  1971  2.  Kales  A et  al\  Clin  Phar- 
macol Ther  78:356-363,  Sep  1975  3.  Kales  A et  al: 

Clin  Pharmacol  Ther  79:576-583,  May  1976  4.  Kales  A 
et  al:  Clin  Pharmacol  Ther  32:781-788,  Dec  1982 
5.  Frost  JD  Jr,  DeLucchi  MR:  J Am  Genatr  Soc 
27:541-546.  Dec  1979,  6.  Kales  A.  Kales  JD:  J Clin 
Pharmacol  3:140-150,  Apr  1983.  7.  Greenblatt  DJ, 

Allen  MD,  Shader  Rl:  Clin  Pharmacol  77rer  27:355-361, 
Mar  1977  8.  Zimmerman  AM:  Curr  Ther  Res 
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Dear  Doctor: 

For  the  first  time,  the  total  MD  population  in  the  United  States  has  passed 
the  half-million  mark.  The  new  edition  of  Physician  Characteristics  and 
Distribution  in  the  U.S.,  an  AMA  publication,  reports  that  there  were 
501,958  physicians  for  1982,  the  latest  year  for  which  complete  information 
is  available. 

There  were  470  people  for  every  physician  that  year,  compared  to  a 
ratio  of  701  to  one  in  1960.  More  than  half  (53.5%)  of  the  MDs  were 
44  years  of  age  and  younger.  The  proportion  of  female  physicians  to 
the  total  MD  population  doubled  between  1963  and  1982,  from  6.3%  to 


Public  attitudes  about  why  physicians  enter  the  practice  of  medicine  should 
be  the  focus  of  future  efforts  to  enhance  the  public  image  of  the  profession. 
That  is  the  conclusion  of  the  AMA  Group  on  Federation  and  Public  Relations 
after  a recent  public  opinion  survey.  The  28%  minority  who  said  that 
physicians  are  motivated  by  a desire  to  help  people  were  more  likely  to  have 
a positive  image  of  physicians.  The  survey,  conducted  in  cooperation  with 
the  American  College  of  Emergency  Physicians,  found  that  a majority  of 
Americans  believe  that  physicians  do  not  spend  enough  time  with  patients 
(61%)  and  do  not  care  about  patients  as  much  as  they  used  to  (54%). 

As  part  of  a continuing  effort  to  eliminate  licensing  abuse,  the  AMA  will 
begin  informing  state  licensing  boards  of  the  deaths  of  physicians.  The 
AMA  plans  to  make  use  of  biographical  data  that  it  collects  to  prevent 
opportunities  for  imposters  to  fraudulently  obtain  licenses.  This  latest 
action  expands  the  AMA’s  effort  to  prevent  credentlaling  abuses,  which 
already  Includes  notifying  state  licensing  boards  of  actions  taken  against 
physicians  in  other  states. 

Physicians  are  urged  to  return  the  questionnaire  for  the  Physicians’  Pro- 
fessional Activities  Census,  which  began  early  last  month.  The  AMA  conducts 
the  census  every  four  years  to  update  and  expand  information  in  the  com- 
puterized Physician  Masterfile. 


12.8% 


Sincerely, 


Patsy  Silver 
Managing  Editor 
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Counsel  to  Authors 

The  Journal  welcomes  manuscripts  which 
should  be  submitted  to  the  Editors  at  735  River- 
side Drive.  Jackson,  MS  39216,  in  original  and 
at  least  one  duplicate  copy.  They  must  be 
typewritten  double  spaced  on  8V2  by  11-inch 
white  paper.  Brief  manuscripts  (about  2,500 
words  or  8 pages)  will  be  given  preference 
over  longer  articles. 

The  author  is  responsible  for  all  statements 
made  in  his  work,  including  changes  made  by  the 
manuscript  editor.  Manuscripts  are  received 
with  the  understanding  that  they  are  not  under 
simultaneous  consideration  by  any  other  publi- 
cation and  have  not  been  previously  published. 
All  manuscripts  will  be  acknowledged,  and 
while  those  rejected  are  generally  returned  to  the 
author,  the  Journal  is  not  responsible  in  event 
of  loss.  Manuscripts  accepted  for  publication 
become  the  property  of  the  Journai,  and  are 
copyrighted  by  the  association  when  published. 
They  may  not  be  published  elsewhere  without 
written  release  and  permission  from  both  the 
Journal  and  the  author. 

All  copy  must  be  double  spaced,  including 
legends,  footnotes,  and  references.  Generous 
margins  at  the  top,  bottom,  and  on  both  sides  of 
the  page  should  be  allowed.  Each  page  after  the 
title  page  should  be  consecutively  numbered  and 
carry  a running  head  identifying  the  paper  and 
author. 

Titles  should  be  short,  specific,  and  clear. 
Ordinarily,  a title  should  not  exceed  80  charac- 
ters, including  punctuation. 

References  should  be  limited  to  a maximum 
of  10.  If  there  are  more  than  10,  the  references 
will  he  omitted  and  a notation  made  to  write 
the  author  for  a complete  list.  Textbooks,  per- 
sonal communications,  and  unpublished  data 
may  not  be  cited  as  references.  References  must 
include  names  of  authors,  complete  title  cited, 
name  of  Journal  or  book  spelled  out  or  ab- 
breviated according  to  the  Index  Medicits,  vol- 
ume number,  first  and  last  page  numbers, 
month,  date  (if  published  more  frequently  than 
monthly),  and  year.  References  should  be  ar- 
ranged according  to  order  listed  in  the  text  and 
must  be  numbered  consecutively. 

Manuscripts  accepted  for  publication  are 
subject  to  copy  editing.  Authors  will  receive 
galley  proof  prior  to  publication.  Galley  proof  is 
only  for  correction  of  errors,  and  text  changes 


may  not  be  made.  The  galley  proof  should  be 
returned  by  the  author  within  48  hours  from 
receipt,  and  no  further  changes  may  be  made. 

Illustrations  consist  of  all  material  which  can- 
not be  set  into  type  such  as  photographs,  line 
drawings,  graphs,  charts,  and  tracings.  Illus- 
trations should  be  submitted  separately  from  text 
copy.  Eigures  and  drawings  should  be  profes- 
sionally prepared  with  black  ink  on  white  paper. 
Photographs  should  be  of  high  resolution,  un- 
mounted, untrimmed,  glossy  prints.  Each  must 
be  clearly  identified.  No  charges  are  made  to 
authors  for  up  to  four  illustration  engravings. 
More  are  not  permitted  unless  voted  on  by  two 
editors  and  extra  costs  must  be  absorbed  by  the 
author. 

Illustrations  must  be  numbered  and  cited  in  the 
text.  Legends,  not  exceeding  40  words  and  pref- 
erably shorter,  must  accompany  each  illustra- 
tion, typed  double  spaced  on  separate  sheets. 
The  following  information  should  appear  on  a 
gummed  label  affixed  to  the  back  of  each  illus- 
tration: Figure  number,  manuscript  title,  au- 
thor’s name,  and  arrow  indicating  top  of  the 
illustration. 

In  photographs  in  which  there  is  any  possibil- 
ity of  personal  identification,  an  acceptable  legal 
release  must  accompany  the  material. 

A thesis  summary  of  75  to  100  words  must 
accompany  each  manuscript. 

Reprints  may  be  obtained  at  cost  plus  shipping 
charges  from  the  association  and  should  be  or- 
dered prior  to  publication.  The  Journal  re- 
serves the  right  to  decline  any  manuscript.  Au- 
thors should  avoid  placing  subheads  in  the  text, 
and  the  Editors  reserve  the  prerogative  of  writing 
and  inserting  subheads  according  to  Journal 
style.  — The  Editors. 

In  addition,  in  view  oiThe  Copyright  Revi- 
sion Act  of  1976,  effective  Jan.  1,  1978, 
transmittal  letters  to  the  editor  should  contain 
the  following  language:  “In  consideration  of 
the  Mississippi  State  Medical  Association’s 
taking  action  in  reviewing  and  editing  my 
submission,  the  author(s)  undersigned  hereby 
transfers,  assigns,  or  otherwise  conveys  all 
copyright  ownership  to  the  MSMA  in  the 
event  that  such  work  is  published  by  the 
MSMA."  We  regret  that  transmittal  letters 
not  containing  the  foregoing  language  signed 
by  ail  authors  of  the  submission  will  necessi- 
tate delay  in  review  of  the  manuscript.  — The 
Editors . 
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Why  are  these  people  smiling? 


Because  now,  at  last,  they  can  enjoy  the  kind  of 
fringe  benefits  people  in  big  companies  receive. 


WHAT  THE  EXPERTS 
ARE  SAYING... 

Howard  Ruffs  Financial  Sunival 
Report.  September  26.  1983:  "The.  .. 
strategy: . . is  one  of  the  best.  ...It’s  called 
EMPLOYEE  LEASING.  If  you  are  a small 
company  employee,  take  this  article  to 
your  employer.  It  could  make  you  a 
real  hero. " 

Newsweek.  ,\lay  14.  1984.  ...Some 
enterprising  businesses  are  experiment- 
ing with. . . leasing  workers.  An  owner 
simply  dismisses  his  workers,  then  hires 
them  back  from  an  employee-leasing 
firm.  He  retains  the  right  to  hire  and 
fire.  but. . . is  freed  of  costly  paperwork 
and  rewarded  with  some  attractive 
tax  breaks. " 

Dallas  Times  Herald.  .May  26.  1984. 

Lumberyard  owner  Tbny  James  fired 
all  of  his  employees. ..  He  is  one  of  a 
growing  number  of  bosses  who  are 
dismissing  their  staffs  and  hiring  them 
back  from  employee-leasing  firms.  . . 

By  getting  rid  of  their  employees,  the 
client  companies  eliminate  all  their 
payroll  paper  work  and  often  can 
obtain  better  employee  benefits  for 
less  money. " 

Memphis  Daily  News.  October  1, 1984: 

Imagine  a firm  offering  to  increase 
your  company  profits  up  to  15  per  cent, 
raise  employee  loyalty. . . and  give  you 
more  time  and  manpower. . . This 
revolution  is  taking  place  now. . . and  is 
called  People  Lease  Inc. 


Francis  is  also  smiling  because  he's  just 
been  relieved  of  all  those  hours  he  used 
to  spend  in  personnel  and  payroll  admin; 
istration.  Like  most  small-business  people, 
there's  nothing  he'd  enjoy  more  than  to  be 
free  to  mind  his  own  business. 

Francis  is  a nice  guy  to  work  for.  His  com- 
pany has  a fine  potential  for  growth  and, 
with  that  growih,  advancement  for  the  people 
working  there. 

But,  until  recently  , the  odds  were  stacked 
against  small  employers  like  Francis — stacked 
in  favor  of  the  big  operators.  Until  recently, 
Francis  couldn't  afford  to  give  himself  Atceni. 
medical  or  retirement  plans,  much  less  his 
employees. 

,\nd,  not  being  able  to  match  the  kind  of 
fringe  benefits  the  big  operators  offered, 
Francis  was  at  a severe  disadvantage  in  at- 
tracting the  kind  of  employees  who  could  grow 
with  the  business. 

Fortunately,  our  Government  saw  that  there 
was  something  inequitable  about  this  situa- 
tion. Recognizing  that  small  employers  ought 
to  enjoy  the  same  opportunities  for  attract- 
ing and  compensating  good  people  that 
large  employers  have  been  afforded  for  years. 
Congress  passed  the  1982  Tax  Equity  and 
Fiscal  Responsibility  Act,  TEFRA  for  short. 
Vthat's  most  important  about  TEFRA,  where 


you  and  we  are  concerned,  is  that  it  legitimized 
the  concept  of  people-leasing. 

People-leasing,  quite  frankly,  is  one  of  those 
things  that  seems  almost  too  good  to  be  true 
Indeed,  you  should  already  be  asking:  "VS'hat 
does  the  IRS  think  of  people-leasing? " Ask, 
and  we  ll  be  pleased  to  answer  that  the  IRS 
thinks  very  well  of  people  leasing.  (Vtliy 
not?  Instead  of  processing  countless  forms  and 
papers  from  your  company  or  firm  or  profes- 
sional association  and  hundreds  of  others 
employing  our  senices,  the  IRS  has  only  to 
process  ours.) 

If  you're  an  employee,  take  this  ad  to  your 
employer.  As  Howard  Ruff s publication  sug- 
gested, it  could  make  you  a real  hero 

If  you're  an  employer,  call,  write  or  visit 
the  people-pleasing  people  of  People-Lease. 
They'll  gladly  answer  all  your  questions  and 
explain  fully: 

■ how  you  can  give  your  employees  (and 
yourself)  big-company  benefits; 

■ how  you  can  obtain  some  handsome 
(and  very  legal)  tax  breaks; 

■ how  you  can  liberate  yourself  from 
hours  of  tedious  paperwork;  and 

• how  little  it  would  cost — or,  quite 
possibly,  how  much  it  would  save — 
for  you  to  fire  everybody  and  lease  them 
back  from  People-Lease. 
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ing, Appointments, 

Aged  Trial  Balance, 

Medical  Records, 

Planning,  Person- 
nel Costs,  Regu- 
lations. . . . 


As  much  as  there  is  to 
think  about  in  maintaining 
your  practice,  there  are 
an  equal  number  of  things 
to  consider  in  choosing  a 
computer  system.  How- 
ever, we  have  a remedy  for 
both  problems  with  our  Total 
System  Solution  that  in- 
cludes: hardware,  software, 
training,  maintenance,  and  soft- 
ware updates.  In  other  words,  we 
become  your  data  processing  de- 
partment, with  guaranteed  results. 
We  have  numerous  local  references, 
hundreds  nationally,  who  are  using 
our  systems  in  individual  practices, 
clinics,  nursing  homes,  and  hospitals. 
Our  commitment  to  the  medical  field  is 
complete. 


TILCADO 


WEDEUVaSOUmONS 

BEFOKWEDBJVBlTIttSYSTm 


CADO  Systems  of  Mississippi, 

2600  Insurance  Center  Drive  • Jackson,  MS  39216 
(601)  982-0100 


Inc.  A division  of  ICD  Corporation 

with  offices  in  Jackson,  New  York.  Atlanta,  Houston,  Milwaukee,  Minneapolis 
Detroit,  Pittsburgh.  Salt  Lake  City.  Durham.  Phoenix.  San  Antonio.  New  Orleans, 
Birmingham.  Jacksonville.  Orlando.  Mobile,  Shreveport,  Little  Rock 


DRGs  Create 
Patient  Concerns 


Washington,  DC  - A Government  Accounting  Office 
(GAO)  report  indicates  that  patients  are  being 
discharged  from  hospitals  after  shorter  lengths  of 
stay  and  in  poorer  states  of  health  than  prior  to  DRGs.  The  GAO  also  learned, 
after  visiting  six  states,  that  demand  for  post-hospital  care  is  increasing 
under  DRGs  but  there  are  shortages  of  nursing  home  beds  for  Medicare  patients 
and  limited  coverage  for  home  and  community  health  services. 


DRG  Monitoring  Chicago,  IL  - In  the  first  five  months  of  the 

Project  Continues  DRG  Monitoring  Project,  the  AMA  has  received 

responses  representing  approximately  6,500 
physicians.  The  monitoring  project  will  continue  throughout  the  three-year 
phase-in  of  the  prospective  pricing  system.  Physicians  may  describe  their 
experiences  in  a brief  letter  addressed  to  the  DRG  Monitoring  Project,  Dept, 
of  Health  Care  Resources,  P.O.  Box  10947,  Chicago,  IL  60610. 


AMA  Establishes  PRO  Chicago,  IL  - The  AMA  has  established  a program 

Monitoring  Project  similar  to  the  DRG  Monitoring  Project  for  the 

purpose  of  assessing  individual  physicians’  and 
hospitals'  experiences,  positive  and  negative,  which  they  feel  may  be 
attributable  to  the  new  PRO  system.  Physicians  and  hospitals  are  invited 
to  share  information  in  a brief  letter  addressed  to  PRO  Monitoring  Project, 
AMA,  535  N.  Dearborn,  Chicago,  IL  60610. 


Malpractice  Claims  Chicago,  IL  - Physicians'  risk  of  having  a 

Increase  Dramatically  medical  malpractice  claim  filed  against  them  has 

increased  dramatically  since  1980,  when  physi- 
cians experienced  claims  at  an  average  annual  rate  of  3 per  100  physicians. 
From  1980  to  1984,  an  average  of  8.6  of  every  100  physicians  had  a claim 
filed  against  them.  A recent  survey  found  that  42%  of  physicians  had 
increased  the  amount  of  defensive  medicine  they  practiced  the  previous  year. 


Professional  Liability  Jackson,  MS  - MSMA  will  participate  in  a three- 

Teleconf erence  Set  hour  national  teleconference  on  "Professional 

Liability  Insurance"  beginning  at  noon  on 
June  3 in  Jackson.  The  conference,  produced  through  collaboration  of  the 
AMA  and  Hospital  Satellite  Network,  will  feature  a panel  of  experts  in  law, 
insurance  and  medicine  who  will  discuss  professional  liability  and  will 
answer  phoned-in  questions  from  participants  across  the  country. 
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MEETINGS 


National  and  Regional 

American  Medical  Association,  Annual  Meeting,  June  16-20, 
1985,  Chicago.  James  H.  Sammons,  Executive  Vice  Presi- 
dent. 535  N.  Dearborn  St.,  Chicago,  IL  60610. 

State  and  Local 

Mississippi  State  Medical  Association,  117th  Annual  Session, 
May  15-19,  1985,  Biloxi.  Charles  L.  Mathews,  Executive 
Secy.,  735  Riverside  Drive,  P.O.  Box  5229,  Jackson  39216. 

Mississippi  Academy  of  Family  Physicians,  Annual  Meeting, 
June  26-29,  1985,  Biloxi.  Mrs.  Alyce  Palmore,  Executive 
Secy.,  P.O.  Box  12330,  Jackson  39211. 

Amite -Wilkinson  Counties  Medical  Society,  3rd  Monday, 
March,  June,  September,  December.  James  S.  Poole,  Secy., 
The  Gloster  Clinic,  Gloster  39638.  Counties:  Amite,  Wilkin- 
son. 

Central  Medical  Society,  1st  Tuesday,  February,  April,  Octo- 
ber, December,  6:30  p.m.,  Primos  Northgate  Restaurant, 
Jackson.  Patsy  Douglas,  Executive  Secy.,  B6  Medical  Arts 
Bldg.,  1151  N.  State  St.,  Jackson  39201.  Counties;  Hinds, 
Leake,  Madison,  Rankin,  Scott,  Simpson. 

Claiborne  County  Medical  Society,  1st  Tuesday,  each  month, 
6:00  p.m.,  Claiborne  County  Hospital,  Port  Gibson.  D.  M. 
Segrest,  Secy.,  P.O.  Box  147,  Port  Gibson  39150.  County: 
Claiborne. 

Clarksdale  and  Six  Counties  Medical  Society,  3rd  Wednesday, 
April,  and  1st  Wednesday,  November,  2:00  p.m.,  Clarks- 
dale. Rodney  Baine,  Secy.,  110  Yazoo  Ave.,  Clarksdale 
38614.  Counties;  Coahoma,  Quitman,  Tallahatchie,  Tunica. 

Coast  Counties  Medical  Society , January,  May,  and  November. 
H.  S.  Barrett,  Secy.,  P.O.  Box  1810,  Gulfport  39501.  Coun- 
ties: Hancock,  Harrison,  Stone. 

Delta  Medical  Society,  2nd  Wednesday,  April  and  October. 
Walter  H.  Rose,  Secy.,  122  E.  Baker  St.,  Indianola  38751. 
Counties:  Bolivar,  Humphreys,  Leflore,  Sunflower, 
Washington. 

DeSoto  County  Medical  Society,  3rd  Thursday,  February  and 
August,  1:00  p.m.,  Kenny’s  Restaurant,  Hernando.  Malcolm 
D.  Baxter,  Jr.,  Secy.,  Baxter  Clinic,  Hernando  38632.  Coun- 
ty: DeSoto. 

East  Mississippi  Medical  Society,  1st  Tuesday,  February,  April, 
June,  October,  December.  Charles  L.  Wilkinson,  Secy., 
Mail;  Ms.  Jenkins,  P.O.  Box  4053,  Meridian  39305.  Coun- 
ties: Clarke,  Kemper,  Lauderdale,  Neshoba,  Newton,  Win- 
ston. 

Homochitto  Valley  Medical  Society,  Meetings  scheduled 
quarterly.  Fred  G.  Emrich,  Secy.,  P.O.  Box  1488,  Natchez 
39120.  Counties:  Adams,  Jefferson. 

North  Central  District  Medical  Society,  3rd  Wednesday, 
March,  June,  September,  January.  Charles  S.  Watras,  612 
Summit  St.,  Winona  38967.  Counties;  Attala,  Carroll,  Choc- 
taw, Grenada,  Holmes,  Montgomery,  Webster. 

Northeast  Mississippi  Medical  Society,  1st  Thursday,  March, 
June,  September,  December.  Roger  L.  Lowery,  Secy.,  618 
Pegram  Dr.,  Tupelo  38801.  Counties:  Alcorn,  Calhoun, 
Chickasaw,  Itawamba,  Lee,  Monroe,  Pontotoc,  Prentiss, 
Tishomingo,  Union. 

North  Mississippi  Medical  Society,  1st  Thursday,  April, 
September,  December.  Cherie  Friedman,  Secy.,  424  South 
5th,  Oxford  38655.  Counties;  Benton,  Lafayette,  Marshall, 
Panola,  Tate,  Tippah,  Yalobusha. 


Pearl  River  County  Medical  Society,  2nd  Monday,  March, 
June,  September,  December.  J.  C.  Griffing,  Secy.,  Crosby 
Memorial  Hospital,  Picayune  39466.  County:  Pearl  River. 

Prairie  Medical  Society,  2nd  Tuesday,  March,  June,  Septem- 
ber, December.  Steve  Parvin,  Secy.,  106  Strange  Rd.,  Stark- 
ville  39759.  Counties;  Clay,  Oktibbeha,  Lowndes,  Noxubee. 

Singing  River  Medical  Society,  3rd  Monday,  January,  March, 
June,  September,  December.  S.  B.  Fineberg,  Secy.,  2204 
Old  Mobile  Hwy.,  Pascagoula  39567.  County;  Jackson. 

South  Central  Mississippi  Medical  Society,  2nd  Tuesday, 
March,  June,  September,  December.  Julian  T.  Janes,  Secy., 
304  Clark,  McComb  39648.  Counties;  Copiah,  Franklin, 
Lawrence,  Lincoln,  Pike,  Walthall. 

South  Mississippi  Medical  Society,  2nd  Thursday,  March,  June, 
September,  December.  Dan  Jones,  Secy.,  P.O.  Box  2756, 
Laurel  39440.  Counties:  Covington,  Forrest,  George, 
Greene,  Jasper,  Jefferson  Davis,  Jones,  Lamar,  Marion,  Per- 
ry, Smith,  Wayne. 

West  Mississippi  Medical  Society,  2nd  Tuesday,  January, 
March,  May,  September,  October,  November,  6:30  p.m.. 
Maxwell’s  Restaurant,  Vicksburg.  Martin E.  Hinman,  Secy., 
The  Street  Clinic,  Vicksburg  39180.  Counties:  Issaquena, 
Sharkey,  Warren. 


Mississippi  Institutions  and  Organizations 
Accredited  for  Continuing  Medical  Education 

The  following  Mississippi  institutions  and  medical  organiza- 
tions have  been  accredited  in  accordance  with  the  “Essentials 
for  Accreditation  of  Institutions  and  Organizations  Offering 
Continuing  Medical  Education  Programs’’  of  the  Liaison  Com- 
mittee on  Continuing  Medical  Education.  Information  concern- 
ing CME  programs  for  physicians  offered  by  these  accredited 
sources  may  be  obtained  by  writing  the  Director,  Continuing 
Medical  Education,  at  the  individual  institution  or  organization. 


Council  on  Scientific  Assembly  Mississippi  Chapter 

Mississippi  State  Medical  Association  American  College  of  Surgeons 
735  Riverside  Drive 
Jackson,  MS  39216 

North  Mississippi  Medical  Center 
830  Gloster  Avenue 
Tupelo.  MS  38801 

Forrest  General  Hospital 
Box  1897 

Hattiesburg.  MS  39401 

Mississippi  Baptist  Hospital 
1225  N.  Stale  Street 
Jackson.  MS  39201 

Gulf  Coast  Community  Hospital 
4642  W.  Beach  Boulevard 
Biloxi.  MS  39531 

Jefferson  Davis  Memorial  Hospital 
Box  1488 

Natchez,  MS  39120 

King's  Daughter  Hospital 
Box  948 

Brookhaven,  MS  39601 

Riverside  Hospital 
Lakeland  Drive 
Jackson.  MS  39208 

Biloxi  Regional  Medical  Center 
1559  Lafayette  St. 

Biloxi.  MS  39533 

Mississippi  Radiological  Society 
316  Medical  Arts  Building 
Jackson.  MS  39201 

Jeff  Anderson  Regional  Medical  Center 
2124  14ih  St. 

Meridian.  MS  39301 

Northwest  Mississippi  Regional  Medical  Center 
Box  1218 

Clarksdale,  MS  38614 


Box  5229 

Jackson.  MS  39216 

North  Panola  County  Hospital 
Drawer  160 
Sardis.  MS  38666 

Singing  River  Hospital 
2809  Denny  Avenue 
Pascagoula.  MS  39567 

Magnolia  Hospital 
Alcorn  Drive 
Corinth.  MS  38834 

Greenwood  Leflore  Hospital 
1508  Leflore  Avenue 
Greenwood,  MS  38930 

Gulfport  Memorial  Hospital 
4500  13th  Street 
Gulfport.  MS  39501 

Oxford-Lafayetie  County  Hospital 
P O.  Box  946 
Oxford.  MS  38655 

St.  Dominic-Jackson  Memorial  Hospital 
969  Lakeland  Dr. 

Jackson,  MS  39216 


Angina  conies  in 
many  forms... 


So  does 


SORBITRATF 

(ISOSORBDE  DINITFWE) 


2.5  mg  5 mg  10  mg 
Sublingual  Tablets 


Unsurpassed  flexibility 
in  nitrate  therapy. 


5 mg  10  mg 
Chewable  Tablets 


5 mg  10  mg  20  mg  30  mg  40  mg  40  mg 

Oral  “Swallow"  Tablets  Sustained  Action 

“Swallow”  Tablets 
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See  following  page  for  brief  summary)  of  prescribing  information 


SORBITRATE 

(EOSORBDEDINITFWE) 

PtMM  consuK  full  prescribing  Information  before  use.  A summary  follows: 

INDtCATIONS  AND  USAGE:  SORBITRATE  (isosorbide  dinitrate)  is  indicated  for  the  treatment 
and  prevention  of  angina  pectoris  All  dosage  forms  of  isosorbide  dinitrate  may  be  used 
piophylacticalty  to  decrease  frequency  and  seventy  of  anginal  attacks  and  can  be  expected  to 
decrease  the  need  for  sublingual  nitroglycenn 

The  sublingual  and  chewable  forms  of  the  drug  are  indicated  for  acute  prophylaxis  of  angina 
pectohs  when  taken  a tew  minutes  before  situations  likely  to  provoke  anginal  attacks  Because 
of  a slower  onset  of  effect,  the  oral  forms  of  isosorbxle  dinitrate  are  not  indicated  for  acute 
pfophytaxis 

CO^TR  AINDfCATIONS:  SORBITRATE  is  contraindicated  in  patients  who  have  shown 
purported  hypersensitivity  or  diosyncrasy  to  it  or  other  nitrates  or  nitntes  Epinephrine  and 
related  compounds  are  ineffective  in  reversing  the  severe  hypotensive  events  associated  with 
overdose  and  are  contraindicated  in  this  situation. 

WARNINGS:  The  benefits  of  SORBITRATE  dunng  the  earty  days  of  an  acute  myocardial 
infarction  have  not  been  established  If  one  elects  to  use  organic  nitrates  in  earty  infarction, 
hemodynamic  monitoring  and  frequent  clinical  assessment  should  be  used  because  of  the 
pxXential  deletenous  effects  of  hypotension, 

PRECAUTIONS:  General:  Severe  hypotensive  response,  particularly  with  uphght  posture,  may 
occur  with  even  small  doses  of  SORBITRATE  The  drug  should  therefore  be  used  with  caution  in 
subfects  who  may  have  blood  volume  depletion  from  diuretic  therapy  or  in  subjects  who  have 
low  systolic  blood  pressure  (eg.  below  90  mmHg)  Paradoxical  bradycardia  and  increased 
angina  pectons  may  accompany  nitrate-induced  hypotension  Nitrate  therapy  may  aggravate 
the  angina  caused  by  hypertrophic  cardiomyopathy 

Marked  symptomatic,  orthostatic  hypotension  has  been  reported  when  calcium  channel 
blockers  and  organic  nitrates  were  used  in  combination  Dose  adjustment  of  either  class  of 
agents  may  be  necessary 

Tolerance  to  this  drug  and  cross-tolerance  to  other  nitrates  and  nitrites  may  occur  Tolerance 
to  the  vascular  and  antianginal  effects  of  isosortxde  dinitrate  or  nitroglycenn  has  been 
demonstrated  in  clinical  tnals,  experience  through  occupational  exposure,  and  in  isolated 
tissue  experiments  in  the  laboratory  The  importance  of  tolerance  to  the  appropriate  use  of 
isosorbde  dinitrate  in  the  management  of  patients  with  angina  pectons  has  not  been 
determined  However,  one  clinical  trial  using  treadmill  exercise  tolerance  (as  an  end  point)  found 
an  8-hour  duration  of  action  of  oral  isosorbide  dinitrate  following  the  first  dose  (after  a 2-week 
placebo  washout)  and  only  a 2-hour  duration  of  effect  of  the  same  dose  after  1 week  of 
repetitive  dosing  at  conventional  dosing  intervals.  On  the  other  hand,  several  trials  have  been 
able  to  differentiate  isosorbide  dinitrate  from  placebo  after  4 weeks  of  therapy  and,  in  open 
tnals,  an  effect  seems  detectable  for  as  long  as  several  months 

Tolerance  clearly  occurs  in  industrial  workers  continuously  exposed  to  nitroglycerin. 
Moreover,  physical  dependence  also  occurs  since  chest  pain,  acute  myocardial  infarction,  and 
even  sudden  death  have  occurred  dunng  temporary  withdrawal  of  nitroglycerin  from  the 
workers  In  clinical  trials  in  angina  patients,  there  are  reports  of  anginal  attacks  being  more 
easily  provoked  and  of  rebound  in  the  hemodynamic  effects  soon  after  nitrate  withdrawal.  The 
relative  importance  of  these  observations  to  the  routine,  clinical  use  of  isosorbde  dinitrate  is  not 
known  However,  it  seems  prudent  to  gradually  withdraw  patients  from  isosorbide  dinitrate 
when  the  therapy  is  being  terminated,  rather  than  stopping  the  drug  abruptly 

Infonnation  for  Patients:  Headache  may  occur  during  initial  therapy  with  SORBITRATE 
Headache  is  usually  relieved  by  the  use  of  standard  headache  remedies  or  by  lowering  the 
dose  and  tends  to  disappear  after  the  first  week  or  two  of  use. 

Drug  Interactions:  Alcohol  may  enhance  any  marked  sensitivity  to  the  hypotensive  effect  of 
nitrates 

Isosorbide  dinitrate  acts  directly  on  vascular  smooth  muscle;  therefore,  any  other  agent  that 
depends  on  vascular  smooth  muscle  as  the  final  common  path  can  be  expected  to  have 
decreased  or  increased  effect  depending  on  the  agent 

Cardnogertesis,  Mutagenesis,  Impaimtent  of  Fertility:  No  long-term  studies  in  animals 
have  been  performed  to  evaluate  the  carcinogenic  potential  of  this  drug,  A modified  two-litter 
reproduction  study  in  rats  fed  isosorbide  dinitrate  at  25  or  100  mg/kg/day  dxt  not  reveal  any 
effects  on  fertility  or  gestation  or  any  remarkable  gross  pathology  in  any  parent  or  offspring  fed 
isosorbide  dinitrate  as  compared  with  rats  fed  a basal-controlled  diet. 

Pregnancy  Category  C:  Isosorbide  dinitrate  has  been  shown  to  cause  a dose-related 
increase  in  embryotoxicity  (increase  in  mummified  pups)  in  rabbits  at  oral  doses  35  and  150 
times  the  maximum  recommended  human  daily  dose.  There  are  no  adequate  and 
well-controlled  studies  in  pregnant  women  SORBITRATE  should  be  used  during  pregnancy 
only  if  the  potential  benefit  justifies  the  potential  risk  to  the  fetus. 

Nursing  Mothers:  It  is  not  known  whether  this  drug  is  excreted  in  human  milk.  Because 
many  drugs  are  excreted  in  human  milk,  caution  should  be  exercised  when  SORBITRATE  is 
administered  to  a nursing  woman. 

Pediatric  Use:  The  safety  and  effectiveness  of  SORBITRATE  in  children  has  not  been 
established 

ADVERSE  REACTIONS:  Adverse  reactions,  particularly  headache  and  hypotension,  are 
dose-related.  In  clinical  trials  at  vanous  doses,  the  following  have  been  observed: 

Headache  is  the  most  common  (reported  incidence  varies  widely,  apparently  being 
dose-related,  with  an  average  occurrence  of  about  25%)  adverse  reaction  and  may  be  severe 
and  persistent  Cutaneous  vasodilation  with  flushing  may  occur  Transient  episodes  of 
dizziness  and  weakness,  as  well  as  other  signs  of  cerebral  ischemia  associated  with  postural 
hypotension,  may  occasionally  develop  (the  incidence  of  reported  symptomatic  hypotension 
ranges  from  2%  to  36%).  An  occasional  individual  will  exhibit  marked  sensitivity  to  the 
hypotensive  effects  of  nitrates  and  severe  responses  (nausea,  vomiting,  wreakness,  restless- 
ness. pallor,  perspiration,  and  collapse)  may  occur  even  with  the  usual  therapeutic  dose  Drug 
rash  and/or  exfoliative  dermatitis  may  occasionally  occur.  Nausea  and  vomiting  appear  to  be 
uncommon.  Case  reports  of  clinically  significant  methemoglobinemia  are  rare  at  conventional 
doses  of  organic  nitrates  The  formation  of  methemoglobin  is  dose-related  and.  in  the  case  of 
genetic  abnormalities  of  hemoglobin  that  favor  methemoglobin  formation,  even  conventional 
doses  of  organic  nitrate  could  produce  harmful  concentrations  of  methemoglobin. 

DOSAGE  AND  ADMINISTRATION:  For  the  treatment  of  angina  pectoris,  the  usual  starting 
dose  lor  sublingual  SORBITRATE  is  2.5  to  5 mg;  for  chewable  tablets,  5 mg;  for  oral  (swallowed) 
tablets,  5 to  20  mg;  and  for  controlled-release  forms,  40  mg 

SORBITRATE  should  be  titrated  upward  until  angina  is  relieved  or  side  effects  limit  the  dose 
In  ambulatory  patients,  the  magnitude  ot  the  incremental  dose  increase  should  be  guried  by 
measurements  of  standing  blood  pressure 

The  initial  dosage  of  sublingual  or  chewable  SORBITRATE  for  prophylactic  therapy  in  angina 
pectoris  patients  is  generally  5 or  10  mg  every  2 to  3 hours  Adequate  controlled  clinical  studies 
demonstrating  the  effectiveness  of  chronic  maintenance  therapy  with  these  dosage  forms 
have  not  been  reported 

SORBITRATE  in  oral  doses  of  10  to  40  mg  given  every  6 hours  or  in  oral  controlled-release 
doses  of  40  to  80  mg  given  every  8 to  12  hours  is  generally  recommended  The  exient  to  which 
development  of  tolerance  should  modify  the  dosage  program  has  not  been  defined  The  oral 
conUolledrelease  forms  of  isosorbide  dinitrate  should  not  be  chewed 
DOSAGE  FORMS  AVAILABLE:  Sublingual  Tablets  (2.5, 5. 10  mg);  Chewable  Tablets  (5, 10  mg). 
Oral  Tablets  (5. 10. 20. 30, 40  mg);  Sustained  Action  Tablets  (40  mg) 


STUART  PHARMACEUTICALS 

Division  of  ICI  Americas  Inc. 

Wilmmgton.  06 19897 


Be  prepared,  Doctor.  More  patients 
will  be  asking  about  colorectal  cancer. 
According  to  a suney*  conducted  by  the 
American  Cancer  Socien-,  many  people 
would  like  to  recei\’e  more  information 
about  colorectal  cancer,  and  83%  said 
they  would  want  to  be  checked  for  it. 
Further,  they  are  learning  that  this  cancer 
can  be  detected  before  .symptoms  appear. 
The  pre.sent  cure  rate  is  44%.  The  cure 
rate  could  be  as  high  as  "'5%,  with  early 
detection  and  appropriate  management. 

For  a.symptomatic  persons  the  Societ>’ 
recommends  annual  digital  rectal  exam- 
ination at  age  40  and  over;  at  age  50  and 
over,  an  annual  .stool  blood  test,  as  well  as 
sigmoidoscop\-  ever)-  three  to  hve  years, 
following  two  initial  annual  negati\'e 
sigmoidoscopies. 

We  re  here  to  help.  \’bu  can  reach  us  at 
your  local  American  Cancer  Sociem  office 
or  write  to  Our  Professional  Education 
Department  at  National  Headquarters, 

90  Park  A\enue,  New  York,  NY  10016. 

Ask  about  the  Sociem’s  Colorectal  Check 
program  of  professional  and  public 
education  for  the  early  detection  of 
colorectal  cancer. 
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herpes  lobiolis 

“HERPECIN-L  is  my  treatment  of  choice  for 
perioral  herpes.”  GP,  NY 

“HERPECIN-L  appears  to  actually  prevent  the 
blisters  . . . used  soon  enough.”  DOS,  MN 


HeRpecin-L^ 


“HERPECIN-L^.  . . a conservative  approach 
vtfith  tow  risk/high  benefits.”  MD,  FL 

“Used  at  prodromal  symptoms  . . . blisters 
never  formed  . . . remarkable.”  DH,  MA 

“(In  clinical  trials) . . . response  was  dramatic. 
HERPECIN-L  . .proven  far  superior.”  DDS,  PA 

“All  patients  claimed  shorter  duration  ...  at 
prodromal  symptoms  . . . HERPECIN-L 
averted  the  attacks.”  MD,  AK 


OTC.  See  P.D.R.  for  information.  For  samples  to  make 
your  own  clinical  evaluation,  write:  Campbell  Laboratories, 
Inc,  P.O.  BOX  812-MD,  FDR  STATION,  NEW  YORK,  N.Y. 
10150 


In  Mississippi  HERPECIN-L  is  available  at  all  K&B, 
Revco,  Super  D Drug  Stores  and  other  select  pharmacies. 
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Screening  Colorectal  Cancer  — 
Invasive  Measures 

WALTER  T.  BOONE,  M.D. 

Jackson,  Mississippi 


In  patients  with  no  known  gastrointestinal  pathol- 
ogy, positive  fecal  occult  blood  tests  occur  uncom- 
monly, less  than  10%. ‘ In  patients  screened  for 
colorectal  cancer  adhering  to  a low  peroxidase  diet, 
false-positive  fecal  occult  blood  tests  occur  in  2%  of 
individuals.^ 

Once  a positive  occult  blood  test  has  been 
obtained,  it  is  tempting  to  try  and  confirm  a single 
test  by  enforcing  dietary  restrictions  or  testing  addi- 
tional stools  for  blood.  Variability  in  daily  blood  loss 
from  neoplastic  colonic  lesions  is  documented.  If  the 
fecal  occult  blood  test  is  to  serve  as  a screening 
device,  an  invasive  diagnostic  evaluation  should  be 
performed  with  evidence  of  a single  positive  fecal 
occult  blood  test. 

Although  benign  or  malignant  lesions  of  the  upper 
gastrointestinal  tract  can  present  with  occult  bleed- 
ing, experience  has  demonstrated  a very  low  yield  of 
tumors  when  upper  radiographic  studies  and  endos- 
copy has  been  performed  as  the  result  of  a positive 
fecal  occult  blood  test  when  no  colonic  tumors  have 
been  seen.  Only  two  of  twenty-six  patients  subse- 
quently found  to  have  esophageal  cancer  had  occult 
blood  in  one  or  more  of  six  stool  specimens.^  In  a 
mass  screening  program  of  more  than  a thousand 
patients  with  no  clinical  evidence  of  bleeding,  only 
8%  of  those  with  a positive  fecal  occult  blood  test 
were  subsequently  found  to  have  upper  gastroin- 
testinal tract  pathology.'^ 


Dr.  Boone  is  engaged  in  the  private  practice  of  gastroenterology 
in  Jackson,  MS. 


In  this  article,  the  second  of  three,  the 
author  remarks  that  a positive  hemoccult 
test  is  most  likely  to  be  of  colonic  origin.  He 
discusses  the  advantages  of  flexible  sig- 
moidoscopy and  notes  that  air  contrast 
barium  enema  and  colonoscopy  compliment 
each  other  in  diagnostic  usefulness.  He 
maintains  that  if  fecal  occult  blood  tests  are 
to  be  effective  screening  devices,  a single 
positive  test  demands  a complete  diagnostic 
evaluation. 


These  observations,  in  part,  reflect  the  fact  that 
significantly  larger  quantities  of  blood  must  be  lost 
from  lesions  in  the  upper  gastrointestinal  tract  com- 
pared with  those  in  the  lower  gastrointestinal  tract  to 
produce  a positive  guaic  slide  test  of  limited  sensitiv- 
ity. Inactivation  of  peroxidase  by  gastric  acid  or 
proteolytic  enzymes  appears  to  occur  during  transit 
through  the  gastrointestinal  tract. ^ 

Cancer  in  the  small  intestine  is  uncommon  and 
accounts  for  less  than  2%  of  all  GI  tract  cancers.  In 
an  otherwise  asymptomatic  adult,  benign  disorders 
of  the  small  intestine  usually  do  not  present  with 
occult  GI  bleeding  only. 

When  occult  blood  is  present  in  the  stool  of  an 
adult  asymptomatic  patient,  blood  loss  most  often 
originates  from  the  large  bowel.  If  screening  for 
colorectal  cancer  is  to  be  effective,  invasive  di- 
agnostic procedures  must  follow  a positive  fecal 
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occult  blood  test.  At  present,  the  invasive  measures 
include  radiological  studies  and  endoscopic  proce- 
dures. 

The  radiologic  contribution  to  more  frequent  de- 
tection of  early  colon  cancer  hinges  on  getting  sharp, 
detailed  pictures  of  the  mucosal  outline  of  the  large 
intestine.  Unfortunately,  with  the  standard  barium 
enema  study,  such  pictures  are  all  too  infrequently 
obtained.  The  regular  barium  enema  without  good 
air  contrast  technique  can  miss  as  many  as  40%  of 
polypoid  lesions  and  20%  of  carcinomas  as  com- 
pared to  a good  air  contrast  barium  enema. ^ 

For  hemoccult  positive  patients  at  risk  for  colon 
cancer,  most  radiologists  now  consider  double  or  air 
contrast  barium  enema  the  method  of  choice.  Instead 
of  the  low  density  suspension  used  as  a standard 
method,  the  air  contrast  method  uses  a higher  densi- 
ty barium  sulfate  suspension,  and  the  colon  is  insuf- 
flated with  air.  The  combination  of  a high  density 
contrast  medium  in  the  distended  bowel  works  to 
promote  a deposition  of  a thin,  even  layer  of  barium 
on  the  bowel  wall,  which  in  turn  makes  it  possible  to 
obtain  clear,  detailed  pictures  of  the  mucosal  out- 
line. 

From  a practical  standpoint,  the  major  disadvan- 
tage of  air  contrast  barium  enema  is  poor  patient 
preparation.  Newer  advances  in  patient  preparation 
may  be  easier  for  the  patient  and  more  advantageous 
for  the  radiologist.^  Adequate  distension  of  seg- 
ments of  bowel  with  diverticulosis  also  poses  prob- 
lems. Overlapping  loops  of  a redundant  sigmoid 


colon  may  hide  significant  pathology. 

The  standard  25.0  cm.  rigid  sigmoidoscope  has 
been  the  main  surveillance  tool  for  carcinoma  of  the 
colon  for  many  years.  In  spite  of  its  unquestionable 
value  in  the  evaluation  of  patients  with  colon  dis- 
ease, significant  problems  have  limited  its  diagnos- 
tic usefulness.  The  major  deficiency  of  this  instru- 
ment is  that  the  average  sigmoidoscopist  inspects 
only  the  distal  15.0  to  18.0  cm  of  the  colon.  Jokes 
about  the  discomfort  produced  by  rigid  sigmoidos- 
copy attest  to  patient  perception  of  the  procedure. 
The  more  difficult  the  procedure  the  less  patient 
compliance  for  periodic  evaluation. 

The  previous  teachings  that  75%  of  all  colorectal 
cancers  are  potentially  detectible  by  a digital  rectal 
examination  along  with  sigmoidoscopy  is  no  longer 
tenable.  Multiple  studies  have  now  begun  to  show  a 
significant  right-sided  shift  in  colorectal  can- 
cer.8,  9,  10  potential  of  finding  colon  can- 

cer by  rigid  sigmoidoscopy  may  be  diminishing. 

Because  of  these  limitations,  flexible  sigmoidos- 
copy has  been  under  evaluation  for  the  last  five  to  ten 
years  as  a potential  replacement  for  rigid  sigmoidos- 
copy as  a screening  instrument.  A comparison  of  the 
standard  proctoscope  with  the  Olympus  OSF  35.0 
cm  and  the  OSF  60.0  cm  instrument  is  shown  in 
Figure  1 . Several  studies  have  indicated  the  higher 
yield  of  neoplastic  lesions  by  flexible  sigmoidos- 
copy compared  to  rigid  sigmoidoscopy.  No  doubt 
this  is  due  to  a more  thorough  examination  of  the 
distal  25.0  cm  of  the  colon  plus  extension  of  the  area 
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visualized  from  25.0  to  60.0  cm  in  the  sigmoid 
descending  colon.'*’ 

Initial  experience  with  the  flexible  sigmoidoscope 
has  been  gained  with  the  60.0  cm  instrument  and 
required  the  expertise  of  an  endoscopist.  The  newer 
model  of  35.0  cm  in  length  is  designed  for  primary 
physicians  for  use  in  the  office  and  hospital  screen- 
ing programs.  There  is  concern  for  the  potential 
compromise  for  neoplastic  lesion  detection  between 
the  35.0  cm  and  the  60.0  cm  instruments.'^ 

In  comparison  with  the  rigid  instrument,  the  60.0 
cm  flexible  sigmoidoscope  examines  two  to  three 
times  more  bowel  and  results  in  a five-fold  to  six- 
fold increase  in  detection  of  polypoid  lesions.  The 
procedure  takes  twice  as  long  as  the  rigid  scope 
examination,  but  is  easily  tolerated  by  the  patient. 
With  intense  hands-on  teaching  programs,  the  newer 
60.0  cm  flexible  scope  is  easily  learned  and  safely 
used. 

Colonoscopy  has  revolutionized  our  diagnostic 
and  therapeutic  capability  when  dealing  with  colonic 
disease  and  will  continue  to  contribute  to  the  inves- 
tigation of  patients  suspected  of  having  colon 
cancer.''^’  Colonoscopy  has  extended  the  routine 
endoscopic  observation  of  the  colon  from  the  18.0 
cm  to  25.0  cm  area  to  the  entire  colon.  Frequently, 
polyps  and  cancers  not  visualized  by  good  quality 
barium  enemas  have  been  detected  by  colonoscopy. 
Colonoscopy  can  be  used  to  pursue  a negative 
barium  edema  in  patients  with  symptoms  suggesting 
neoplastic  disease.  It  can  clarify  an  equivocal  air 
contrast  barium  enema.  It  can  confirm  a positive 
barium  enema  and  search  for  additional  synchronous 
lesions  which  occur  in  approximately  3%-5%  of 
patients  with  cancer  of  the  colon.*  Colonoscopy  is 
quite  useful  in  the  evaluation  of  the  postoperative 
colon,  in  patients  with  polyposis  syndrome,  and  in 
the  assessment  of  inflammatory  bowel  disease  in 
certain  situations.  In  patients  with  chronic  in- 
flammatory bowel  disease  it  is  extremely  difficult  to 
detect  cancer  except  by  direct  mucosal  examination 
and  random  biopsies.  Colonoscopic  polypectomy  is 
both  a diagnostic  and  therapeutic  procedure  because 
it  provides  total  excision  of  the  lesion.  With  newer 
instruments,  the  experienced  endoscopist  can  reach 
the  cecum  in  over  90%  of  patients.  The  false- 
negativity  of  colonoscopy  for  cancers  has  not  been 
determined  but  for  lesions  over  1.0  cm  in  size,  a 
range  of  6%-8%  is  expected.  Technical  difficulties 
occur  when  the  bowel  has  been  fixed  by  previous 
pelvic  surgery,  radiation  or  hairpin  turns  secondary 
to  diverticulitis.  Patient  tolerance  and  pain  threshold 
are  also  limiting  factors. 

Several  studies  have  now  indicated  the  greater 


yield  of  neoplastic  lesions  by  colonoscopy  as  com- 
pared to  barium  enema.  '*  Colonoscopy  and  qual- 
ity air  contrast  barium  enema  should  not  be  viewed 
in  competition  with  each  other  but  as  being  com- 
plimentary to  each  other.  In  patients  with  redundant 
loops  of  sigmoid  colon,  diverticular  disease  or  im- 
proper preparation,  the  colonoscope  is  far  superior 
to  barium  enema  in  its  diagnostic  potential.  There 
are  blind  spots  in  the  splenic  flexure  and  hepatic 
flexure  for  the  colonoscope.  These  areas  can  be 
adequately  visualized  by  quality  air  contrast  barium 
enema.  In  some  patients,  technical  factors  prevent 
total  colonoscopy.  The  air  contrast  barium  enema, 
demonstrating  the  anatomy  of  the  right  colon,  is 
ideal  when  complete  colonoscopy  is  unsuccessful. 

It  is  hoped  that  a specific  and  sensitive  tumor 
marker,  preferably  isolated  in  peripheral  blood,  will 
provide  a basis  for  the  early  detection  of  carcinoma 
of  the  colon  at  an  early  stage.  Until  that  time,  we 
must  continue  to  rely  on  a combination  of  non- 
invasive  and  invasive  methods  to  identify  neoplastic 
lesions  at  a curative  stage.  ★★★ 

971  Lakeland  Drive  (39216) 
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Obstetrics  and  Gynecology  Grand  Rounds: 
Clinical  Case  Management  VIII 


Evaluation  of  the  Infertile  Couple 

G.  RODNEY  MEEKS,  M.D.,  Moderator 
Jackson,  Mississippi 


Dr.  Meeks:  A 27-year-old,  gravida  1,  para  0 
white  woman  presented  with  infertility.  She  had 
conceived  spontaneously  approximately  18  months 
earlier,  but  had  a spontaneous  abortion.  What  is  the 
definition  of  infertility  and  how  significant  a prob- 
lem is  it? 

Dr.  Hogan;  Most  people  define  infertility  as  the 
inability  to  conceive  after  1 2 months  of  unprotected 
regular  intercourse.  In  the  United  States  it  is  esti- 
mated that  10%  to  20%  of  couples  are  infertile. 

Dr.  Abraham:  The  need  for  physicians  to  treat 
infertility  is  much  greater  today  than  at  any  time. 
This  increased  need  is  partially  the  result  of  the 
unavailability  of  babies  for  adoption.  Also,  the  inci- 
dence of  infertility  appears  to  be  increasing.  Couples 
delay  marriage  or  postpone  having  children  to  estab- 
lish careers.  Many  couples  are  then  beyond  the  time 
of  optimal  fertility,  which  is  24-25  years  of  age. 
Additionally,  the  risk  of  prolonged  anovulation  fol- 
lowing oral  contraceptive  pills  and  of  adnexal  infec- 
tions associated  with  intrauterine  devices  or  ther- 
apeutic abortions  may  be  increased.  Finally,  the 
epidemic  of  venereal  disease  has  produced  a rise  in 
sterility  caused  by  obstruction  of  the  reproductive 
tracts  in  both  men  and  women. 

Dr.  Ingram:  I will  begin  a work-up  earlier  than 
one  year  in  women  who  are  over  age  35  or  who  do 
not  have  regular  menses.  The  male  partner  also 
should  be  involved  from  the  onset.  Not  only  is  he 
physiologically  responsible  for  approximately  40% 
of  the  problem,  but  a shared  commitment  in  the 
decision  making  process  is  essential. 

Dr.  Meeks:  What  are  common  causes  of  infertil- 
ity? 

Dr.  Hogan:  The  causes  of  infertility  are  best 
divided  and  investigated  on  an  anatomic  basis . Infer- 
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tility  can  be  attributed  to  male  causes  in  approx- 
imately 40%  of  couples  and  female  causes  in  approx- 
imately 60%.  Azoospermia  and  oligospermia  are 
the  most  common  male  problems,  while  sexual  dys- 
function is  relatively  uncommon.  Ovulatory  prob- 
lems cause  female  infertility  approximately  30%  of 
the  time,  tubal  obstruction  30%,  peritoneal  disease 
30%,  and  uterine,  cervical  and  other  mdscellaneous 
categories  10%.  At  least  20%  of  couples  have  a 
combination  of  male  and  female  factors,  and  as 
many  as  35%  of  infertile  couples  may  have  multiple 
etiologies. 

Dr.  Ingram:  The  average  length  of  time  needed 
to  achieve  conception  for  a normal  couple  is  5.3 
months.  Twenty-five  percent  of  the  couples  will 
achieve  pregnancy  after  one  month,  63%  by  six 
months,  75%  by  nine  months  and  80%  at  12  months. 
An  additional  10%  will  conceive  within  six  months 
after  the  arbitrary  limit  of  one  year  without  medical 
intervention.  However,  by  that  time  most  physicians 
will  have  begun  an  investigation. 

Dr.  Meeks:  How  do  you  evaluate  an  infertile 
couple? 

Dr.  Abraham:  A thorough  history  is  the  founda- 
tion of  the  infertility  work-up.  The  gynecologic  his- 
tory may  reveal  menstrual  irregularity,  symptoms  of 
endometriosis,  previous  infection  or  pelvic  surgery. 
Inference  may  be  drawn  when  one  or  both  partners 
have  previously  parented  a child.  The  sexual  history 
deserves  special  attention.  Sexual  dysfunction  such 
as  premature  ejaculation  or  impotence  is  responsible 
in  some  cases.  Some  practices  are  detrimental  to 
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conception,  for  example  the  use  of  sexual  lubricants 
and  postcoital  douching  which  may  be  spermicidal. 

Dr.  Hogan;  The  frequency  and  the  timing  of 
intercourse  are  other  obviously  important  factors. 
Intercourse  more  frequently  than  once  per  day  may 
deplete  the  sperm  count,  while  intercourse  less  than 
every  second  day  may  miss  ovulation.  Symptoms 
such  as  mood  changes,  breast  tenderness,  acne,  Mit- 
telschmerz  (midcycle  ovulatory  pain),  intermen- 
strual  spotting,  increased  midcycle  discharge,  and 
dysmenorrhea  are  indicative  of  ovulation.  The  phe- 
nothiazines  and  certain  of  the  chemotherapies  for 
malignancy  may  impair  fertility. 

Dr.  Ingram:  The  physical  examination  compli- 
ments the  history.  Special  attention  should  be  paid  to 
endocrine  and  reproductive  features.  Thyroid  eval- 
uation should  include  checking  for  exophthalmos, 
lid  lag,  tremor  and  a palpable  gland.  The  optic  fundi 
should  be  examined  to  rule  out  increased  intracranial 
pressure,  and  the  breasts  should  be  examined  spe- 
cifically for  galactorrhea.  During  a pelvic  examina- 
tion a routine  pap  smear  and  gonorrhea  culture 
should  be  taken.  The  shape  of  the  escutcheon  and  the 
size  of  the  clitoris  should  be  noted.  The  cervical 
mucus  should  be  examined  for  estrogen  effect 
(spinnbarkeit  and  cervical  feming)  and  for  evidence 
of  cervicitis  which  may  be  responsible  for  immobi- 
lizing sperm.  Bimanual  exam  may  reveal  congenital 
abnormalities,  tumors  of  the  fundus,  or  evidence  of 
endometriosis.  It  will  also  allow  determination  of 
ovarian  size  which  may  suggest  polycystic  ovarian 
disease  or  hormonally  active  tumors. 

Dr.  Meeks:  Her  pregnancy  had  been  confirmed 
by  a positive  urine  pregnancy  test  but  she  did  not 
require  dilatation  and  curettage.  Her  menarche  was 


at  age  13.  Her  menstrual  cycle  had  always  been 
irregular.  Her  last  menstrual  period  had  been  ap- 
proximately two  months  earlier  and  lasted  five  days. 
She  had  gone  as  long  as  four  months  without 
menses.  When  given  progestational  agents  she 
would  have  a withdrawal  period.  The  patient  was  an 
attractive,  well-groomed  white  woman.  Her  blood 
pressure  was  140/70.  She  stood  62  inches  and 
weighed  137  pounds.  The  breasts  were  normal  with- 
out galactorrhea.  External  genitalia  were  normal 
with  a normal  escutcheon.  The  vagina  was  pink  and 
rugated.  The  cervix  was  normal.  A moderate 
amount  of  clear  cervical  mucus  with  a spinnbarkeit 
of  8 cm  was  present.  The  uterus  was  ante  flexed, 
normal  size  and  mobile.  The  ovaries  were  approx- 
imately 4 cms  in  size  and  felt  to  be  slightly  enlarged. 
Her  general  physical  exam  was  unremarkable. 

Dr.  Hogan:  The  husband  must  be  evaluated  also. 
While  I do  not  normally  examine  the  husband,  I do  a 
thorough  history.  When  the  growth  spurt  started, 
when  acne  appeared  and  when  he  began  to  shave  are 
important.  Whether  ejaculation  occurs  with  orgasm 
and  whether  he  has  parented  a child  previously 
should  be  determined.  Exposures  to  toxic  influences 
such  as  x-rays,  lead  and  organic  chemicals  may  be 
important.  Personal  habits  such  as  the  amount  of 
alcohol  consumed,  the  kind  of  underwear  worn  and 
bathing  habits  are  critical.  Although  not  as  marked 
as  with  women,  male  fertility  decreases  with  age. 

Dr.  Ingram:  Ordinarily  I request  that  the  husband 
see  a urologist.  The  examination  should  include 
notation  of  penis  size,  the  presence  or  absence  of 
phimosis,  location  of  the  urethral  meatus,  and  the 
consistency  of  each  testis,  vas  deferens  and  epididy- 
mis. It  is  critical  to  locate  a varicocele,  which  is  most 
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common  on  the  left.  The  size  and  consistency  of  the 
prostate  and  seminal  vesicles  can  be  determined  by 
rectal  exam.  A prostate  massage  will  allow  seminal 
fluid  to  be  examined. 

Dr.  Meeks:  How  long  should  a standard  work-up 
take? 

Dr.  Abraham:  At  the  end  of  this  visit  the  physi- 
cian should  review  with  the  couple  any  abnormal 
findings.  The  basic  work-up  should  then  be  out- 
lined, and  a plan  of  evaluation  presented  to  the 
couple.  Although  the  length  of  time  necessary  to 
complete  the  evaluation  varies  with  what  the  couple 
needs,  ordinarily  the  evaluation  can  be  completed  in 
three  months.  Certainly  it  should  not  take  longer 
than  six  months. 

Dr.  Ingram:  An  infertility  investigation  may 
place  many  psychological  stresses  on  the  couple 
who  may  already  be  troubled  about  their  reproduc- 
tive failures  and/or  sexual  compatibility. 

Dr.  Hogan:  Many  patients  anticipate  immediate 
success.  Few  are  prepared  for  the  stress  and  incon- 
venience that  they  may  be  asked  to  endure.  A stable 
conjugal  partnership  and  compassionate  clinician 
are  important.  The  couple  should  be  made  aware  of 
the  motivation  that  is  necessary  for  the  evaluation. 
They  should  be  encouraged  to  be  open  in  their  com- 
munication with  each  other  and  with  the  physician. 

Dr.  Meeks:  What  laboratory  evaluation  is  help- 
ful? 

Dr.  Hogan:  Four  basic  tests  are  important  for  all 
couples:  the  basal  body  temperature  chart  (BBT), 
hysterosalpingogram,  the  postcoital  examination, 
and  semen  analysis. 

Dr.  Meeks:  What  historical  features  are  impor- 
tant in  this  case? 

Dr.  Abraham:  The  irregularity  of  menses  im- 
plies either  anovulation  or  oligoovulation.  The  fact 
that  the  patient  was  able  to  conceive  once  is  reassur- 
ing. 

Dr.  Meeks:  What  aspects  of  the  physical  ex- 
amination are  important? 

Dr.  Hogan:  The  ovaries  are  somewhat  enlarged 
and  the  patient  is  somewhat  overweight  for  her 
height.  With  the  history  of  irregular  cycles  and  with 
enlarged  ovaries  and  mild  obesity  I would  consider 
polycystic  ovarian  disease  (Stein-Leventhal  Syn- 
drome). There  was  no  hirsutism  which  would  be 
somewhat  unusual. 

Dr.  Meeks:  How  could  one  interpret  the  tempera- 
ture charts  shown  in  Figure  1? 

Dr.  Ingram:  The  temperature  is  monophasic 
which  is  the  characteristic  pattern  of  anovulation. 
This  woman’s  periods  have  been  irregular  and  she 
has  had  amenorrhea  for  as  long  as  four  months.  On  a 


clinical  basis  I would  agree  that  this  woman  has 
polycystic  ovarian  disease. 

Dr.  Meeks:  Would  additional  BBT’s  and  labora- 
tory studies  be  helpful  or  should  therapy  begin  im- 
mediately? 

Dr.  Hogan:  One  could  order  FSH,  LH,  andro- 
stenedione  and  testosterone  to  document  polycystic 
ovarian  disease.  However,  with  the  clinical  history, 
a successful  trial  of  therapy  would  support  the  di- 
agnosis. 

Dr.  Ingram:  Prolactin  concentration  would  be 
important.  A patient  who  does  not  have  galactorrhea 
may  have  an  elevated  prolactin.  Indeed,  small  in- 
creases in  prolactin  may  be  important  from  an  infer- 
tility standpoint  but  may  not  produce  galactorrhea  or 
amenorrhea. 

Dr.  Abraham:  Once  pregnancy  has  been  ruled 
out  with  either  your  physical  examination  or  a preg- 
nancy test,  one  should  withdraw  the  patient  with 
progestational  agent.  This  documents  adequate 
estrogen  stimulation  and  a normal  uterus.  Clo- 
miphene  can  then  be  given. 

Dr.  Meeks:  How  do  you  administer  clomiphene? 

Dr.  Ingram:  I would  give  clomiphene  beginning 
on  the  fifth  day  of  her  period.  There  is  some  con- 
troversy regarding  the  best  day  to  begin  clomiphene 
and  some  people  begin  on  day  2. 

Dr.  Meeks:  What  do  you  do  if  the  patient  is  late 
for  her  next  menses? 

Dr.  Abraham:  If  she  is  late  for  her  next  menses  I 
review  the  BBT.  If  it  is  biphasic  and  she  is  further 
than  20  days  from  her  date  of  ovulation  I suspect 
pregnancy  and  order  a pregnancy  test.  If  the  chart  is 
not  biphasic  then  she  probably  did  not  ovulate.  I 
would  give  medroxyprogesterone  (Provera)  to  in- 
duce bleeding  and  then  repeat  the  clomiphene. 

Dr.  Meeks:  This  patient  was  given  clomiphene 
50  mg  daily  on  days  5-9.  She  presented  for  evalua- 
tion two  weeks  after  her  expected  menses.  Her 
temperature  had  been  elevated  above  98°  for  25  days 
(see  Figure  2).  Examination  at  that  time  revealed  a 
cyanotic  cervix  with  thick  sticky  cervical  mucus. 
The  uterus  was  soft  but  normal  size.  A serum  preg- 
nancy test  was  positive.  When  is  laparoscopy  indi- 
cated? 

Dr.  Abraham:  Ordinarily,  laparoscopy  is  best 
done  after  completion  of  the  other  portion  of  the 
work-up. 

Dr.  Hogan:  I do  diagnostic  laparoscopy  on  “un- 
explained” infertility,  and  on  patients  who  have  an 
abnormal  hysterosalpingogram. 

Dr.  Ingram:  I do  not  have  a specific  time  for 
laparoscopy.  However,  if  the  basic  evaluation  is 
normal,  laparoscopy  is  indicated.  Indeed,  it  would 
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seem  that  approximately  30-50%  of  otherwise  nor- 
mal patients  who  are  unable  to  become  pregnant 
have  endometriosis.  Often  the  only  way  this  can  be 
documented  is  with  laparoscopy.  If  I suspect  en- 
dometriosis from  physical  examination,  I document 
by  laparoscopy  rather  than  treating  it  empirically. 

Dr.  Meeks:  Are  there  complications  associated 
with  clomiphene  and  how  many  cycles  would  you 
utilize  clomiphene? 

Dr.  Hogan:  I believe  that  there  are  two  complica- 
tions. One  is  multiple  gestation  and  the  other  is 
ovarian  hyperstimulation.  The  incidence  of  twins 
associated  with  clomiphene  is  around  6%.  The  inci- 
dence of  hyperstimulation  is  usually  low;  however,  I 
have  had  a patient  who  had  a hemoperitonium  from  a 
ruptured  corpus  luteum  cyst. 

Dr.  Abraham:  I would  increase  the  clomiphene 
if  she  did  not  ovulate  on  50  mgs  daily  for  five  days.  I 
have  gone  up  as  high  as  150  mgs  and  very  rarely  to 
200  mgs  daily  for  five  days.  Certainly  if  the  patient 
fails  to  conceive  after  six  months  of  ovulation, 
irrespective  of  the  dose  of  clomiphene,  I would  reev- 
aluate the  patient. 


Dr.  Meeks:  In  summary,  the  evaluation  of  the 
infertile  couple  must  address  both  male  and  female 
factors.  Approximately  40%  of  the  couples  will  have 
a male  factor.  This  can  usually  be  evaluated  by 
history  to  insure  that  the  frequency  of  intercourse  is 
adequate  and  that  there  is  no  sexual  dysfunction.  The 
evaluation  of  a fresh  semen  and  an  appropriately 
timed  postcoital  test  document  normal  sperm  pro- 
duction, morphology  and  motility.  Approximately 
60%  of  couples  will  have  an  identifiable  problem 
with  the  woman.  In  the  course  of  evaluation,  ovula- 
tion should  be  documented,  and  tubal  obstruction, 
uterine  factors  and  cervical  factors  should  be  elimi- 
nated. It  is  important  to  appreciate  that  in  approx- 
imately 20%  of  cases  there  is  both  a male  and  a 
female  factor.  The  emotional  stress  placed  on  the 
infertile  couple  must  be  appreciated  by  the  physi- 
cian. Therapy  must  be  individualized  once  a prob- 
lem has  been  identified. 

I would  like  to  thank  our  panelists  for  coming 
today.  They  have  taken  time  from  busy  practices  to 
share  their  expertise  with  us.  ★★★ 

2500  North  State  Street  (39216) 
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SPECIAL  ARTICLE 


Malpractice  Litigation  — 
A Personal  Viewpoint 

C.  G.  SUTHERLAND,  M.D. 

Jackson,  Mississippi 


This  writer  has  always  felt  that  physicians  should 
be  encouraged  to  participate  in  medical  malpractice 
litigation  depending  upon  their  personal  philosophy, 
desires  and  the  merits  of  the  case.  It  would  be  coun- 
ter-productive and  self-defeating  if  all  doctors  re- 
fused to  participate  in  medical  malpractice  cases. 
Currently,  the  proper  functioning  of  our  judicial 
system  is  an  attempt  to  adjudicate  a professional 
liability  claim  in  an  equitable  fashion  is  almost  al- 
ways contingent  upon  the  participation  of  experts  in 
the  field.  Should  the  time  ever  come  when  there  was 
no  participation  by  experts,  it  would  be  reasonable  to 
assume  that  the  judicial  system,  of  necessity,  would 
be  changed. 

Locality  Rule 

Currently,  Mississippi  physicians  are  judged 
under  a locality  rule  interpretation  that  we  feel  is  fair 
to  each  side.  In  essence,  our  State  Supreme  Court 
has  said  that  medical  experts  in  a malpractice  trial 
should  be  familiar  with  the  standard  of  care  in  Mis- 
sissippi and  should  reside  within  a “reasonable  dis- 
tance” from  our  state’s  borders.  Needless  to  say, 
some  plaintiff  attorneys  are  quite  dismayed  by  this 
ruling  and  at  this  writing  are  attempting  to  get  our 
Supreme  Court  to  reconsider  its  position  and  subject 
the  physicians  in  this  state  to  a so-called  “National 
Standard  of  Care.” 

At  first  blush,  one  might  conclude  that  a national 
standard  of  care  is  both  innocuous  and  fair.  Of 
course  Mississippians  are  entitled  to  as  high  a level 
of  medical  care  as  are  those  who  live  in  New  York  or 
California.  Why  should  medical  experts  from  Bos- 
ton or  Chicago  be  excluded  from  the  courtrooms  in 
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Mississippi?  Never  mind  that  these  experts  may  nev- 
er have  been  in  this  state,  talked  to  a physician  in  this 
state,  or  treated  a patient  from  this  state.  Never  mind 
that  some  of  these  experts  allegedly  make  a signifi- 
cant proportion  of  their  income  from  testifying  all 
over  the  country. 

On  second  blush  then,  after  a more  detailed  analy- 
sis, one  might  conclude,  as  we  did,  that  there  is  no 
such  thing  as  a National  Standard  of  Care.  “Good 
Medical  Care,”  under  similar  circumstances,  might 
well  be  judged  on  a national  basis  — but  “Good 
Medical  Care”  and  “National  Standard  of  Care” 
are  not  synonymous.  In  no  way  will  the  “standard  of 
care”  in  a small  Mississippi  hospital  ever  be  the 
same  as  it  is  in  a large  medical  center  in  New  Eng- 
land. Hospital  facilities,  laboratories,  anesthesia, 
nursing  care,  surgical  expertise,  housestaff  — these 
are  just  a few  of  the  variants  that  belie  the  thesis  that 
there  is  a National  Standard  of  Care  in  medicine. 

There  is  no  more  of  a national  standard  of  care  in 
the  practice  of  medicine  than  there  is  a national 
standard  of  care  in  the  practice  of  law.  Witness  the 
1 80-degree  difference  of  opinion  that  occurs  at  times 
in  the  ruling  of  one  state  supreme  court  as  compared 
to  another.  There  are  many  examples.  In  some 
states,  a shortened  statute  of  limitations  for  minors  is 
constitutional  — in  others  it  is  not.  The  same  can  be 
said  for  the  constitutionality  of  compulsory  arbitra- 
tion, collateral  source  laws,  liability  for  raising  a 
child  in  wrongful  birth  suits,  and  on  and  on.  But  rest 
assured  that  if  all  Mississippi  physicians  refused  to 
participate  in  the  adjudication  of  medical  malprac- 
tice suits,  then  we  would  be  subjected  to  a National 
Standard  of  Care  and  experts  from  all  over  would  be 
here  to  testify. 

Finally,  consideration  should  be  given  to  the  fact 
that  any  practicing  physician  in  this  state  faces  the 
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likelihood  of  being  sued  for  malpractice  at  some 
time  during  his  medical  career.  Malpractice  suits 
against  Mississippi  physicians,  which  have  already 
reached  an  alarming  level,  continue  to  increase  in 
frequency.  And  if  you’re  sued  and  hope  to  prevail, 
you  will  probably  need  some  of  your  peers  to  assist 
in  your  defense. 

Should  you  choose  to  participate,  perhaps  the 
following  observations  might  be  worthy  of  your  con- 
sideration. Admittedly,  this  represents  a personal 
opinion,  the  validity  of  which  is  open  to  challenge. 

Expert  Witness 

By  legal  definition,  medical  malpractice  is  negli- 
gence (sub-standard  care)  that  directly  causes  (proxi- 
mate cause)  injury.  All  of  these  three  elements 
(negligence-proximate  cause-injury)  must  be  pres- 
ent in  order  for  the  definition  of  malpractice  to  be 
satisfied.  Negligence  without  injury  is  not  action- 
able. And  the  attorney  in  the  courtroom  while  you 
are  on  the  witness  stand  will  ask  you  in  effect,  “and 
doctor,  based  on  all  of  the  evidence  in  this  case,  to  a 
reasonable  medical  probability,  did  Doctor  X meet 
the  standard  of  care?”  Obviously,  your  answer  is 
extremely  important  as  to  the  outcome  of  the  case. 

Which  brings  us  to  a closer  look  at  the  role  of  the 
medical  expert.  In  our  current  judicial  system,  the 
decision  as  to  whether  or  not  sub-standard  care  re- 
sulted in  injury  that  should  be  compensated  is  made 
by  lay  persons  (judge  or  jury).  In  other  words,  the 
definition  of  malpractice  is  whatever  the  judge  or 
jury  says  it  is.  It  is  an  exercise  in  futility  to  argue  the 
merits  of  the  system  — that’s  the  way  it  is.  And 
usually  the  only  way  a lay  person  can  reach  a fair 
conclusion  is  through  education  — education  pro- 
vided by  the  expert  witness. 

In  theory  at  least,  the  expert  witness  should  not  be 
an  advocate  for  either  side.  He  should  be  expressing 
a learned,  unbiased  opinion,  based  on  a careful, 
complete  review  of  the  case,  as  to  whether  or  not  the 
defendant  physician  breached  the  standard  of  care. 
In  effect,  his  role  is  to  assist  the  court  as  it  attempts  to 
reach  a just  decision.  Theoretically,  he  is  not  testify- 
ing “for”  or  “against”  either  side.  (It  is  true  that  he 
is  called  to  testify  by  one  or  the  other  side  and  is 
reimbursed  for  his  time  by  whichever  side  calls  him 
to  testify . ) It  should  be  a moot  question  for  him  to  be 
asked  “Doctor,  how  many  times  have  you  testified 
for  the  plaintiff/defense?”  in  an  effort  to  discredit 
him.  Again,  he  should  be  testifying  in  an  attempt  to 
be  of  assistance  to  the  court  — not  as  an  advocate  for 
either  side. 

Unfortunately,  at  times,  what  is  true  in  theory  is 


not  what  happens  in  fact.  Seemingly,  some  experts 
forget  that  the  practicing  physician  is  only  required 
to  do  what  a reasonable,  prudent,  adequately  trained 
physician  would  have  done  under  similar  circum- 
stances. Just  because  the  defendant  physician  chose 
a different  approach  than  the  expert  would  have 
chosen  does  not  make  him  guilty  of  malpractice.  Just 
because  trainees  at  Tulane  may  get  a different  phi- 
losophy than  trainees  at  Mayo  Clinic  does  not  mean 
that  either  is  wrong.  Legally,  the  defendant  physi- 
cian is  not  even  held  to  a course  of  action  that  most 
physicians  may  have  chosen.  If  a substantial  minor- 
ity would  have  agreed  with  his  treatment,  then  legal- 
ly it  was  an  acceptable  course  for  him  to  have  fol- 
lowed. 

It  is  also  unfortunate  that  some  medical  experts 
choose  to  become  advocates,  with  the  result  being 
that  the  expert  endeavors  to  fit  his  advocacy  posture 
to  a retrospective,  myopic,  non-objective  analysis  in 
an  attempt  to  assure  victory  for  the  side  which  asked 
him  to  testify.  In  some  instances,  we  have  observed 
medical  experts  called  by  the  plaintiff  express  opin- 
ions concluding  that  the  medical  problem  had  been 
mishandled  and  the  standard  of  care  had  indeed  been 
breached.  Interestingly,  these  experts  were  testify- 
ing about  the  treatment  of  a pathological  entity 
which  was  different  from  what  the  patient  actually 
had.  Their  advocacy  had  blinded  them  to  the  facts  of 
the  case. 

There  is  no  ‘ ‘conspiracy  of  silence”  among  physi- 
cians in  Mississippi.  When  this  charge  is  hurled,  one 
can  only  wonder  if  the  accuser  is  including  those 
suits  that  were  filed  (without  prior  review  by  a physi- 
cian) in  which  the  plaintiff’s  attorney  cannot  find  a 
physician  to  testify  for  the  simple  reason  that  there 
was  no  malpractice  to  begin  with.  In  one  case  to  our 
knowledge,  the  plaintiff’s  attorney  was  repeatedly 
informed  that  there  was  no  malpractice.  Undaunted, 
he  proceeded  anyway,  without  the  benefit  of  sup- 
portive expert  testimony.  He  did  not  prevail  in  the 
courtroom. 

There  is,  however,  a definite  reluctance  among 
many,  if  not  most,  physicians  to  get  involved  in  a 
malpractice  case.  This  reluctance  is  quite  under- 
standable. Malpractice  litigation  is  a game  we  don’t 
understand,  played  by  rules  we  don’t  understand, 
and  the  attorneys  have  the  home  court  advantage. 
Participation  can  be  time  consuming,  frustrating, 
and  unpleasant  even  under  the  best  of  circum- 
stances. Cases  are  tried  under  the  adversary  system 
— and  adversary  means  just  what  it  says.  Each  side 
attempts  to  present  its  argument  to  the  jury  in  the  best 
light  possible,  including  attempts  to  impeach  the 
credibility  of  the  witnesses  for  the  other  side.  And 
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since  what  the  attorney  says  in  his  closing  argument 
is  “privileged,”  he  cannot  be  held  responsible  for 
what  he  says.  It  has  been  a sad  and  sobering  experi- 
ence to  hear  attorneys  viciously  attack  the  honesty, 
integrity  and  motivation  of  the  medical  expert  for  the 
other  side.  One  must  conclude  that  such  tactics,  used 
at  a public  forum,  can  only  succeed  in  demeaning 
two  proud  and  honorable  professions  and  does  noth- 
ing to  elevate  either  in  public  esteem.  (Not  to  men- 
tion the  fact  that  such  efforts  were  singularly  unsuc- 
cessful in  the  hoped-for  effect  on  the  jury  in  the  cases 
we  observed.)  Such  tactics  are  not  used  by  most 
attorneys,  but  the  potential  for  such  judicial  abuse  is 
always  there.  Understandably  then,  there  is  a reluct- 
ance among  many  physicians  to  become  involved. 
The  fact  remains,  however,  that,  in  the  final  analy- 
sis, it  is  to  our  best  interests  to  become  involved. 

Reviewing  a Case 

The  question  has  been  asked  repeatedly  as  to  what 
course  to  take  when  an  attorney  asks  you  to  review  a 
case.  Invariably,  we  have  encouraged  the  physician 
to  agree  to  review  the  case  and  to  express  an  opinion. 
This  does  not  mean  that  you  are  automatically 
agreeing  to  testify.  You  may  or  may  not  elect  to  do 
so.  (If  the  attorney  doesn’t  like  your  opinion,  he  is 
likely  to  seek  other  opinions  hoping  to  find  one  that 
supports  his  theory  of  malpractice.)  But  your  opin- 
ion may  well  prevent  the  filing  of  a non-meritorious 
suit  in  the  first  place. 

It  only  makes  sense  that  if  you  are  to  reach  a valid 
conclusion  in  malpractice  evaluations,  you  must 
have  the  entire  story  — not  just  the  part  that  an 
individual  attorney  may  want  you  to  have.  Of  ne- 
cessity then,  this  means  a review  of  the  entire  rec- 
ord, plus  information  from  any  other  source  that 
would  be  of  benefit  to  you  in  reaching  your  conclu- 
sion. 

The  validity  of  this  statement  has  been  substanti- 
ated repeatedly  at  meetings  of  our  Claims  Commit- 
tee. Prior  to  the  meeting,  each  member  of  the  com- 
mittee is  furnished  a copy  of  all  available  records  of 
the  case.  At  times,  a review  of  the  records  alone 
causes  one  to  lean  toward  a conclusion  of  negligence 
on  the  part  of  the  physician.  Then  after  hearing  the 
physician’s  explanation  of  his  care  of  the  patient,  an 
entirely  different  conclusion  may  be  reached. 

All  or  part  of  one  physician’s  philosophy  in  this 
regard  might  be  worthy  of  your  consideration.  This 
physician  does  review  cases  for  either  side,  but  he 


establishes  the  following  ground  rules  with  the  attor- 
ney up  front: 

1 . He  will  review  the  case  and  will  give  the  attor- 
ney an  opinion. 

2 . He  insists  upon  reviewing  the  entire  record  and 
upon  being  informed  of  any  other  information 
the  attorney  may  have  that  has  a bearing  on  the 
case. 

3.  He  reserves  the  right  to  talk  to  anyone  in- 
volved, including  the  defendant  physician,  be- 
fore giving  an  opinion. 

4 . He  retains  the  option , after  review , to  testify  or 
not  to  testify  and  also  retains  the  option  to 
testify  for  either  side  as  his  conscience  might 
dictate. 

5 . He  and  the  attorney  agree  on  an  hourly  fee  for 
his  time  with  said  fee  to  be  paid  irrespective  of 
any  future  participation  on  his  part. 

6.  At  the  beginning,  a written  agreement  to  these 
conditions  is  obtained  from  the  attorney. 

Some  attorneys  may  well  refuse  to  agree  to  these 
stipulations.  Perhaps  they  would  feel  that  since  they 
had  paid  you  for  your  time  in  reviewing  the  case, 
then  you  are  certainly  not  free  to  testify  for  the  other 
side  if  you  choose.  After  all,  you  have  been  privy  to 
‘ ‘privileged  information . ’ ’ 

The  fallacy  of  such  an  attitude  by  the  attorney  is 
obvious  if  we  are  talking  about  “truth  and  justice.” 
The  validity  of  such  an  attitude  is  obvious  if  we’re 
talking  about  “winning  a case.”  For  example,  let’s 
say  that  a plaintiff’s  attorney  gets  ten  doctors  to 
review  a case.  He  pays  them  for  their  time.  All  ten 
tell  him  that  he  has  no  case.  He  persists  and  finally 
finds  an  M.D.  that  supports  his  position  — but 
unless  otherwise  stipulated  up  front,  the  original  ten 
may  have  been  effectively  blocked  from  giving  testi- 
mony that  would  be  supportive  of  the  defense.  So, 
we  are  back  to  square  one  — are  we  talking  about 
truth  and  justice  or  are  we  talking  about  winning  a 
case? 

The  decision  is  yours  as  to  whether  or  not  you 
review  a case.  The  decision  is  the  attorney’s  as  to 
whether  or  not  he  will  agree  to  any  stipulations  on 
your  part. 

Hopefully  more  and  more  physicians  will  become 
participants  in  the  malpractice  litigation  process. 
And  hopefully,  more  thought  will  be  given  to  what 
their  role  is  as  well  as  what  their  role  should  be. 

★★★ 
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The  President  Speaking 


Wrap-Up 


Ellis  M.  Moffitt,  M.D. 
Jackson,  Mississippi 


This  past  year  I have  attempted  to  introduce  you  to  a new  way  of 
thinking  about  your  practice.  You  have  been  exposed  to  articles  on 
competition.  You  have  been  introduced  to  marketing  your  prac- 
tice. More  recently,  in  an  attempt  to  bring  these  two  subjects 
together,  I have  written  a series  of  articles  on  alternate  health  care 
delivery  systems. 

A friend  and  I were  talking  on  one  of  these  beautiful  spring  days 
recently  and  he  said,  “It  is  just  a matter  of  time  before  some 
organization  starts  a PPO  in  Mississippi.”  I agree.  My  desire,  in 
my  writings,  is  that  you  be  informed  of  these  important  subjects 
and  be  ready  to  make  a logical  and  orderly  decision  when  the  time 
comes. 

Recently  the  Internist  devoted  a whole  issue  to  the  fragile 
alliance  of  business  and  medicine  under  the  title  of  coalitions  on 
health  care.  These  coalitions  include  business,  labor  and  medi- 
cine. There  is  a gradual  trend  to  exclude  medicine  from  these 
except  in  an  advisory  capacity.  The  coalitions  are  using  this  as  a 
“muscle  flexing”  exercise  as  bulk  buyers  of  medical  care  in  an 
effort  to  warn  the  medical  community  they  will  not  tolerate  health 
care  costs  that  escalate  any  greater  than  the  normal  inflation  rate. 

Fortunately  we  do  not  have  much  of  this  attitude  prevailing  in 
Mississippi,  but  we  have  had  some  near  misses.  The  PPO  idea  at 
Baxter  Laboratories  in  Cleveland,  Mississippi,  got  started  for  a 
number  of  reasons:  (1)  the  home  office  in  the  Chicago  area  im- 
plemented a PPO  because  of  the  competitive  nature  of  health  care 
in  the  Chicago  area;  (2)  the  increasing  cost  of  health  care  at  a far 
greater  rate  than  general  inflation;  and  (3)  the  overutilization  of  the 
health  care  system  by  employees  in  spite  of  repeated  efforts  by 
management  to  educate  the  patients  in  effectively  utilizing  the 
health  care  system.  This  PPO  approach  worked  well  for  Baxter  in 
the  Chicago  area.  Then  they  implemented  one  in  their  Arkansas 
plant.  It  was  only  natural  that  one  be  started  in  Cleveland. 

The  “gatekeeper”  concept  is  being  used  in  the  Baxter  Labs 
PPO.  Under  this  type  of  plan,  the  patient  must  first  be  seen  by  a 
primary  care  physician,  who  will  refer  to  a specialist  if  one  is 
needed.  No  employee  could  be  reimbursed  for  going  directly  to  a 
specialist. 

Blue  Cross  of  Mississippi  is  about  to  get  a PPO  up  and  running 

(Continued  on  page  139) 
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Changing  Times 

This  editorial  is  written  with  mixed  emotions.  For 
almost  30  years  I have  been  a staunch  advocate  of 
that  last  bastion  of  individual  medical  endeavor  — 
solo  practice.  I looked  forward  to  it  all  through 
medical  school  and  it  has  been  exactly  what  I wanted 
it  to  be  . . . and  at  times  a lot  more.  It  is  nice  not  to 
have  to  be  responsible  to  anyone  but  yourself.  The 
personal  satisfaction  of  helping  others  is  more  in- 
tense due  to  a closer  relationship  with  patients,  ie, 
not  sharing  their  illnesses  and  their  ups  and  downs 
with  another  doctor.  It  has  also  been  nice  to  know 
that  you  are  your  own  boss.  When  you  vacation  or 
take  time  off  you  don’t  have  to  feel  guilty  about 
maybe  not  doing  your  share  of  the  work.  It  is  equally 
nice  to  know  that  the  harder  you  work  the  more 
money  you  make. 

Being  the  only  doctor  in  town,  we  find  ourselves 
called  on  for  advice  from  all  sides,  whether  medical 
or  otherwise.  Particularly  in  a small  town  the  oppor- 
tunities to  help  are  enormous. 

All  this  above  is  my  testimony  recommending 
solo  practice.  The  flip  side  of  this  record  says  what 
you  know  too  well  already:  “can  to  can’t”  working 
hours;  on  call  at  the  time;  no  one  to  consult  with  on 
problems  you  see  in  the  office;  and  more  worries  and 
responsibilities  than  any  three  people  should  have. 
There  is,  of  course,  no  one  to  share  expenses  with, 
either. 


JOIN 

TODAY 

I now  have  a partner,  a son.  My  attitude  toward 
solo  practice  has  changed,  but  not  my  feeling  about 
the  practice  of  medicine.  Isn’t  it  wonderful? 

Thank  God  I am  a physician. 

Joe  Johnston,  M.D., 
Associate  Editor 

THE  PRESIDENT  SPEAKING 

(Continued  from  page  138) 

in  northeast  Mississippi.  By  the  time  this  is  printed  it 
will  be  in  the  “ready  to  go”  stage.  I am  glad  to  see 
Blue  Cross  has  changed  its  marketing  strategy,  as 
everything  I read  and  study  from  the  most  successful 
PPOs  is  that  discounts  are  out  and  not  cost  effective. 
The  most  successful  PPOs  are  those  with  strong 
medical  directors  and  good  utilization  review. 

There  are  others  who  are  trying  to  establish  PPOs. 
PPI  of  Mississippi  is  said  to  have  several  hospitals 
and  their  medical  staff  signed,  but  I am  not  aware  of 
any  business  or  industry  which  has  signed. 

There  does  seem  to  be  interest  among  industry  and 
insurance  companies  in  PPOs.  Hospital  interest,  like 
physician  interest,  is  “lukewarm.” 

One  of  the  best  means  I know  of  to  offset  the 
formation  of  an  alternate  health  care  delivery  system 
in  your  area  is  to  help  us  implement  the  report  enti- 
tled, “Quality  Medical  Care  at  a Reasonable  Cost,” 
which  was  discussed  and  adopted  at  a special  session 
of  the  MSMA  House  of  Delegates  in  January.  You 
will  find  it  printed  in  its  entirety  in  the  March  issue  of 
the  Journal  MSMA. 

My  suggestion  to  you  is,  be  informed.  Read  ev- 
erything you  can  about  alternate  health  care  delivery 
systems.  If  one  comes  to  your  community  you  will 
be  able  to  make  rational  and  intelligent  decisions. 

It  has  been  a pleasure  serving  as  your  president 
and  spokesperson  this  past  year.  Nina  and  I appreci- 
ate the  many  courtesies  extended  to  us  by  you. 

★★★ 
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The  AMA  and  U.S.  Health  Policy  Since  1940: 

Frank  D.  Campion;  Chicago:  Chicago  Review 

Press,  1984.  $25.00. 

A few  years  ago,  the  AMA  commissioned  the 
writing  of  a book  to  record  the  history  of  the  AMA 
since  1940.  The  book  has  been  published,  and  I have 
had  occasion  to  read  it.  I advise  all  physicians  and 
those  others  who  are  interested  in  the  socioeco- 
nomics of  medicine  to  read  it  as  well.  The  book  is 
entitled  The  AMA  and  U.S.  Health  Policy  Since 
1940.  The  author  is  Frank  D.  Campion,  a profes- 
sional writer  who  graduated  from  Yale  and  subse- 
quently worked  for  Time  Incorporated,  Life  Maga- 
zine, and  for  the  New  York  Stock  Exchange  as  a 
public  relations  executive.  He  had  been  an  employee 
of  the  AMA  for  seven  years  before  undertaking  the 
writing  of  this  book. 

The  book  is  not  an  encyclopedia  of  facts  and 
neither  is  it  a simple  chronology  of  the  events  that 
have  occurred  in  the  activities  of  the  AMA.  Rather, 
it  is  a well  balanced  and  readable  account  of  the 
AMA  as  it  evolved  and  functioned  during  this  time. 
Undoubtedly,  many  details,  many  issues,  and  many 
events  have  been  excluded  for  the  sake  of  brevity. 
Such  exclusions  invite  distortions  according  to  the 
bias  of  the  author.  Nevertheless,  my  perception  as  a 
member  of  the  AMA  House  of  Delegates  since  1978 
is  that  he  has  captured  the  personality  and  the  chang- 
ing moods  of  the  AMA  with  remarkable  clarity.  The 
text  contains  an  ample  supply  of  facts  and,  in  addi- 
tion, the  reader  is  supplied  with  an  imposing  list  of 
references  with  which  the  serious  student  or  the 
skeptic  may  fill  in  the  factual  gaps  or  corroborate  the 
validity  of  the  information  contained  within  the 
book.  The  reader’s  interest  is  further  enhanced  by 
the  deft  interweaving  of  descriptions  of  personalities 
into  the  discussion  of  issues  and  events.  At  times, 
the  book  takes  on  more  of  the  flavor  of  an  adventure 
story  than  of  a historical  record. 

The  time  encompassed  by  this  history  is  a particu- 
larly eventful  and  turbulent  period  in  medical 
affairs.  The  science  and  the  art  of  medicine  as  well  as 
the  socioeconomics  of  the  profession  have  under- 
gone dramatic  and  revolutionary  changes.  The  au- 
thor dissects  these  changes  into  component  parts  and 
traces  the  parts  chronologically  to  improve  under- 
standing of  how  important  trends  have  developed.  In 


several  chapters,  his  strategy  is  to  identify  important 
issues,  most  of  which  are  prominent  agenda  items 
for  today’s  debate,  and  to  follow  the  trail  of  these 
issues  from  points  of  origin  to  the  present  time.  As  a 
result,  a longitudinal  perspective  is  provided  which 
clearly  defines  the  context  of  today’s  discussion.  By 
reading  this  book,  physicians  are  certain  to  gain  new 
insights  which  will  influence  their  participation  in 
medical  affairs. 

In  spite  of  the  excellent  work  the  author  has  done 
in  researching  his  material,  I doubt  if  critics  of  the 
AMA  will  find  this  book  entirely  credible.  The  book 
was  commissioned  by  the  AMA  and  was  written  by  a 
staff  employee.  There  is  a patronizing  tone  to  the 
book  which  may  suggest  to  the  critical  reader  that  the 
author  is  not  entirely  objective  in  discussing  the 
leadership  role  of  the  AMA  and  in  the  evaluation  of 
individual  personalities  who  have  been  in  positions 
of  leadership  within  the  organization.  As  depicted, 
there  are  clearly  good  guys  and  bad  guys,  and  the 
good  guys  in  this  book  have  generally  been  those 
who  prevailed.  My  guess  is  that  some  of  the  losers 
and  some  of  those  who  espoused  losing  causes  might 
have  different  views  of  what  was  right  and  what  was 
wrong  at  the  time  the  events  occurred. 

Experience  would  indicate  to  me  that  most  physi- 
cians pass  Judgement  upon  the  AMA  on  the  basis  of 
anecdotal  experience  and  limited  knowledge.  The 
most  important  value  of  this  book,  it  seems  to  me,  is 
that  it  provides,  in  a very  readable  form,  an  oppor- 
tunity for  individuals  to  understand  the  organization- 
al structure  and  policies  of  the  AMA  in  light  of  its 
historical  development.  There  can  be  no  doubt  that 
the  AMA  is,  and  has  been,  a major  force  in  medical 
affairs.  The  decision  to  be  involved  or  not  to  be 
involved  is  a major  one  for  each  individual  practic- 
ing physician.  By  reading  this  book,  both  supporters 
and  critics  of  the  AMA  may  find  basis  for  their 
views,  but  each  group  will  benefit  by  acquiring  a 
more  complete  understanding  of  such  issues  as  stan- 
dards of  education  and  licensure,  medical  manpow- 
er, third  party  reimbursement  for  medical  services, 
health  care  costs,  “town-gown”  conflicts,  national 
health  programs,  competition  in  medical  practice, 
peer  review  and  many  others.  In  addition,  the  prin- 
cipal actors  in  all  these  dramas  become  real,  live 
people  and  not  just  names  which  are  vaguely  remem- 
bered. 

Having  begun  the  reading  of  this  book,  the  physi- 
cian with  an  interest  in  the  politics  of  medical  prac- 
tice will  find  it  difficult  to  put  it  down. 

W.  Lamar  Weems,  M.D. 

Jackson,  MS 
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ZORprin®  provides 
800 mg  of  aspirin  in  a unique, 
patented  zero-order  release 
delivery  system. 

Convenient  two-tablet,  b.  i.  d.  dosage 

• Easy-to-remember  regimen  improves  compliance 

• 24-hour  pain  relief 


Efficacy  comparable  to  NSAls 

• Helps  reduce  morning  stiffness  and  nighttime  pain 

Side  effect  profile  superior  to  plain  aspirin . . . 
comparable  to  NSAls 

• ZORprin®  is  economical  arthritic  therapy 

• Prescription  only 

The  ideal  method  to  maintain  therapeutic  control 


Pioneers  in  medicine  for  the  family 
Boots  Pharmaceuticals,  Inc. 

6540  LINE  AVENUE,  PO.  BOX  67.50 
SHREXTIPORT,  LOUISIANA  71106  -9989 


See  brief  summary  of  prescribing 
information  on  next  page. 


ZOR 

(aspirin) 


Before  prescnDing  see  complere  prescnoing  information  The 
following  IS  a Brief  summary  □ INDICATIONS  AND  USE:  ZORprin® 
IS  indicated  for  tne  treatment  of  rheumatoid  arthritis  and 
osteoarthritis  The  safety  and  efficacy  of  ZORonn®  have  not 
Been  estaBiished  in  those  rheumatoid  arthritic  patients  who 
are  designated  By  the  American  Rheumatism  Association  as 
Functional  Class  IV,  uncapacitated,  largely  or  whollv  Beorioden, 
or  confined  to  wheelchair,  little  or  no  self-carei  o contraindi- 
cations. ZORprin*  should  not  Be  used  in  patients  known  to  Be 
hypersensitive  to  salicylates  or  in  individuals  with  the  syndrome 
of  nasal  polvos.  angioedema,  Bronchospastic  reactivity  to  aspirin, 
renal  or  hepatic  insufficierKy.  hypoprothrompmemia  or  other 
Bleeding  disorders  ZORprin*  is  not  recommended  for  children 
under  12  years  of  age,  it  is  contraindicated  in  all  children  with 
fever  accompanied  By  dehydration  □ WARNINGS:  ZORprin* 
should  Be  used  with  caution  when  anticoagulants  are  prescnoed 
concurrently,  since  aspirin  may  depress  the  concentration  of 
prothromBin  in  plasma  and  increase  Bleeding  time  Large  doses 
of  salicylates  may  have  hypoglycemic  action  and  enhance  the 
effect  of  the  oral  hypoglycemics,  concomitant  use  therefore  is 
not  recommended  However,  if  such  use  is  necessary,  dosage  of 
the  hypoglycemic  agent  must  Be  reduced  The  hypoglycemic 
action  of  the  salicylates  may  also  necessitate  adjustment  of  the 
insulin  requirements  of  diaPetics  While  salicylates  in  large  doses 
have  a uricosuric  effect,  smaller  amounts  may  reduce  the  urico- 
suric effect  of  uricosuric  agents  □ USE  IN  pregnancy  Aspirin 
can  cause  fetal  harm  when  administered  to  pregnant  women 
Aspirin  interferes  with  maternal  and  infant  Blood  clotting  and 
may  lengthen  the  duration  of  pregnancy  and  parturition  Aspirin 
has  produced  teratogenic  effects  and  increases  the  incidence 
of  stiliBirths  and  neonatal  deaths  in  animals  if  this  drug  is  used 
during  pregnancy,  or  if  the  patient  Becomes  pregnant  while 
taking  this  drug,  the  patient  should  Be  apprised  of  the  potential 
hazard  to  the  fetus  Aspirin  should  not  Be  taken  during  the  last 
3 months  of  pregnancy  ° PRECAUTIONS  Appropriate  precau- 
tions Should  Be  taken  in  prescriBing  ZORprin®  for  patients  who 
are  known  to  Be  sensitive  to  aspirin  or  salicylates  Particular  care 
Should  Be  used  when  prescribing  this  medication  for  patients 
with  erosive  gastritis,  peptic  ulcer,  mild  diabetes  or  gout  As  with 
all  salicylate  drugs,  caution  should  Be  exercised  in  prescribing 
ZORprin®  for  those  patients  with  bleeding  tendencies  or  those 
on  anticoagulant  drugs.  Large  doses  of  salicylates  should  Be 
avoided  m patients  with  clear  evidence  of  carditis  in  order  to 
avoid  exacerbation  of  disease  or  adrenal  insufficiency,  patients 
who  have  Been  on  prolonged  corticosteroid  therapy  should  have 
their  therapy  tapered  slowly  rather  than  discontinued  abruptly 
when  ZORprin*  laspinm  is  made  a part  of  the  treatment  pro- 
gram Patients  recaving  large  doses  of  aspirin  and/or  prolonged 
therapy  may  devaop  mild  salicylate  intoxication  isalicylismi  that 
may  Be  reversed  By  reduction  in  dosage  Salicylates  can  produce 
changes  in  thyroid  function  tests  Salicylates  should  Be  used 
with  caution  in  patients  with  severe  hepatic  damage,  preexist- 
ing hypoprothromBinemia,  Vitamin  k deficiency  and  in  those 
undergoing  surgery  Since  aspirin  raease  from  ZORprin®  is  pH 
dependent,  it  may  change  in  those  conditions  where  the  gastric 
pH  has  Been  increased  via  antacids,  gastric  secretion  mhiBitors 
or  surgical  procedures  o ADVERSE  REACTIONS  Hematologic 
Aspirin  interferes  with  blood  clotting  Patients  with  a history 
of  Blood  coagulation  defects  or  receiving  anti-coagulant  drugs 
or  with  severe  anemia  should  avoid  ZORprin®  Aspirin  used 
chronically  may  cause  a persistent  iron  deficiency  anemia. 
Gastrointestinal  Aspirin  may  potentiate  peptic  ulcer,  and  cause 
stomach  distress  or  heartburn  Aspirin  can  cause  an  increase  in 
occult  Bleeding  and  in  some  patients  massive  gastrointestinal 
Bleeding  However,  the  greatest  release  of  active  drug  from 
ZORprin®  is  designed  to  occur  in  the  small  intestine  over  a period 
of  time  This  has  resulted  in  less  symptomatic  gastrointestinal 
Side  effects  Allergic  Allergic  and  anaphylactic  reactions  have 
Been  noted  when  hypersensitive  individuals  have  taken  aspirin 
The  most  common  allergic  reaction  to  aspirin  is  the  induction  of 
Bronchospasm  with  asthma-like  symptoms  Other  reactions  are 
hives,  rash,  angioedema,  as  well  as  rhinitis  and  nasal  polyps  Fatal 
anaphylactic  shock,  while  not  common,  has  Been  reported 
Central  Nervous  System:  Taken  in  overdoses,  aspirin  provides 
stimulation  which  may  Be  manifested  By  tinnitus  Following 
initial  stimulation,  depression  of  the  central  nervous  system 
may  Be  noted  Renal  Aspirin  may  rarely  cause  an  increase  in  the 
seventy  of  chronic  kidney  disease  Hepatic,  High  doses  of  aspirin 
have  Been  reported  to  produce  reversible  hepatic  dysfunction 
o OVERDOSAGE  Overdosage,  if  It  occurs,  would  produce  the  usual 
symptoms  of  salicylism,  tinnitus,  vertigo,  headache,  confusion, 
drowsiness,  sweating,  hyperventilation,  vomiting  or  diarrhea 
Treatment  for  mild  intoxication,  emptying  the  stomach  with  an 
emetic,  or  gastric  lavage  with  5%  sodium  BicarBonate  individuals 
suffering  from  severe  intoxication  should,  in  addition,  have 
forced  diuresis  By  intravenous  infusions  of  saline  and  sodium 
Bicarbonate  or  sodium  lactate,  dextrose  solution,  in  extreme 
cases,  hemodialysis  or  peritoneal  dialysis  may  Be  required  □ 
HOW  SUPPLIED  ZORprin®  tablets  800  mg.  plain,  white  capsule- 
shaped tablets  Bottles  of  lOO  tablets  o caution  Federal  Law 
prohiBits  dispensing  without  prescription  Manufactured  and 
distriButed  By  Boots  Pharmaceuticals.  Inc  Shreveport,  la  . 
71106  USA 
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COMMENT 


Lest  We  Forget 

Six  weeks  ago  a friend  stopped  me  in  the  stairwell 
of  a local  hospital.  His  story  was  a familiar  one. 

He  had  recently  been  at  odds  with  the  hospital 
administration  over  some  relatively  minor  incident 
and  had  sought  out  the  chief  of  staff  of  that  particular 
hospital  to  discuss  the  problem.  My  friend  naturally 
felt  the  chief  of  staff,  who  had  been  elected  as  the 
medical  staff  representative,  would  see  my  friend’s 
side  of  the  story  in  a favorable  light.  He  was  a bit 
dismayed  to  find  the  chief  of  staff  take  an  adversarial 
position  and  rather  rigorously  defend  the  hospital’s 
position.  Thinking  that  the  chief  of  staff  was  his 
representative,  my  friend  quickly  discovered  that  the 
chief  of  staff  was,  in  reality,  the  hospital’s  repre- 
sentative. My  friend  wondered  why  he  had  voted  for 
this  doctor  to  be  his  representative  — he  also  won- 
dered when  and  why  Dr.  Chief  of  Staff  changed 
from  representing  the  medical  staff  to  representing 
the  hospital. 

How  often  have  we  seen  this  happen?  How  often 
have  we  ourselves  done  the  same  as  Dr.  Chief  of 
Staff?  We  see  our  politicians  get  elected  as  repre- 
sentatives of  the  people  and  they  seem  to  forget  who 
elected  them  as  they  travel  to  Jackson  or  Washing- 
ton, D.C.  However,  we  don’t  expect  this  to  happen 
to  good  ole  Dr.  X when  he  is  elected  chief  of  staff.  It 
does  happen  though. 

In  some  areas  of  the  country  administrative  boards 
of  hospitals  select  a chief  of  staff  and  this  is  a paid 
position.  This  chief  of  staff  is  paid  to  be  a representa- 
tive of  the  hospital  and  to  look  out  for  the  hospital’s 
interest.  The  medical  staff  elects  a president  of  the 
medical  staff  who  serves  as  the  representative  of  the 
medical  staff. 

Perhaps  we  should  consider  this  in  our  commu- 
nity. As  things  stand  now,  we  elect  our  chief  of  staff, 
but  all  too  often  he  becomes  a representative  of  the 
hospital.  He  goes  to  meetings  which  are  presided 
over  by  the  hospital  administrator  (and  don’t  forget 
that  the  man  in  control  of  the  podium  is  the  man  in 
control  of  the  meeting),  he  sits  down  to  a nice  steak 
(not  the  same  as  the  one  in  the  hospital  cafeteria), 
and  enjoys  a very  pleasant,  amiable  meal.  He  listens 
to  the  hospital  administrator  discuss  the  woes  of  the 
hospital  and  all  its  problems.  A few  suggestions  are 
made  as  to  how  things  can  be  improved  if  we  can  just 
get  the  doctors  to  cooperate.  Satiated,  weary,  grate- 
ful for  the  nice  meal,  and  late  for  his  afternoon 


appointments,  he  agrees  to  go  along  with  the  sugges- 
tions of  the  hospital  administrator  — especially 
when  everyone  else  (director  of  nurses,  medical 
librarian,  hospital  business  manager,  etc.)  seems  to 
agree  with  the  hospital  administrator  that  it  is  a good 
policy.  It  may  just  be  a minor  item  but  this  doctor’s 
responsibility  is  to  use  all  his  resources  to  accom- 
plish the  desires  of  the  medical  staff.  The  medical 
staff  elected  him  as  their  representative  and  he  was 
not  elected  to  represent  the  hospital.  How  soon  we 
forget  from  whence  we  came. 

In  the  near  future,  and  in  fact  right  now,  we  will  be 
in  direct  competition  with  the  hospitals  for  the  avail- 
able medical  dollars.  We  want  to  be  fair  in  dealing 
with  the  others,  but  we  want  to  be  represented  (by 
our  elected  representatives).  Our  forefathers  fought 
a war  over  ‘ ‘ taxation  without  representation . ” Can  ’ t 
we  now  step  forward  and  remind  our  wayward  chiefs 
of  staff  that  we  elected  them  and  we  want  them  to 
represent  us  — the  medical  staff.  I doubt  we  really 
need  to  say  much.  Our  elected  representatives  just 
need  to  be  occasionally  reminded  of  who  elected 
them  and  whom  they  are  supposed  to  serve.  If  your 
chief  of  staff  is  not  representing  you  and  has  lost  his 
way  — wherever  it  may  be  — let  him  know  how  you 
feel.  Has  a hospital  chief  of  staff  ever  been  im- 
peached? 

J.  Elmer  Nix,  M.D. 

Jackson,  MS 


Medico-Legal  Brief 

Damage  Limit  Upheld 
In  Medical  Malpractice 

The  California  Supreme  Court  has  upheld  the  last 
remaining  sections  challenged  as  unconstitutional  in 
the  Medical  Injury  Compensation  Reform  Act  of 
1976,  approving  4 to  3 a $250,000  limit  on  damages 
for  pain  and  suffering  and  allowing  deduction  of  a 
victim’s  insurance  payments  from  damages  awarded 
in  court. 

Passed  when  skyrocketing  medical  malpractice 
insurance  premiums  threatened  to  put  many  doctors 
out  of  practice,  the  controversial  law  was  designed 
to  limit  the  high  cost  of  malpractice  suits  for  medical 
practitioners  and  their  insurers. 

Ruling  in  three  related  cases  in  1984  and  earlier 
this  year,  the  high  court  had  upheld  sections  of  the 
law  that  provide  for  periodic  rather  than  lump-sum 

(Continued  on  page  150) 
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The  AMA 

puts  current  information 
at  your  fingertips. 


The  first  nationwide  medical 
information  network  brings  a 
new  dimension  to  the  way  in 
which  physicians  and  other 
health  care  professionals  keep 
abreast  of  the  latest  knowledge 
in  their  profession. 

Now,  through  the  use  of  a 
low-cost  computer  terminal  or 
personal  computer,  you  can 
have  instant  access  to 
authoritative  and  up-to-date  in- 
formation. The  American 
Medical  Association’s  com- 
puterized data  bases  place  a 


wide  range  of  professional 
resources  at  your  fingertips, 
such  as  clinical,  administrative 
and  medical  practice  informa- 
tion, abstracts  of  current  clinical 
literature,  and  continuing 
medical  education  programs. 

Adding  a new  dimension  to 
the  way  in  which  you  com- 
municate is  MED/MAIL  elec- 
tronic mail.  With  the  same  ter- 
minal, you  can  send  messages 
to  your  colleagues  across  the 
country  or  across  the  city.  . .in 
minutes. 


Information  that  could  take 
hours  to  acquire  through  tradi- 
tional channels  can  now  be 
gathered  in  minutes,  giving  you 
valuable  extra  time  tor  other  im- 
portant activities.  And  you  can 
use  the  medical  information  net- 
work at  your  convenience,  24 
hours  a day,  from  your  office, 
hospital  or  home. 

It's  surprisingly  economical 
and  professionally  indispensable. 


l^lenet 

Medical  Information  Network 


FOR  SUBSCRIPTION  INFORMATION 
PLEASE  CONTACT  THE: 

MISSISSIPPI  STATE  MEDICAL  ASSOCIATION 
P.O.  BOX  5229 

JACKSON,  MISSISSIPPI  39216 

1-800-682-6415 

IN  JACKSON:  354-5433 


MEDICAL  ORGANIZATION 


MSMA  Auxiliary  Recognized 
For  MEDVOTE  Success 


Mrs.  Ted  Blanton,  president  of  the  MSMA  Auxiliary, 
accepts  an  award  from  Dr.  John  Koury,  chairman  of  the 
AMA  Board  of  Trustees.  The  award  recognized  the 
MSMA  Auxiliary’s  success  in  the  1984  MEDVOTE  cam- 
paign. Eorty-two  state  auxiliaries  participated  in  the  pro- 
ject, and  four  received  recognition  at  the  AMA  National 
Leadership  Conference  for  identifying  and  registering  the 
largest  number  of  unregistered  voters  among  doctors  and 
their  families. 


Three  Join  Faculty 
At  UMC  School  of  Medicine 

Three  have  been  named  to  the  School  of  Medicine 
faculty  at  the  University  of  Mississippi  Medical 
Center. 

The  appointments  were  announced  by  Dr.  Nor- 
man C.  Nelson,  vice  chancellor  for  health  affairs  and 
medical  school  dean,  following  approval  of  the 
Board  of  Trustees  of  Institutions  of  Higher  Learn- 
ing. 

Appointed  are  Dr.  Thomas  L.  Bennett,  assistant 
professor  of  pathology;  Dr.  M.  Victoria  Gerken, 
assistant  professor  of  surgery;  and  Dr.  Robert  S. 
Tarver,  instructor  in  surgery. 

Dr.  Bennett  received  the  B.A.  from  Drake  Uni- 
versity in  Des  Moines,  Iowa,  in  1974  and  earned  the 
M.D.  at  the  University  of  Iowa  College  of  Medicine 
in  1978.  He  completed  residencies  at  the  University 


Hospital  in  Cleveland  and  at  the  University  of  South 
Dakota  and  Veterans  Administration  Medical  Center 
in  Vermillion,  South  Dakota.  He  took  further  foren- 
sic training  at  the  office  of  the  Chief  Medical  Ex- 
aminer of  North  Carolina  in  1982.  He  has  been  an 
instructor  at  the  University  of  Iowa  College  of  Medi- 
cine in  Iowa  City,  Cuyahoga  Community  College  in 
Cleveland,  and  Lakeland  Community  College  in 
Sheboygan,  Wisconsin.  He  was  director  of  labora- 
tory medicine  and  pathology  at  Charter  Community 
Hospital  in  Des  Moines,  and  Iowa  State  Medical 
Examiner  since  1983  prior  to  coming  to  the  Medical 
Center. 

Dr.  Gerken  earned  the  B.S.  in  1974  at  Creighton 
University  and  the  M.D.  in  1978  at  the  University’s 
School  of  Medicine.  She  did  her  residency  at  the 
University  of  Mississippi  Medical  Center  and  was  a 
fellow  in  surgery  at  the  Medical  Center  before  her 
faculty  appointment. 

Dr.  Tarver  received  the  B.S.  in  1973  from  the 
University  of  Tennessee,  and  did  postgraduate  study 
at  Memphis  State  University.  He  earned  the  M.D.  at 
the  University  of  Mississippi  Medical  Center  in 
1978,  and  completed  his  residency  at  the  Medical 
Center  in  1984. 


12th  Annual  Surgical  Forum 
Held  in  Jackson 


Dr.  Jerry  D.  Moore  of  Dunedin,  Elorida,  left,  and  Dr. 
John  E.  Lucas  of  Greenwood,  right,  talk  with  Dr.  Lamar 
Weems  of  Jackson  during  the  Welfth  annual  Surgical 
Eorum  in  Jackson  sponsored  by  the  University  of  Missis- 
sippi Medical  Center  Department  of  Surgery  and  the 
Division  of  Continuing  Health  Professional  Education. 
They  were  among  the  225  physicians  from  across  the 
nation  who  attended  the  postgraduate  course.  Dr. 
Weems,  chief  of  the  urology  division  at  the  Medical  Cen- 
ter, was  one  of  the  forum  speakers. 
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“When  I realized  my  chances  of 
becoming  disabled  by  age  65 
were  three  times  greater  than  the 
chances  of  death  . . . 

I compared  disability  insurance 
plans.  And  I decided  that  my 
MSMA-endorsed  disability  in- 
surance plan 

SERVES  ME  BEST! 

It’s  not  group  insurance,  but  an 
individually-owned  policy 
which  is  non-cancellahle  and 
guaranteed  renewable, 


If  you’re  a member  of  the  Mississippi  State  Medical  Association  you  may  be 
eligible  for  this  outstanding  professional  disability  plan  at  discounted  pre- 
miums. 

• Non-cancellable,  guaranteed  renewable  • Cost  of  living  rider 

• Medical  specialty  protection  • Future  disability  insurance  option 

• Presumptive  loss  provision  • Lifetime  accident  and  sickness  rider 

• Indexing  of  prior  earnings  • Total  and  residual  disability  protection 

• Waiver  of  premium 


Offered  by  Paul  Revere  Insurance  Company  to  MSMA  members  through  its 
exclusive  representatives,  Professional  Disability  Specialists. 


Jon  B.  Wimbish,  Disability  Specialist 

1501  Lakeland  Drive,  Suite  200  Jackson,  MS  39216  Telephone  362-9800 
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Applewhite,  George  A.,  McComb.  Born 
McComb,  Nov.  3,  1950;  M.D.,  University  of  Mis- 
sissippi School  of  Medicine,  Jackson,  1975;  one 
year  internship,  Richland  Memorial  Hospital,  Co- 
lumbia, SC;  preventive  medicine  residency,  Tulane 
Medical  Center,  New  Orleans,  one  year;  elected  by 
South  Central  Medical  Society. 

Bass,  R.  Eugene,  Pascagoula.  Born  Picayune, 
Dec.  22,  1947;  M.D.,  University  of  Mississippi 
School  of  Medicine,  Jackson,  1979;  one  year  in- 
ternship, Baptist  Memorial  Hospital,  Memphis; 
orthopedic  residency,  Georgia  Baptist  Hospital  and 
Scottish  Rite  Hospital,  Atlanta,  1980-83;  sports 
medicine  fellowship,  Hughston  Orthopedic  Clinic, 
Columbus,  GA,  one  year;  elected  by  Singing  River 
Medical  Society. 

Boothe,  James  C.,  McComb.  Bom  Atlanta,  April 
9,  1946;  M.D.,  Louisiana  State  University  School  of 
Medicine,  New  Orleans,  1972;  interned  and  di- 
agnostic radiology  residency,  Alabama  Hospital  and 
Clinics,  Birmingham  1972-76;  elected  by  South 
Central  Medical  Society. 

Bradburn,  Dennis  O.,  Hickory.  Bom  Columbia, 
TN,  Jan.  4,  1954;  M.D.,  University  of  Tennessee 
Center  for  the  Health  Sciences,  Memphis,  1978;  one 
year  internship,  same,  elected  by  East  Mississippi 
Medical  Society. 

Brooks,  George  B.,  D.O.,  Gulfport.  Bom  Bald- 
wyn,  MS,  Nov.  16,  1955;  D.O.,  Kansas  City  Col- 
lege of  Osteopathic  Medicine,  Kansas  City,  MO 
1981;  interned  Naval  Regional  Medical  Center,  San 
Diego,  CA,  one  year;  elected  by  Coast  Counties 
Medical  Society. 

Das,  Suman  K.,  Jackson.  Bom  Calcutta,  India, 
May  6, 1944;M.D.,R.  G.  Kar  Medical  College  and 
Hospital,  Calcutta,  India,  1966;  interned,  same,  one 
year  and  general  surgery  residency,  1970-73;  plastic 
surgery  residency.  University  Medical  Center,  Jack- 
son,  MS,  1982-84;  elected  by  Central  Medical  Soci- 
ety. 

Gunter,  Henry  Thomas,  Columbus.  Bom  Co- 
lumbus, MS,  Feb.  3,  1935;  M.D.,  Tulane  Universi- 
ty School  of  Medicine,  New  Orleans,  1959;  interned 
Grady  Memorial  Hospital,  Atlanta,  one  year;  rotat- 
ing three-year  ob-gyn  residency,  Atlanta,  Honolulu, 
San  Francisco;  elected  by  Prairie  Medical  Society. 


Hassell,  James  Allen,  Newton.  Bom  Decatur, 
TX,  Aug.  24,  1943;  M.D.,  University  of  Oklahoma 
College  of  Medicine,  Oklahoma  City,  OK,  1971; 
interned  Memorial  Medical  Center,  Corpus  Christi, 
TX,  one  year;  elected  by  East  Mississippi  Medical 
Society. 

Hilborn,  Richard  Major,  Vicksburg.  Born 
Shreveport,  LA,  April  29,  1953;  M.D.,  Vanderbilt 
University  School  of  Medicine,  Nashville,  1979; 
interned  Tulane  and  Charity  Hospital,  New  Orleans, 
one  year;  orthopedic  surgery.  University  of  Virginia 
Hospital,  Charlottesville,  1980-84;  elected  by  West 
Mississippi  Medical  Society. 

Iyengar,  Rama  R.,  Meadville.  Bom  India,  Oct.  9, 
1941;  M.D.,  Kasturba  Medical  College,  Mysore, 
India  1964;  interned  Barberton  Citizens  Hospital, 
Barberton,  OH;  general  surgery  residency,  Method- 
ist Hospital  of  Brooklyn,  Brooklyn,  NY,  1974-78; 
elected  by  South  Central  Medical  Society. 

Kolb,  James  C.,  Jackson.  Bom  Dublin,  GA,  May 
3,  1954;  M.D.,  University  of  Mississippi  School  of 
Medicine,  Jackson,  1981;  interned  and  one  year 
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medicine  residency.  University  of  Texas  Health  Sci- 
ence Center,  San  Antonio;  one  year  medicine  res- 
idency, University  Medical  Center,  Jackson,  MS 
1983-84;  elected  by  Central  Medical  Society. 

Morano,  James  U.,  Jackson.  Bom  Jackson,  MS, 
June  16,  1954;  M.D.,  University  of  Mississippi 
School  of  Medicine,  Jackson,  1978;  diagnostic 
radiology  residency  University  Medical  Center, 
Jackson,  1978-82;  elected  by  Central  Medical  Socie- 
ty- 

Pakron,  Frederick  J.,  Biloxi.  Bom  New  Orleans, 
July  4,  1952;  M.D.,  Louisiana  State  University 
School  of  Medicine,  Shreveport,  1978;  interned  and 
medicine  residency,  Ochsner  Foundation  Hospital, 
New  Orleans,  1978-81;  pulmonary  fellowship.  Uni- 
versity of  California,  Irvine,  1981-83;  elected  by 
Coast  Counties  Medical  Society. 

Patel,  Bharti  R.,  Jackson.  Bom  Seguva,  India, 
March  19,  1944;  M.D.,  Medical  School,  Faculty  of 
Medicine,  University  of  Barada,  India,  1967; 
pathology  residency,  Elyria  Memorial  Hospital, 
Elyria,  OH,  1973-75;  nuclear  medicine  fellowship, 
Mallinckrodt  Institute,  Washington  University,  St. 
Louis,  MO  1977-79;  elected  by  Central  Medical 
Society. 


PHYSICIANS  NEEDED 

Mississippi  Disability  Determination  Services 
has  need  of  physicians  to  serve  as  consultants  to 
medical  examiners.  This  is  a part-time  position.  The 
basic  requirements  are:  1)  an  unencumbered 
license  to  practice  medicine  in  Mississippi  and  2) 
facility  in  the  English  language.  Those  interested 
should  call  Deborah  Warriner,  Medical  Staff  Coor- 
dinator. WATS-1 -800-962-2230,  Extension  2153; 
Jackson,  922-6811,  Ext.  2153. 

Physicians  (especially  specialists  such  as 
ophthalmologists,  pediatricians,  orthopedists, 
neurologists,  etc.)  interested  in  performing  con- 
sultative evaluations  (according  to  Social  Security 
guidelines)  should  contact  one  of  the  following 
Medical  Relations  Officers:  Henry  Klar  (Ext.  2276) 
or  Martina  Mayfield  (Ext.  2227). 

The  DDS  now  has  a program  available  for  medi- 
cal society  meetings  and  hospital  staff  meetings. 
The  purpose  of  this  program  is  to  explain  how  the 
disability  determination  process  works,  its  histori- 
cal background,  its  basis  in  legality  and  its  docu- 
mentation requirements.  Any  group  interested  in 
this  presentation  should  contact  John  S.  Barr,  M.D., 
Ext.  2277. 


Pavlov,  Paul  M.,  Biloxi.  Bom  Biloxi,  Jan.  29, 
1955;  M.D.,  University  of  Mississippi  School  of 
Medicine,  Jackson,  1981;  interned  and  family  prac- 
tice residency.  University  of  South  Alabama, 
Mobile,  1981-84;  elected  by  Coast  Counties  Medi- 
cal Society. 

Phillips,  Nancy  O.,  Pascagoula.  Bom  Jackson, 
MS,  Sept.  2,  1955;  M.D.,  University  of  Mississippi 
School  of  Medicine,  Jackson,  1980;  interned  and 
ob-gyn  residency.  University  Medical  Center,  Jack- 
son,  1980-84;  elected  by  Singing  River  Medical 
Society. 

Poole,  Calvin  P.,  Jr.,  Vicksburg.  Bom  Winns- 
boro,  LA,  June  30,  1955;  M.D.,  University  of  Mis- 
sissippi School  of  Medicine,  Jackson,  1980;  in- 
terned and  ob-gyn  residency.  University  Medical 
Center,  Jackson,  1981-84;  elected  by  West  Missis- 
sippi Medical  Society. 

Schmidt,  Robert  J.,  Biloxi.  Bom  New  Orleans, 
Aug.  7,  1937;  M.D.,  Tulane  University  School  of 
Medicine,  New  Orleans,  1962;  interned  and  ob-gyn 
residency.  Charity  Hospital,  New  Orleans,  1962-66; 
elected  by  Coast  Counties  Medical  Society. 

Smith,  Richard  H.,  Biloxi.  Bom  Hattiesburg,  Oct. 
28,  1955;  M.D. , University  of  Mississippi  School  of 
Medicine,  Jackson,  1981;  interned  and  family  prac- 
tice residency.  University  of  South  Alabama, 
Mobile,  1981-84;  elected  by  Coast  Counties  Medi- 
cal Society. 

Sullivan,  Barry  S.,  Cleveland.  Born  Baton 
Rouge,  June  19,  1950;  M.D.,  University  of  Missis- 
sippi School  of  Medicine,  Jackson,  1978;  interned 
and  medicine  residency.  University  Medical  Center, 
Jackson,  1 978-82;  elected  by  Delta  Medical  Society. 

Tinsley,  Paul  Plez,  Jr.  , Meridian.  Bom  Meridian, 
Eeb.  25,  1952;  M.D.,  University  of  Mississippi 
School  of  Medicine,  Jackson,  1977;  interned  Albert 
Chandler  Medical  Center,  Lexington,  KY,  one  year; 
general  surgery  residency.  University  of  Kentucky, 
Lexington,  1978-79;  ENT  and  facial  plastic  residen- 
cy, University  of  Texas,  San  Antonio,  TX,  1979-83; 
fellowship,  head/neck  and  facial  plastic  surgery. 
New  York,  NY,  1983-84;  elected  by  East  Mississip- 
pi Medical  Society. 

Warren,  Edward  T.,  Jackson.  Bom  Memphis, 
Dec.  29,  1951;  M.D.,  University  of  Mississippi 
School  of  Medicine,  Jackson,  1976;  interned  and 
surgery  residency.  University  Medical  Center,  Jack- 
son,  1977-82;  cardiac  surgery  residency.  Medical 
University  of  South  Carolina,  Charleston,  1982-84; 
elected  by  Central  Medical  Society. 
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Once-daily  INDERAL  LA 
(propranolol  HCI)  for 
smooth  blood  pressure 
control  without  the 
potassium  problems 
of  diuretics 

Once-daily  INDERAL  LA  (propranolol  HCI) 
avoids  the  risk  of  diuretic-induced  ECG  ab- 
normalities due  to  hypokalemia.'  ^ In  addi- 
tion, INDERAL  LA  preserves  potassium 
balance  without  additive  agents  or  supple- 
ments while  providing  simple,  well-tolerated 
therapy  with  broad  cardiovascular  benefits. 

Once-daily  INDERAL  LA 
for  the  cardiovascular 
benefits  of  the  world's 
leading  beta  blocker 

Simply  Start  with  80  mg  once  daily.  Dosage 
may  be  increased  to  1 20  mg  to  1 60  mg  once 
daily  as  needed  to  achieve  additional  control. 


Like  conventional  INDERAL  tablets, 
INDERAL  LA  should  not  be  used  in  the 
presence  of  congestive  heart  failure,  sinus 
bradycardia,  heart  block  greater  than  first 
degree,  and  bronchial  asthma 


80  mg  120  mg  160  mg. 


Please  see  brief  summary  of  prescribing  information 
on  the  next  page  for  further  details. 


The  appearance  of  these  capsules 
5jE  is  a registered  trademark 
of  Ayerst  Laboratories, 


Once-daily 

LA 

(PROPRANOLOL  HCI)  '''c^$SULE%^ 

BRIEF  SUMMARY  (FOR  FULL  PRESCRIBING  INFORMATION.  SEE  PACKAGE  CIRCULAR  ) 
INDERAL’  LA  brand  of  propranolol  hydrochloride  (Long  Acting  Capsules) 
DESCRIPTION.  Inderal  LA  is  tormulaled  to  provide  a sustained  release  of  propranolol 
h\drochloride  Inderal  LA  is  available  as  80  mg,  120  mg,  and  160  mg  capsules 
CLINICAL  PHARMACOLOGY.  INDERAL  is  a nonselective  beta-adrenergic  receptor 
blocKing  agent  possessing  no  other  autonomic  nervous  system  activity  It  specifically  com- 
petes with  beta-adrenergic  receptor  stimulating  agents  for  available  receptor  sites  When 
access  to  beta-receptor  sites  is  blocked  by  INDERAL,  the  chronotropic,  inotropic,  and 
vasodilator  responses  to  beta-adrenergic  stimulation  are  decreased  proportionately 

INDERAL  LA  Capsules  (80. 120,  and  160  mg)  release  propranolol  HCI  at  a controlled  and 
predictable  rate  Peak  blood  levels  following  dosing  with  INDERAL  LA  occur  at  about  6 hours 
and  the  appaneht  plasma  half-life  is  about  10  hours  When  measured  at  steady  state  over  a 24- 
hour  period  the  areas  under  the  propranolol  plasma  concentration-time  cun/e  (AUCs)  for  the 
capsules  are  approximately  60%  to  65%  of  the  AUCs  tor  a comparable  divided  daily  dose  of 
INDERAL  tablets  The  lower  AUCs  for  the  capsules  are  due  to  greater  hepatic  metabolism  of 
propranolol,  resulting  from  the  slower  rate  of  absorption  of  propranolol  Over  a twenty-four  (24) 
hour  period,  blood  levels  are  fairly  constant  for  about  twelve  (12)  hours  then  decline 
exponentially 

INDERAL  LA  should  not  be  considered  a simple  mg  for  mg  substitute  tor  conventional 
propranolol  and  the  blood  levels  achieved  do  not  match  (are  lower  than)  those  of  two  to  four 
times  daily  dosing  with  the  same  dose  When  changing  to  INDERAL  LA  from  conventional 
propranolol,  a possible  need  for  retitration  upwards  should  be  considered  especially  to 
maintain  effectiveness  at  the  end  of  the  dosing  interval  In  most  clinical  settings,  however, 
such  as  hypertension  or  angina  where  there  is  little  correlation  between  plasma  levels  and 
clinical  effect,  INDERAL  LA  has  been  therapeutically  equivalent  to  the  same  mg  dose  of 
conventional  INDERAL  as  assessed  by  24-hour  effects  on  blood  pressure  and  on  24-hour 
exercise  responses  of  heart  rate,  systolic  pressure  and  rale  pressure  product  INDERAL  LA 
can  provide  effective  beta  blockade  for  a 24-hour  period 

The  mechanism  of  the  anlihypertensive  effect  of  INDERAL  has  not  been  established 
Among  the  factors  that  may  be  involved  in  contributing  to  the  antihypertensive  action  are  (1) 
decreased  cardiac  output.  (2)  inhibition  of  renin  release  by  the  kidneys,  and  (3)  diminution  of 
tonic  sympathetic  nerve  outflow  from  vasomotor  centers  in  the  brain  Although  total  peripheral 
resistance  may  increase  initially,  it  readjusts  to  or  below  the  pretreatment  level  with  chronic 
use  Effects  on  plasma  volume  appear  to  be  minor  and  somewhat  variable  INDERAL  has 
beeh  shown  to  cause  a small  increase  in  serum  potassium  concentration  when  used  in  the 
treatment  of  hypertensive  patients, 

In  angina  pectoris,  propranolol  generally  reduces  the  oxygen  requirement  of  the  heart  at 
any  given  level  of  effort  by  blocking  the  catecholamine-induced  increases  in  the  heart  rate, 
systolic  blood  pressure,  and  the  velocity  and  extent  of  myocardial  contraction  Propranolol 
may  increase  oxygen  requirements  by  increasing  left  ventricular  fiber  length,  end  diastolic 
pressure  and  systolic  ejection  period  The  net  physiologic  effect  of  beta-adrenergic  blockade 
IS  usually  advantageous  and  is  manifested  during  exercise  by  delayed  onset  of  pain  and 
increased  work  capacity 

In  dosages  greater  than  required  for  beta  blockade.  INDERAL  also  exerts  a quinidine-like 
or  anesthetic-like  membrane  action  which  affects  the  cardiac  action  potential  The  signifi- 
cance of  the  membrane  action  in  the  treatment  of  arrhythmias  is  uncerlain 

The  mechanism  of  the  antimigraine  effect  of  propranolol  has  not  been  established  Beta- 
adrenergic  receptors  have  been  demonstrated  in  the  pial  vessels  of  the  brain 

Beta  receptor  blockade  can  be  useful  in  conditions  in  which,  because  of  pathologic  or 
functional  changes,  sympathetic  activity  is  detrimental  to  the  patient  But  there  are  also 
situations  in  which  sympathetic  stimulation  is  vital.  For  example,  in  patients  with  severely 
damaged  hearts,  adequate  ventricular  function  is  maintained  by  virtue  of  sympathetic  drive 
which  should  be  preserved  In  the  presence  of  AV  block,  greater  than  first  degree,  beta 
blockade  may  prevent  the  necessary  facilitating  effect  of  sympathetic  activity  on  conduction 
Beta  blockade  results  in  bronchial  constriction  by  interfering  with  adrenergic  bronchodilator 
activity  which  should  be  preserved  in  patients  subject  to  bronchospasm 
Propranolol  is  not  significantly  dialyzable 

INDICATIONS  AND  USAGE.  Hypertension:  INDERAL  LA  is  indicated  in  the  manage- 
ment of  hypertension,  it  may  be  used  alone  or  used  in  combination  with  other  antihypertensive 
agents,  particularly  a thiazide  diuretic  INDERAL  LA  is  not  indicated  in  the  management  of 
hypertensive  emergencies 

Angina  Pectoris  Due  to  Coronary  Atherosclerosis:  INDERAL  LA  is  indicated 
for  the  long-term  management  of  patients  with  angina  pectoris 

Migraine:  INDERAL  LA  is  indicated  for  the  prophylaxis  of  common  migraine  headache 
The  efficacy  of  propranolol  in  the  treatment  of  a migraine  attack  that  has  started  has  not  been 
established  and  propranolol  is  not  indicated  for  such  use 

Hypertrophic  Subaortic  Stenosis:  INDERAL  LA  is  useful  in  the  management  of 
hypertrophic  subaortic  stenosis,  especially  for  treatment  of  exertional  or  other  stress-induced 
angina,  palpitations,  and  syncope  INDERAL  LA  also  improves  exercise  performance  The 
effectiveness  of  propranolol  hydrochloride  in  this  disease  appears  to  be  due  to  a reduction  of 
the  elevated  outflow  pressure  gradient  which  is  exacerbated  by  beta-receptor  stimulation 
Clinical  improvement  may  be  temporary 

CONTRAINDICATIONS.  INDERAL  is  contraindicated  in  1)  cardiogenic  shock,  2)  sinus 
bradycardia  and  greater  than  first  degree  block,  3)  bronchial  asthma,  4)  congestive  heart 
failure  (see  WARNINGS)  unless  the  failure  is  secondary  to  a tachyarrhythmia  treatable  with 
INDERAL 

WARNINGS.  CARDIAC  FAILURE  Sympathetic  stimulation  may  be  a vital  component  sup- 
porting circulatory  function  in  patients  with  congestive  heart  failure,  and  its  inhibition  by  beta 
blockade  may  precipitate  more  severe  failure  Although  beta  blockers  should  be  avoided  in 
overt  corigestive  heart  failure,  if  necessary,  they  can  be  used  with  close  follow-up  in  patients 
with  a history  of  failure  who  are  well  compensated  and  are  receiving  digitalis  and  diuretics 
Beta-adrenergic  blocking  agents  do  not  abolish  the  inotropic  action  of  digitalis  on  heart 
muscle 

IN  PATIENTS  WITHOUT  A HISTORY  OF  HEART  FAILURE,  continued  use  of  beta  blockers 
can.  in  some  cases,  lead  to  cardiac  failure  Therefore,  at  the  first  sign  or  symptom  of  heart 
failure  the  patient  should  be  digitalized  and/or  treated  with  diuretics,  and  the  response 
observed  closely,  or  INDERAL  should  be  discontinued  (gradually,  if  possible) 

IN  PATIENTS  WITH  ANGINA  PECTORIS,  there  have  been  reports  of  exacerbation  of 
angina  and  in  some  cases,  myocardial  infarction,  following  abrupt  discontinuance  of 
inderal  therapy  Therefore,  when  discontinuance  of  INDERAL  is  planned  the  dosage 
should  be  gradually  reduced  over  at  least  a lew  weeks,  and  Ihe  patient  should  be 
cautioned  against  interruption  or  cessation  of  therapy  without  the  physician's  advice  If 
inderal  therapy  is  interrupted  and  exacerbation  of  angina  occurs,  it  usually  is  advis- 
able to  reinstitute  INDERAL  therapy  and  take  other  measures  appropriate  for  the  man- 
agement of  unstable  angina  pectoris  Since  coronary  artery  disease  may  be 
unrecognized,  it  may  be  prudent  to  follow  the  above  advice  in  patients  considered  at  risk 
of  having  occult  atherosclerotic  heart  disease  who  are  given  propranolol  for  other 

indications 

Nonallergic  Bronchospasm  (e.g.,  chronic  bronchitis,  emphysema) — 
PATIENTS  WITH  BRONCHOSPASTIC  DISEASES  SHOULD  IN  GENERAL  NOT  RECEIVE  BETA 
BLOCKERS  INDERAL  should  be  administered  with  caution  since  it  may  block  bronchodila- 
tion  produced  by  endogenous  and  exogenous  catecholamine  stimulation  of  beta  receptors 
MAJOR  SURGERY  The  necessity  or  desirability  of  withdrawal  of  beta-blocking  therapy 
prior  to  major  surgery  is  controversial  It  should  be  noted,  however,  that  the  impaired  ability  of 
the  heart  to  respond  to  reflex  adrenergic  stimuli  may  augment  the  risks  of  general  anesthe- 
sia and  surgical  procedures 


The  appearance  of  these  capsules 
IS  a registered  trademark 
of  Ayerst  Laboratories 


INDERAL  (propranolol  HCI).  like  other  beta  blockers,  is  a competitive  inhibitor  of  beta- 
receptor  agonists  and  its  effects  can  be  reversed  by  administration  of  such  agents,  e g 
dobutamine  or  isoproterenol  However,  such  patients  may  be  subject  to  protracted  severe 
hypotension  Difficulty  in  starling  and  maintaining  the  heartbeat  has  also  been  reported  with 
b0ts  block©rs 

DIABETES  AND  HYPOGLYCEMIA  Beta-adrenergic  blockade  may  prevent  the  ap- 
pearance of  certain  premonitory  signs  and  symptoms  (pulse  rale  and  pressure  changes)  of 
acute  hypoglycemia  in  labile  insulin-dependent  diabetes  In  these  patients,  it  may  be  more 
difficult  to  adjust  the  dosage  of  insulin 

THYROTOXICOSIS  Beta  blockade  may  mask  certain  clinical  signs  of  hyperthyroidism 
Therefore,  abrupt  withdrawal  of  propranolol  may  be  followed  by  an  exacerbation  of  symptoms 
of  hyperthyroidism,  including  thyroid  storm  Propranolol  does  not  distort  thyroid  function  tests 
IN  PATIENTS  WITH  WOLFF-PARKINSON-WHITE  SYNDROME,  several  cases  have  been 
reported  in  which,  after  propranolol,  the  tachycardia  was  replaced  by  a severe  bradycardia 
requiring  a demand  pacemaker  In  one  case  this  resulted  after  an  initial  dose  of  5 mg 
propranolol 

PRECAUTIONS.  General  Propranolol  should  be  used  with  caution  in  patients  with  impaired 
hepatic  or  renal  function  INDERAL  (propranolol  HCI)  is  not  indicated  for  the  treatment  of 
hypertensive  emergencies 

Beta  adrenoreceptor  blockade  can  cause  reduction  of  intraocular  pressure  Patients 
should  be  told  that  INDERAL  may  interfere  with  the  glaucoma  screening  test  Withdrawal  may 
lead  to  a return  of  increased  intraocular  pressure 

Clinical  Laboratory  Tests  Elevated  blood  urea  levels  in  patients  with  severe  heart  disease, 
elevated  serum  transaminase,  alkaline  phosphatase,  lactate  dehydrogenase 

DRUG  INTERACTIONS  Patients  receiving  catecholamine-depleting  drugs  such  as  reser- 
pine  should  be  closely  obsen/ed  if  INDERAL  is  administered  The  added  catecholamine- 
blocking  action  may  produce  an  excessive  reduction  of  resting  sympathetic  nervous  activity 
which  may  result  in  hypotension,  marked  bradycardia,  vertigo,  syncopal  attacks,  or  orthostatic 
hypotension 

Carcinogenesis.  Mutagenesis.  Impairment  ol  Fertility  Long-term  studies  m animals  have 
been  conducted  to  evaluate  toxic  effects  and  carcinogenic  potential  In  18-month  studies  in 
both  rats  anb  mice,  employing  doses  up  to  150  mg/kg/day.  there  was  no  evidence  of  significant 
drug-induced  toxicity  There  were  no  drug-related  tumongenic  effects  at  any  of  the  dosage 
levels  Reproductive  studies  in  animals  did  not  show  any  impairment  of  fertility  that  was 
attributable  to  the  drug 

Pregnancy:  Pregnancy  Category  C INDERAL  has  been  shown  to  be  embryotoxic  in 
animal  studies  at  doses  about  10  times  greater  than  the  maximum  recommended  human  dose 
There  are  no  adequate  and  well-controlled  studies  in  pregnant  women  INDERAL  should 
be  used  during  pregnancy  only  if  the  potential  benefit  justifies  the  potential  risk  to  the  fetus 
Nursing  Mothers  INDERAL  is  excreted  in  human  milk  Caution  should  be  exercised  when 
INDERAL  is  administered  to  a nursing  woman 

Pediatric  Use  Safety  and  effectiveness  in  children  have  not  been  established 
ADVERSE  REACTIONS.  Most  adverse  effects  have  been  mild  and  transient  and  have 
rarely  required  the  withdrawal  of  therapy 

Cardiovascular  bradycardia,  congestive  heart  failure,  intensification  of  AV  block,  hypo- 
tension; paresthesia  of  hands,  thrombocytopenic  purpura,  arterial  insufficiency,  usually  of  the 
Raynaud  type 

Central  Nervous  System  lightheadedness,  mental  depression  manifested  by  insomnia 
lassitude,  weakness,  fatigue,  reversible  mental  depression  progressing  to  catatonia,  visual 
disturbances,  hallucinations,  an  acute  reversible  syndrome  characterized  by  disorientation  tor 
time  and  place,  short-term  memory  loss,  emotional  lability,  slightly  clouded  sensorium.  and 
decreased  performance  on  neuropsychometncs 

Gastrointestinal  nausea,  vomiting,  epigastric  distress,  abdominal  cramping,  diarrhea, 
constipation,  mesenteric  arterial  thrombosis,  ischemic  colitis 

Allergic  pharyngitis  and  agranulocytosis,  erythematous  rash,  fever  combined  with  aching 
and  sore  throat,  laryngospasm  and  respiratory  distress 
Respiratory  bronchospasm 

Hematologic  agranulocytosis,  nonthrombocytopenic  purpura,  thrombocytopenic 
purpura 

Auto-Immune  In  extremely  rare  instances,  systemic  lupus  erythematosus  has  been 
reported 

Miscellaneous,  alopecia,  LE-like  reactions,  psoriasiform  rashes,  dry  eyes,  male  impo- 
tence, and  Peyronie's  disease  have  been  reported  rarely  Oculomucocutaneous  reactions 
involving  the  skin,  serous  membranes  and  conjunctivae  rej3orted  for  a beta  blocker  (practolol) 
have  not  been  associated  with  propranolol 

DOSAGE  AND  ADMINISTRATION.  INDERAL  LA  provides  propranolol  hydrochloride  in  a 
sustained-release  capsule  for  administration  once  daily  If  patients  are  switched  from  INDERAL 
fablets  to  INDERAL  LA  capsules,  care  should  be  taken  to  assure  that  the  desired  therapeutic 
effect  IS  maintained  INDERAL  LA  should  not  be  considered  a simple  mg  for  mg  substitute  tor 
INDERAL  INDERAL  LA  has  different  kinetics  and  produces  lower  blood  levels  Retitration  may 
be  necessary  especially  to  maintain  effectiveness  at  the  end  of  the  24-hour  dosing  inten/al 
HYPERTENSION — Dosage  must  be  individualized  The  usual  initial  dosage  is  80  mg 
INDERAL  LA  once  daily,  whether  used  alone  or  added  to  a diuretic  The  dosage  may  be 
increased  to  120  mg  once  daily  or  higher  until  adequate  blood  pressure  control  is  achieved 
The  usual  maintenance  dosage  is  120  to  160  mg  once  daily  In  some  instances  a dosage  of  640 
mg  may  be  required  The  time  needed  for  full  hypertensive  response  to  a given  dosage  is 
variable  and  may  range  from  a few  days  to  several  weeks 

ANGINA  PECTORIS — Dosage  must  be  individualized  Starting  with  80  mg  INDERAL  LA 
once  daily,  dosage  should  be  gradually  increased  at  three  to  seven  day  intervals  until  optimum 
response  is  obtained  Although  individual  patients  may  respond  at  any  dosage  level,  the 
average  optimum  dosage  appears  to  be  160  mg  once  daily  In  angina  pectoris  the  value  and 
safety  of  dosage  exceeding  320  mg  per  day  have  not  been  established 

If  treatment  is  to  be  discontinued,  reduce  dosage  gradually  over  a period  of  a few  weeks 
(see  WARNINGS) 

MIGRAINE — Dosage  must  be  individualized  The  initial  oral  dose  is  80  mg  INDERAL  LA 
once  daily  The  usual  effective  dose  range  is  160-240  mg  once  daily  The  dosage  may  be 
increased  gradually  to  achieve  optimum  migraine  prophylaxis  If  a satisfactory  response  is  not 
obtained  within  four  to  six  weeks  after  reaching  the  maximum  dose.  INDERAL  LA  therapy 
should  be  discontinued  It  may  be  advisable  to  withdraw  the  drug  gradually  over  a period  of 

HYPERTROPHIC  SUBAORTIC  STENOSIS— 80-160  mg  INDERAL  LA  once  daily 
PEDIATRIC  DOSAGE— At  this  time  the  data  on  the  use  of  the  drug  in  this  age  group  are  too 
limited  to  permit  adequate  directions  for  use 
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PERSONALS 


James  Achord  of  UMC  attended  a meeting  of  the 
board  of  directors  of  the  American  College  of  Gas- 
troenterology in  Miami  Beach  and  spoke  at  a meet- 
ing of  the  American  College  of  Physicians  in  New 
Orleans. 

Marilyn  Aiello  of  Marks  has  been  recertified  by 
the  American  Academy  of  Family  Physicians. 

Horace  H.  Baggett  has  associated  with  Joseph  B . 
McMillon,  Katherine  S.  Aldridge,  James  R. 
House,  Jr.,  William  B.  Strong,  Jr.,  Bobby  D. 
Smith,  Robert  C.  Strong,  and  Candace  E.  Kel- 
ler for  the  practice  of  anesthesiology  at  2601  Mamie 
Street  in  Hattiesburg. 

James  C.  Barnett  of  Jackson  has  been  inducted 
into  fellowship  in  the  American  Academy  of  Ortho- 
paedic Surgeons. 

Gene  R.  Barrett  of  Jackson  has  been  inducted  into 
fellowship  in  the  American  Academy  of  Ortho- 
paedic Surgeons. 


G.  William  Bates  of  UMC  presented  a paper  at  a 
meeting  of  the  University  of  North  Carolina  Alumni 
Association  in  Charlotte,  and  at  the  joint  meeting  of 
the  Society  of  Gynecological  Surgeons  and  the 
Association  of  Professors  of  Obstetrics  and  Gyne- 
cology in  New  Orleans. 

William  A.  Causey  of  Jackson  has  assumed  office 
as  a governor  of  the  American  College  of  Physi- 
cians. 

Richard  A.  Conn  of  Hattiesburg  presented  a paper 
at  the  American  Academy  of  Orthopaedic  Surgery  in 
Las  Vegas. 

David  Crawford  of  UMC  was  guest  speaker  at  the 
Tumor  Board  Conference  in  Albuquerque,  New 
Mexico,  in  March. 

Robert  Currier  of  UMC  spoke  at  a meeting  of  the 
National  Ataxia  Convention  in  Metairie,  Louisiana. 

J.  Robert  Davis  of  Corinth  has  been  inducted  into 
fellowship  in  the  American  College  of  Gastroenter- 
ology. 

R.  Durley  Dean  has  associated  with  Edsel  F. 
Stewart  and  Maria  I.  Gonzales  of  McComb  for 
the  practice  of  obstetrics  and  gynecology  at  212 
Marion  Avenue. 


HEALTH  CARE  AT  ITS  BEST:  AIR  FORCE  MEDICINE 

AIR  FORCE  MEDICINE  IS  ONE  OF  OUR  BEST  BENEFITS,  AND  WITH  YOUR  HELP, 
WE’LL  KEEP  IT  THAT  WAY.  THE  AIR  FORCE  NEEDS  PHYSICIANS  SUCH  AS  YOU  TO 
BECOME  MEMBERS  OF  OUR  HEALTH  CARE  TEAM. 

MOST  ADMINISTRATIVE  RESPONSIBILITIES  ARE  IN  THE  HANDS  OF  OTHERS,  GIVING 
OUR  PHYSICIANS  THE  TIME  TO  GIVE  THEIR  FULL  ATTENTION  TO  THE  PATIENTS’ 
NEEDS.  OUR  HOSPITALS  ARE  STAFFED  WITH  DEDICATED,  COMPETENT  PROFES- 
SIONALS. 

YOU’LL  FIND  YOU  WILL  HAVE  TIME  FOR  YOUR  FAMILY,  AND  TO  KEEP  ABREAST  OF 
THE  LATEST  METHODS  AND  TECHNOLOGIES  THAT  YOU  DON’T  HAVE  TIME  FOR 
NOW.  WE  ALSO  OFFER  UNLIMITED  PROFESSIONAL  DEVELOPMENT  AND  FINANCIAL 
SECURITY. 


IF  YOU’RE  CONSIDERING  A CHANGE,  CONSIDER  AIR  FORCE  MEDICINE.  TO  FIND 
OUT  MORE  ABOUT  AIR  FORCE  MEDICINE,  CONTACT: 


/i\roj{ 


mmi&L 

A great  way  of  life. 


SSgt.  Don  Sanders 
Call  collect  901/521-3851 
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PERSONALS  / Continued 


Quinton  H.  Dickerson  of  Jackson  represented  the 
American  Heart  Association  in  Mississippi  at  the 
Southern  Region  Heart  Committee  meeting. 

Abraham  Gelperin  of  Biloxi  presented  a seminar  at 
South  Alabama  Medical  School  in  Mobile. 

Sergio  G.  Gonzalez  of  Laurel  was  recently  certi- 
fied by  the  American  Board  of  Quality  Assurance 
and  Utilization  Review  Physicians. 

James  Hardy  of  UMC  attended  meetings  of  the 
International  Society  of  Surgery  in  Basle,  Switzer- 
land, in  March. 

Jesse  Robert  Hightower  of  Itta  Bena  recently  was 
honored  by  the  community  with  “Dr.  Jesse  Robert 
Hightower  Day.’’ 

David  R.  Hubbs  has  associated  with  Southwest 
Clinic  for  Women,  300  Rawls  Drive  in  McComb, 
for  the  practice  of  obstetrics  and  gynecology. 

Joseph  Hurst  of  Booneville  has  been  elected  chief 
of  the  medical  staff  at  Baptist  Memorial  Hospital  in 
Booneville.  Other  officers  are  William  Preston, 
vice-chairman,  and  Joseph  Putnam,  secretary. 

John  Jackson  of  UMC  attended  a recent  meeting  in 
Atlanta  of  the  advisory  committee  of  the  Southeast- 
ern Regional  Genetics  Group. 

Patrick  Lehan  of  UMC  attended  the  34th  annual 
American  College  of  Cardiology  in  Anaheim,  Cali- 
fornia, as  governor  for  Mississippi. 

Jeng  Yih  Lin  announces  the  opening  of  his  office  for 
the  practice  of  obstetrics  and  gynecology  at  238  Kaki 
Street  in  luka. 

Edward  Lowicki  of  Jackson  was  speaker  at  the 
March  17  meeting  of  the  Ostomy  Association  of 
Jackson. 

James  Maher  of  UMC  lectured  at  an  American 
College  of  Surgeons  Cancer  Management  course  in 
San  Antonio,  Texas,  in  March. 

Francis  Morrison  of  UMC  was  a site  visitor  to 
Indiana  University  in  Indianapolis  recently. 

Norman  Nelson  of  UMC  delivered  the  keynote 
address  at  the  1985  meeting  of  the  Mississippi 
Academy  of  Sciences  in  Jackson  and  was  a panelist 
at  the  Southeastern  Surgical  Congress  in  Washing- 
ton, DC,  in  March. 


William  Nicholas  spoke  on  diabetes  in  Shreveport 
and  Bossier  City,  Louisiana,  and  at  an  education 
seminar  in  Winona  and  Meridian. 

K.  S.  PoTNis  announces  the  opening  of  Vicksburg 
Ob-Gyn  Clinic,  1011  Mission  66,  for  the  practice  of 
obstetrics  and  gynecology. 

Edwin  Powell  has  associated  with  Walley’s  Clinic, 
P.A.,  in  Waynesboro,  for  the  practice  of  family 
medicine. 

Michel  Ri  vlin  of  UMC  presented  a paper  at  the  Pan 
American  Conference  on  Fertility  and  Sterility  at 
Ixtapa,  Mexico. 

Joe  M.  Ross,  Jr.  of  Vicksburg  presented  a case 
statement  for  basic  cardiovascular  research  at  a news 
conference  at  the  Heart  Association  state  office  in 
March. 

Victor  Salter  of  UMC  presented  his  research  find- 
ings at  the  Rebreathing  Meeting  in  Stratton,  Ver- 
mont. 

Thomas  E.  Stevens  of  Jackson  has  been  appointed 
as  St.  Dominic- Jackson  Memorial  Hospital’s  first 
medical  director. 

Davis  Thomas  of  UMC  presented  a paper  on  Physi- 
cian Cost  Awareness  under  DRG  Reimbursement  at 
a meeting  in  New  Orleans  of  the  Society  for  Re- 
search and  Education  in  Primary  Care,  Internal 
Medicine. 


MEDICO-LEGAL  BRIEF 

(Continued  from  page  143} 

payments  of  awards  over  $50,000,  limit  what  third 
parties  can  collect,  and  limit  attorneys’  fees  accord- 
ing to  a sliding  scale  of  40%  for  the  first  $50,000 
down  to  10%  of  any  damage  award  over  $200,000. 

In  a stinging  23-page  dissent  to  the  55-page 
majority  opinion,  California  Chief  Justice  Rose  Eliz- 
abeth Bird  termed  the  law  “fundamentally  unjust’’ 
and  chided  her  colleagues  for  “singling  out  the  most 
severely  injured  victims  of  medical  negligence  to 
pay  for  special  relief  to  health  care  providers  and 
their  insurers.’’ 

The  Legislature  was  justified,  the  court  said,  in 
limiting  the  non-economic  awards  and  subtracting 
insurance  payments  from  awards  in  order  to  curb  the 
financial  burdens  of  malpractice  litigation  on  health 
providers  and,  indirectly,  on  consumers. 
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WANTED 

Board  Certified  physicians  or 
finishing  residents  in  the  following 
specialties  who  desire  an  attractive 
alternative  to  civilian  practice: 

GENERAL  SURGERY 
ORTHOPEDIC  SURGERY 
NEUROSURGERY 
OBSTETRICS/GYNECOLOGY 
ADULT  & CHILD  PSYCHIATRY 
PEDIATRICS 
INTERNAL  MEDICINE 
DIAGNOSTIC  RADIOLOGY 


Positions  are  available  at  both  Army  teaching  facilities  and 
community  hospitals  throughout  the  Southeastern  United  States. 


Every  Army  physician  is  a commissioned  officer.  The  Army  offers  a 
rewarding  practice  without  the  burdens  of  malpractice  insurance 
premiums  and  other  non-medical  distractions. 

Army  medicine  provides  a reasonable  salary  while  stressing  a good 
clinical  practice.  Some  positions  offer  teaching  appointments  in  an 
affiliated  status  with  nearby  civilian  medical  schools  or  teaching 
programs.  The  Army  might  be  just  the  right  prescription  for  you  and 
your  family. 


To  obtain  more  information  on  eligibility,  salary,  and  fringe  benefits 


write  or  call  collect: 


NORTHERN 

AMEDD  Personnel  Counselor 
Mid-Memphis  Tower  Building 
Suite  407 

1407  Union  Avenue 
Memphis,  TN  38104 
(901)  725-4445 


SOUTHERN 

AMEDD  Personnel  Counselor 
144  Elk  Place 
Suite  1504 

New  Orleans,  LA  70112 
(504)  589-2373 
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You  l<now  it's  not  your 
everyday  patient  problem. 
Alcoholism  is  far  different 
from  most  other  diseases. 
Patients  try  to  hide  it  from 
you.  They  resist  treatment 
They  deny  they  have  the 
disease  at  all. 

Such  a complex  physical 
and  emotional  problem 
usually  requires  extensive 
evaluation.  And  interven- 


tion counseling  is  frequently 
needed. 

If  you  are  a specialist  in 
addiction  treatment,  you're 
equipped  to  deal  with  these 
problems.  If  not,  consider 
Brookwood  Recovery  Cen- 
ter as  your  specialist  and 
partner  in  the  treatment  of 
alcoholism  and  drug  abuse. 
We're  a specialized  facility 
staffed  to  serve  both  your 


patient  and  patient's  faniily. 
Our  natioiwy  recognizeu 
treatment  pro^ams  have 
given  us  one  of  the  best  re- 
covery rates  in  the  country. 
And  once  recovered,  your 
patients  and  their  farnilies 
return  to  being  the  kind  of 
patients  that  let  you  help 
them  once  again. 

For  further  information  on 
how  a Brookwood  Recovery 


Center  can  help  you  effec- 
tively treat  this  problem, 
call  our  treatment  center  in 
Jackson  at  601/373-3355,  or 
1-800-237-2122  in  the  State 


of  Mississippi,  anytime, 
day  or  night. 


■5^ 


Brookwood 

RECOVERI' CENTUtS 


A health  care  service  of 
American  Medical  International 


isability 


Income  Protection 

$30,000* 

Tax  Free  Each  Year  When  You  Are  Disabled 


• Broad  Disability  Definitions. 

• Residual  Disability  Benefits  paid  when  you  continue  to 
suffer  income  loss  upon  return  to  work. 

• Inflation  Protection  Rider  helps  replace  buying  power  of 
your  benefit  lost  to  inflation. 

• Choice  of  Benefit  Period. 

• Choice  of  Waiting  Period. 

• Underwritten  by  INI^ 

. . . Founded  in  1792,  Insurance  Company  of  North  America  is 
one  of  the  oldest  and  strongest  insurance  companies  in  the 
United  States. 


* Based  on  $2,500  Monthly  Benefits 

Insurance  With  Innovation 

For  Complete  Information  Contact: 


Thomas  Yates  & Co. 


GROUP  INSURANCE  ADMINISTRATORS 

P.O.  Box  5048  • Suite  365  Woodland  Hills  Building  • 3000  Old  Canton  Road  • Jackson,  MS  39216 

(601)  366-2406 


PLACEMENT  SERVICE 


Physicians  Wanted 

Consulting  Physicians.  Board  eligible  orthopedic 
and  psychiatric  consultants  needed  25-30  hours  per 
week  for  evaluation  of  Social  Security  disability 
claims.  Positions  available  immediately.  For  addi- 
tional information,  please  call  Deborah  Warriner, 
Medical  Staff  Coordinator,  Disability  Determina- 
tion Services,  (601)  923-2153. 

Family  Practitioner,  town  of  1500,  eight  miles 
from  hospitals,  25  miles  from  Jackson;  recreation 
facilities,  hunting,  fishing.  Town  of  Pelahatchie, 
Box  229,  Pelahatchie,  MS  39145;  (601)  854-5224. 


FAMILY  PRACTITIONERS  & INTERNISTS 

needed  in  West  Central  Alabama.  OPPORTUNI- 
TIES FOR  PHYSICIANS  TO  RECEIVE  HELP 
WITH  ESTABLISHING  THEIR  PRACTICE 
AND  THEN  OWN  IT.  Some  practice  locations 
very  near  Birmingham.  Faculty  appointment 
with  Family  Practice  Center  at  University  of 
Alabama  in  Tuscaloosa  may  be  available  for 
those  qualified.  Options  available  of  joining 
established  practices  or  of  working  individually. 
Salary  $50,000  to  $65,000  guaranteed  until 
practice  is  self-sufficient.  Generous  fringe 
benefits  include  life,  disability,  health,  retire- 
ment and  malpractice  insurance;  two  weeks 
continuing  education;  and  three  weeks  annual 
leave.  All  equipment  including  X-Ray  and 
lab,  furniture,  and  supplies  provided.  ALL 
CLINIC  EXPENSES  COVERED.  Management 
services  including  personnel,  payroll,  tax 
reports,  and  billing  provided.  If  invited  to  visit, 
all  expenses  will  be  paid.  All  moving  expenses 
covered.  Please  send  C.V.  to  Frank  Cochran, 
Health  DevelopmentCorporation,  P.O.  Box  1486, 
Tuscaloosa,  Alabama  35403,  or  call  COLLECT 
(205)  758-7545  for  more  information. 


Urologist,  OB-GYN,  Ophthalmologist, 
Orthopedic  surgery  (board  eligible/certified).  Ex- 
cellent opportunities  exist  in  a growing  northeast 
Miss,  community  with  a draw  population  of 
42,000 -f  . Modem,  125-bed  hospital  currently  ex- 
panding to  157  beds.  Excellent  schools,  churches, 
recreational/outdoor  areas.  Contact  Administrator, 
UCGH,  Highway  30  West,  New  Albany,  MS 
38652;  (601)  534-7631. 

Mississippi,  Positions  Available.  Immediate/full- 
time positions  available  with  well-established, 
growing  emergency  medical  group  staffing  hospital 
emergency  departments  on  a 24  hour  basis  and  clin- 
ics providing  continual  medical  care  in  Central  and 
South  Mississippi.  Prefer  residency-trained  or  ex- 
perienced physicians  with  specialties  in  any  of  the 
following  areas:  emergency,  family  practice,  inter- 
nal, and  industrial  or  occupational  medicine  in- 
terested in  a career  commitment.  Attractive  salary 
and  benefit  package.  Career  advancement.  MEA, 
P.A.  is  a physician  owned  and  managed  medical 
group  committed  to  the  financial  security  and  per- 
sonal development  of  each  physician  member.  For 
information  contact:  James  L.  Heflin,  Ph.D.,  1755 
Lelia Drive,  Suite  100,  Jackson,  MS.  39216-4883  or 
call  (601)  366-6503. 

Mississippi  and  Louisiana  — Seeking  full  and  part- 
time  physicians  to  staff  hospital  emergency  depart- 
ments and  freestanding  facilities.  Credential  require- 
ments: experienced  M.D.s  with  completedc  res- 
idency in  EM,  FP,  or  IM.  ACES  required.  ATLS, 
board  certification  a plus.  Compensation  dependent 
on  qualifications.  Contact  or  forward  CV  to  Maura 
Hughes,  Staffing  Specialist  (1-800-645-4848) 
National  Emergency  Services,  Inc.,  One  Hollow 
Lane,  Suite  304,  Lake  Success,  NJ  11042. 

Emergency  physician  and  primary  care;  We  are 
looking  for  a career  oriented  physician  to  join  our 
established  and  expanding  group  which  includes  two 
ambulatory  care  facilities  and  a family  practice  clin- 
ic. Full  specialty  backup,  excellent  salary  and  ben- 
efits, including  pension  plan  and  insurance,  in  a 
family-oriented  community.  Please  send  curriculum 
vitae  to  First  Medical,  Inc.,  P.O.  Drawer  3047, 
Hattiesburg,  MS  39401. 

Needed  Immediately.  Board  certified  Ob-Gyn. 
For  further  details,  contact  Executive  Director,  Gre- 
nada County  Hospital  960  A vent  Drive,  Grenada, 
MS  38901;  (601)  226-8111. 
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Physicians  Available 

Family  Practice.  1981  UMC  graduate,  residency 
trained,  board  certified;  interested  in  partnership  or 
group  experience,  primarily  in  Mississippi.  Reply 
to:  1822  Laurel  Street,  Jackson,  MS  39202  (601) 
352-6629. 

Anesthesiologist.  B.C.  university-trained;  20 
years  experience;  proficient  in  all  types  of  anesthe- 
sia; excellent  credentials;  Reply  4110-A,  Chico 
Road,  Pascagoula,  MS  39567. 

UMC  Graduate  completing  residency  in  family 
practice  in  1986  seeks  small  community  practice  in 
association  with  one  or  more  physicians.  Informa- 
tion on  potential  practice  locations  should  be  sent  to 
Box  A,  c/o  Journal  MSMA,  P.O.  Box  5229,  Jack- 
son,  MS  39216. 


CLASSIFIED 


For  sale.  Upright  Bovine  unit.  For  information 
contact,  Mrs.  James  Grant  Thompson,  43 1 8 Council 
Circle,  Jackson,  MS  39206;  (601)  366-5434. 

For  sale:  Examining  table  with  vinyl  cover.  Like 
new.  $150.  Contact  Mary  Wheatley,  M.D.,  982- 
8531. 

Established  Pediatric  Practice  for  sale.  Six  fig- 
ure gross  income;  community  in  Mississippi  Delta; 
25,000  population;  good  mixture  of  patients.  Reply 
to  Box  P,  c/o  Journal  MSMA,  P.O.  Box  5229, 
Jackson,  MS  39216. 
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Physicians! 

Plan  to  Participate  When  Vbur  Census  Form  Arrives 


Completing  and  mailing  in  your  Physicians’  Professional  Activities  Call  or  write  if  you  have  not  received  a 

Census  form  will  ensure:  census  form  by  April  1985: 


• That  your  professional  record  is  updated  on  the  AMA  Physician 
Masterfile; 

• That  you  are  correctly  classified  by  specialty  and  activity  in  the 
AMERICAN  MEDICAL  DIRECTORY; 

• That  you  continue  to  receive  educational  and  scientific  materials 
relevant  to  your  professional  interests. 


Division  of  Survey  & Data  Resources 
American  Medical  Association 
535  North  Dearborn  Street 
Chicago,  IL  60610 
(312)  645-5136 


COMPLETE 
LABORATORY  ,, 
DOCUMENTATION  . . . EXTENSIVE 

CLINICAL  PROOF 


FOR  THE  PREDIQABILITY 
CONFIRMED  BY  EXPERIENCE 

DMMAHE® 

flurozeponn  HCI/Roche 

THE  COMPLETE  HYPNOTIC 
PROVIDES  ALL  THESE  BENEFITS: 

• Rapid  sleep  onset' " 

• More  total  sleep  time" 

• Undiminished  efficacy  for  at  least 
28  consecutive  nights^ ' 

• Patients  usually  awake  rested  and  refreshed' ® 

• Avoids  causing  early  awakenings  or  rebound 
insomnia  after  discontinuation  of  therapy^  ^ 


Caution  patients  about  driving,  operating  hazardous  machinery  or  drinking 
alcohol  during  therapy  Limit  dose  to  15  mg  in  elderly  or  debilitated  patients. 
Contraindicated  during  pregnancy. 


DALMAHE^ 

flurozepom  HCI/Poche 

References:  1.  Kales  J et  al.  Clin  Pharmacol  Ther 
72:691-697,  Jul-Aug  1971  2.  Kales  A ef  al  Oin  Phar- 
macol Ther  78:356-363,  Sep  1975  3.  Kales  A et  al 
Clin  Pharmacol  Ther  79:576-583,  May  1976  4.  Kales  A 
et  al.  Clin  Pharmacol  Ther  32:781-788.  Dec  1982 
5.  Frost  JD  Jr.  DeLucchl  MR  J Am  Genatr  Soc 
27:541-546,  Dec  1979  6.  Kales  A.  Kales  JD:  J Clin 
Pharmacol  3:140-150,  Apr  1983  7.  Greenblatt  DJ, 

Allen  MD,  Shader  Rl:  Clin  Pharmacol  FTier  27:355-361, 
Mar  1977  8.  Zimmerman  AM:  Curr  Ther  Res 
73:18-22,  Jan  1971  9.  Amrein  R etal:  Drugs  Exp  Clin 
Res  9(1):85-99,  1983  10.  Monti  JM:'Mef7iods  Find  Exp 
Clin  Pharmacol  3:303-326,  May  1981  11.  Greenblatt  DJ 
et  al:  Sleep  5(Suppl  1):S18-S27,  1982.  12.  Kales  A 
et  al:  Pharmacology  26:121-137,  1983. 


DALMANE«  ® 

flurazepam  HCI/Roche 

Before  prescribing,  please  consult  complete 
product  information,  a summary  of  which  follows: 
Indications:  Effective  in  all  types  of  insomnia  charac- 
terized by  difficulty  in  falling  asleep,  frequent  nocturnal 
awakenings  and/or  early  morning  awakening:  in 
patients  with  recurring  insomnia  or  poor  sleeping  hab- 
its; in  acute  or  chronic  medical  situations  requiring 
restful  sleep.  Objective  sleep  laboratory  data  have 
shown  effectiveness  for  at  least  28  consecutive  nights 
of  administration.  Since  insomnia  is  often  transient 
and  intermittent,  prolonged  administration  is  generally 
not  necessary  or  recommended.  Repeated  therapy 
should  only  be  undertaken  with  appropriate  patient 
evaluation. 

Contraindications:  Known  hypersensitivity  to  fluraze- 
pam HCI;  pregnancy.  Benzodiazepines  may  cause 
fetal  damage  when  administered  during  pregnancy. 
Several  studies  suggest  an  increased  risk  of  congeni- 
tal malformations  associated  with  benzodiazepine  use 
during  the  first  trimester  Warn  patients  of  the  potential 
risks  to  the  fetus  should  the  possibility  of  becoming 
pregnant  exist  while  receiving  flurazepam.  Instruct 
patient  to  discontinue  drug  prior  to  becoming  preg- 
nant. Consider  the  possibility  of  pregnancy  prior  to 
instituting  therapy. 

Warnings:  Caution  patients  about  possible  combined 
effects  with  alcohol  and  other  CNS  depressants.  An 
additive  effect  may  occur  if  alcohol  is  consumed  the 
day  following  use  for  nighttime  sedation.  This  potential 
may  exist  for  several  days  following  discontinuation. 
Caution  against  hazardous  occupations  requiring 
completfe  mental  alertness  (e  g.,  operating  machinery, 
driving).  Potential  impairment  of  performance  of  such 
activities  may  occur  the  day  following  ingestion  Not 
recommended  for  use  in  persons  under  15  years  of 
age  Though  physical  and  psychological  dependence 
have  not  been  reported  on  recommended  doses, 
abrupt  discontinuation  should  be  avoided  with  gradual 
tapering  of  dosage  for  those  patients  on  medication 
for  a prolonged  period  of  time.  Use  caution  in  adminis- 
tering to  addiction -prone  individuals  or  those  who 
might  increase  dosage 

Precautions:  In  elderly  and  debilitated  patients,  it  is 
recommended  that  the  dosage  be  limited  to  15  mg  to 
reduce  risk  of  oversedation,  dizziness,  confusion  and 
or  ataxia.  Consider  potential  additive  effects  with  other 
hypnotics  or  CNS  depressants  Employ  usual  precau- 
tions in  severely  depressed  patients,  or  in  those  with 
latent  depression  or  suicidal  tendencies,  or  in  those 
with  impaired  renal  or  hepatic  function. 

Adverse  Reactions:  Dizziness,  drowsiness,  light- 
headedness. staggering,  ataxia  and  falling  have 
occurred,  particularly  in  elderly  or  debilitated  patients. 
Severe  sedation,  lethargy,  disorientation  and  coma, 
probably  indicative  of  drug  intolerance  or  overdosage, 
have  been  reported.  Also  reported:  headache,  heart- 
burn. upset  stomach,  nausea,  vomiting,  diarrhea, 
constipation,  Gl  pain,  nervousness,  talkativeness, 
apprehension,  irritability,  weakness,  palpitations,  chest 
pains,  body  and  joint  pains  and  GU  complaints.  There 
have  also  been  rare  occurrences  of  leukopenia,  gran- 
ulocytopenia. sweating,  flushes,  difficulty  in  focusing, 
blurred  vision,  burning  eyes,  faintness,  hypotension, 
shortness  of  breath,  pruritus,  skin  rash,  dry  mouth, 
bitter  taste,  excessive  salivation,  anorexia,  euphoria, 
depression,  slurred  speech,  confusion,  restlessness, 
hallucinations,  and  elevated  SGOT,  SGPT,  total  and 
direct  bilirubins,  and  alkaline  phosphatase;  and  para- 
doxical reactions,  e g.,  excitement,  stimulation  and 
hyperactivity 

Dosage:  Individualize  for  maximum  beneficial  effect 
Adults:  30  mg  usual  dosage;  15  mg  may  suffice  in 
some  patients  Elderly  or  debilitated  patients:  15  mg 
recommended  initially  until  response  is  determined 
Supplied:  Capsules  containing  15  mg  or  30  mg 
flurazepam  HCI. 


Roche  Products  Inc. 
Manati,  Puerto  Rico  00701 


I 


kDiCIN 


FOR  A COMPLETE  hHGHT'S 


flurozepom  H€ 

STANDS  Ami 


15-MG/30-M< 


Sec  preceding  p>age  for  references  and  summary  of  product  information. 
Copynghi  O 1984  by  Roche  Products  Inc.  All  nghcs  reserved 


1 

June  1985 


9 


of  the 


Medical  Association 


Ralph  L.  Brock,  M.D.  — MSMA  President,  1985-86 


You’re 

a Professional. 

You  need  Professional 
Health  Insurance 
Coverage. 


nSNA 

Benefit  Plan  and  Trust 


MSMA  Benefit  Plan  and  Trust  is 
a superior  insurance  program  which 
fulfills  the  quality  of  coverage  and 
affordability  that  everyone  wants. 

Sponsored  by  the  Mississippi 
State  Medical  Association,  the 
MSMA  Benefit  Plan  and  Trust  offers 
life  and  health  benefits  to  physician 
members  of  MSMA,their  employees 
and  families. 


• $1,000,000  lifetime  benefits. 

• Life  Coverage  up  to  $50,000. 

• Broad  benefits  with  fair  and 
equitable  rates. 

• Management  by  and  for 
physicians. 

• Non-profit  and  administered 
at  lowest  possible  cost. 


For  Complete  Description  of  Benefits  Write: 

MSMA  Benefit  Plan  and  Trust 
P.O.Box  55509 
Jackson,  MS  39216 
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MANAGE  YOUR  OFFICE  MORE  EFFECTIVELY  WITH 
THE  MPM  1000  SYSTEM  AVAILABLE  THROUGH 
SOUTHERN  MEDICAL  ASSOCIATIONS 
PHYSICIANS’  PURCHASING  PROGRAM 


Manage  your  office  more 
effectively  with  the  MPM 
1000  System  available 
through  the  Physicians’ 
Purchasing  Program. 

Managing  your  office 
shouldn’t  be  hard; 
however,  with  the  current 
insurance  requirements  and 


the  impending  Medicare 
changes  looming  on  the 
horizon,  it  will  get  more 
difficult.  You  should  call 
Curtis  1000  Information 
Systems  or  Southern 
Medical  Association  to  find 
out  how  the  MPM  1000  can 
help  make  your  practice 
run  more  effectively. 


AVAILABLE  ON  IBM  A/T 


MPM  1000  Simplifies  Your  Paperwork 

You  will  be  able  to  reduce  the  mountains  of  paper- 
work  by  using  your  MPM  1000  system  to  process  all 
your  insurance,  complete  your  billing  plus  instan- 
taneously sort  and  file  necessary  information. 

MPM  1000  Speeds  Up  Your  Cash  Flow 
The  MPM  1000  system  will  increase  your  daily  bank 
deposits  by  processing  all  your  insurance  and  pa- 
tients’ receivables  quickly. 

MPM  1000  Improves  Your  Practice  Management 

With  the  MPM  1000  system  you  can  easily  and  intel- 
ligently manage  your  practice  with  computer  gene- 
rated reports.  Trends  and  problems  are  easily  iden- 
tified so  you  can  take  corrective  action  before  they 
become  serious. 


MPM  1000  Is  A One  Source  Solution 
The  MPM  1000  is  a one  source  solution.  With  your 
system  you  receive  all  hardware  (IBM  or  Texas  In- 
struments), software,  complete  five  day  training  pro- 
gram and  responsive  after  sale  support. 

IBM  PC/AT  At  Discount 

Best  of  all,  these  systems  are  available  through  SMA 
Services,  Inc.,  Physicians’  Purchasing  Program  with 
substantial  discounts  on  IBM  and  Texas  Instrument 
equipment. 

FOR  MORE  INFORMATION,  please  fill  out  the 
coupon  below  and  mail  it  to  Southern  Medical  Asso- 
ciation, or  for  faster  service  call  Southern  Medical  at 
(205)  945-1840  or  Curtis  1000  Information  Systems  at 
800-241-4780. 


□ YES!  I would  like  more  information  on  MPM  1000 

□ Long  term  □ Please  contact  me  for  a survey 


My  interests  are:  □ Immediate 
I am  a member  of  SMA  □ 


Name 

(Please  Print) 

Address 

City 

State 

Zip 

( ) 

Specialty 


Office  Phone 


Mail  to:  CURTIS  1000  INFORMATION  SYSTEMS 
2296  Henderson  Mill  Road 
Suite  402 

Atlanta,  Georgia  30345 


WE’RE  ALWAYS 
ON  CALL. 
1-800-352-2226 


Call  the  travel  specialists  toll-free! 


r 


When  you  come  down 
with  the  urge  or  necessity 
, ' to  travel,  call  Avanti  for 
, ^ expert  service.  Everything 
, ' we  do  for  you  is  free  of  charge, 
even  the  phone  call. 

Our  travel  specialists  will  take  care 
/ of  all  your  plans,  plane  reservations, 
/car  rental,  hotel  accommodations  and 
/'much  more.  WeVe  here  to  help  you  with 
^ charters,  tours,  cruises,  personal  vacations, 

^ business  meetings  and 
conventions. 

The  next  time  you  make 
travel  arrangements, 
remember  Avanti  is  always 
on  call,  toll-free. 

irNKZ:. 

5025 1-55  North  •Jackson,  Mississippi  39206  • 981-9111 


mm 


You  know  it's  not  your 
everyday  patient  problem. 
Alcoholism  is  far  different 
from  most  other  diseases. 
Patients  try  to  hide  it  from 
you.  They  resist  treatment, 
They  deny  they  have  the 
disease  at  all. 

Such  a complex  physical 
and  emotional  problem 
usually  requires  extensive 
evaluation.  And  interven- 


tion counseling  is  frequently 
needed. 

If  you  are  a specialist  in 
addiction  treatment,  you're 
equipped  to  deal  with  these 
problems.  If  not,  consider 
Brookwood  Recovery  Cen- 
ter as  your  specialist  and 
partner  in  the  treatment  of 
alcoholism  and  dmg  abuse. 
We're  a specialized  facility 
staffed  to  serve  both  your 


patient  and  patient's  family. 
Our  nationally  recognizea 
treatment  proCTams  have 
given  us  one  of  the  best  re- 
covery rates  in  the  country. 
And  once  recovered,  your 
patients  and  their  farcies 
return  to  being  the  kind  of 
patients  that  let  you  help 
them  once  again. 

For  further  information  on 
how  a Brookwood  Recovery 


Center  can  help  you  effec- 
tively treat  this  problem, 
call  our  treatment  center  in 
Jackson  at  601/373-3355,  or 
1-800-237-2122  in  the  State 
of  Mississippi,  anytime, 
day  or  night. 


Brookwood 
RECOVERi' Centers 

A health  care  service  of 
American  Medical  International 
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Dear  Doctor: 

Six  million  people  represent  the  potential  audience  to  view  a new  film 
profiling  physicians  in  their  role  as  advocates  for  their  individual 
patients.  The  film,  prepared  by  the  AMA  as  part  of  a campaign  to  enhance 
the  public’s  perception  of  the  medical  profession,  will  premier  at  the 
AMA’s  Annual  Meeting  this  month  in  Chicago.  Scheduled  for  distribution 
to  component  societies,  theaters,  and  cable  and  satellite  networks, 
the  film  features  narration  by  actor  Elliot  Gould,  star  of  CBS'  "E/R," 
who  donated  his  services. 

The  film  is  part  of  a $1.1  million,  five-point  plan  that  also 
Includes  survey  research,  television  commercials,  public  health 
drives,  and  an  annual  national  communications  workshop.  The 
public  information  campaign  was  mandated  in  December  by  a vote 
of  the  AMA  House  of  Delegates,  approving  a report  and  resolution 
calling  for  the  development  of  activities  to  increase  the  public’s 
awareness  of  physicians  as  patient  advocates  within  the  changing 
environment  of  medicine. 

Interest  in  joining  an  HMO  has  increased  significantly  in  the  last  four 
years,  according  to  a Louis  Harris  survey  released  last  month.  In  1980 
researchers  found  that  38%  of  eligible  non-members  were  interested  in 
joining  an  HMO.  In  1984,  when  interviews  for  the  current  report  were 
conducted,  that  figure  had  increased  to  50%.  The  survey  also  reports, 
among  other  findings,  that  HMO  members  are  considerably  more  likely  to 
be  satisfied  with  their  benefits  and  with  the  cost  of  their  health 
services  in  general  and  premiums  in  particular  than  are  other  members 
of  the  public.  The  study  concludes  that  HMOs  will  continue  to  grow  in 
the  coming  years  despite  rising  competition  from  other  medical  payment 
systems.  More  than  15  million  subscribers  are  enrolled  in  HMOs  across 
the  nation.  At  the  current  rate  of  growth,  HMO  membership  will  double 
every  five  years,  the  study  concludes. 

The  MSMA  House  of  Delegates  took  a number  of  actions  during  the  117th 
Annual  Session  last  month.  Watch  for  the  July  issue  of  your  journal, 
which  will  include  a complete  report. 


Patsy  Silver 
Managing  Editor 


edical 


Electronic 


olutions 


Medicare,  HMO,  PPO,  Payroll 
Participating  Physicians,  DRG, 
Receivables,  Collections, 
Electronic  Submission,  Fin 
ancial  Statements,  Compet- 
titors.  Medical  Data  Bases, 

Labs,  Taxes,  Cost  Con- 
tainment, Correspon- 
dence, 3rd  Party  Bill- 
ing, Appointments, 

Aged  Trial  Balance, 

Medical  Records, 

Planning,  Person- 
nel Costs,  Regu- 
lations. . . . 


As  much  as  there  is  to 
think  about  in  maintaining 
your  practice,  there  are 
an  equal  number  of  things 
to  consider  in  choosing  a 
computer  system.  How- 
ever, we  have  a remedy  for 
both  problems  with  our  Total 
System  Solution  that  in- 
cludes: hardware,  software, 
training,  maintenance,  and  soft- 
ware updates.  In  other  words,  we 
become  your  data  processing  de- 
partment, with  guaranteed  results. 
We  have  numerous  local  references, 
hundreds  nationally,  who  are  using 
our  systems  in  individual  practices, 
clinics,  nursing  homes,  and  hospitals. 
Our  commitment  to  the  medical  field  is 
complete. 


WlDEUmSOtUTIONS 
BEFORE  WlDEUmmSYSm 


TILCADO 


CADO  Systems  of  Mississippi,  inc. 

2600  Insurance  Center  Drive  • Jackson,  MS  39216 
(601)  982-0100 


A division  of  ICD  Corporation 

with  offices  in  Jackson,  New  York,  Atlanta.  Houston,  Milwaukee.  Minneapolis, 
Detroit,  Pittsburgh.  Salt  Lake  City,  Durham.  Phoenix.  San  Antonio,  New  Orleans, 
Birmingham,  Jacksonville,  Orlando,  Mobile,  Shreveport,  Little  Rock 
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HeRpecin-a: 


herpes  labialis 

“HERPECIN-L  is  my  treatment  of  choice  for 
perioral  herpes.”  GP,  NY 

“HERPECIN-L  appears  to  actually  prevent  the 
blisters  . . . used  soon  enough.”  DDS,  MN 

“HERPECIN-L'^.  . . a conservative  approach 
with  low  risk/high  benefits.”  MD,  FL 

“Used  at  prodromal  symptoms  . . . blisters 
never  formed  . . . remarkable.”  DH,  MA 

“(In  clinical  trials) , . . response  was  dramatic. 
HERPECIN-L  . .proven  far  superior.”  DDS,  PA 

“All  patients  claimed  shorter  duration  ...  at 
prodromal  symptoms  . . . HERPECIN-L 
averted  the  attacks.”  MD,  AK 


OTC.  See  P.D.R.  for  information.  For  samples  to  make 
your  own  clinical  evaluation,  write:  Campbell  Laboratories, 
fNC.,  P.O.  BOX  812-MD,  FOR  STATION,  NEW  YORK,  N.Y. 
10150 


In  Mississippi  HERPECIN-L  is  available  at  all  K&B, 
Revco,  Super  D Drug  Stores  and  other  select  pharmacies. 


CHEWABLE 

TABLETS 


VBtmx 


No  need  for  dosage  calculations... 


JANSSEN 

PHARMACEUTICA 
Piscataway,  NJ  08854-3998 
© Janssen  Phormaceutica  Inc.  1985 
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“When  I realized  my  chances  of 
becoming  disabled  by  age  65 
were  three  times  greater  than  the 
chances  of  death  . . . 

I compared  disability  insurance 
plans.  And  I decided  that  my 
MSMA-endorsed  disability  in- 
surance plan 

SERVES  ME  BEST! 

It’s  not  group  insurance,  but  an 
individually-owned  policy 
which  is  non-cancellable  and 
guaranteed  renewable.’^ 

If  you’re  a member  of  the  Mississippi  State  Medical  Association  you  may  be 
eligible  for  this  outstanding  professional  disability  plan  at  discounted  pre- 
miums. 

• Non-cancellable,  guaranteed  renewable  • Cost  of  living  rider 

• Medical  specialty  protection  • Future  disability  insurance  option 

• Presumptive  loss  provision  • Lifetime  accident  and  sickness  rider 

• Indexing  of  prior  earnings  • Total  and  residual  disability  protection 

• Waiver  of  premium 

Offered  by  Paul  Revere  Insurance  Company  to  MSMA  members  through  its 
exclusive  representatives,  Professional  Disability  Specialists. 

Jon  B.  Wimbish,  Disability  Specialist 

1501  Lakeland  Drive,  Suite  200  Jackson,  MS  39216  Telephone  362-9800 


©lil'UlLMIl 


Will  DRGs  Exacerbate  Washington,  DC  - A possible  link  between  DRGs 

Liability  Problem?  and  increased  liability  suits  requires  that  the 

system  be  studied  further  before  more  cuts  and 
freezes  are  enacted.  Rep.  Robert  Matsui  (D,  CA)  has  said.  Predicting  an 
"explosion”  of  liability  suits,  he  noted  that  when  TEFRA  was  enacted,  there  was 
no  discussion  of  liability  that  might  result  from  the  government's  pressures 
for  cost  reduction  and  early  release  of  hospital  patients. 


State  Association  Atlanta,  GA  - Medical  Association  of  Georgia 

Will  Form  IPA/HMO  reports  approval  of  a plan  to  form  a statewide 

association-directed  and  controlled  Individual 
Practice  Association  (IPA)  model  Health  Maintenance  Organization  (HMO)  with  all 
association  members  eligible  to  participate.  The  open  panel  type  IPA/HMO  is 
designed  to  compete  in  the  growing  prepaid  market  in  Georgia  and  at  the  same 
time  preserve  the  desirable  qualities  of  private  practice. 


Harvard  Bids  to  Develop  Chicago,  IL  - Harvard  University  submitted  a 

Relative  Value  Scale  proposal  last  month  to  the  Health  Care  Financing 

Administration  to  develop  a relative  value 
scale  in  cooperation  with  the  AMA.  The  AMA  had  proposed  a professionally 
developed  RVS  as  an  alternative  to  physician  payment  based  on  DRGs,  and  sub- 
mitted such  a proposal  to  HCFA,  which  indicated  interest  in  applications  only 
from  universities  and  independent  research  centers. 


HCFA  Receiving  Bids  Chicago,  IL  - The  AMA  submitted  a bid  to  HCFA 

For  Contract  as  Super-PRO  as  a "super-PRO"  to  validate  medical  determi- 

nations of  the  54  peer  review  organizations 
across  the  nation.  The  bid  was  submitted  in  response  to  a HCFA  Request  for 
Proposal,  which  describes  four  major  validating  procedures  to  be  done  by  the 
contracting  agency.  At  least  80,000  re-reviews  would  be  conducted  in  the 
two-year  contract  period. 


Predictions  on  Patient  Chicago,  IL  - Patient  population  growth  will 

Population  Growth  Trends  be  strongest  in  the  30-44  year-old  age  group, 

according  to  projections  in  an  AMA  publica- 
tion, "The  Environment  of  Medicine."  The  number  in  that  age  group  will  in- 
crease from  51.9  million  in  1985  to  59.9  million  in  1990.  In  terms  of  per- 
centage growth  rate,  the  fastest  growing  category  will  be  the  85  and  older 
age  group,  expected  to  increase  by  82.7%  to  4.9  million  people  in  2000. 


A Case  In  Point 
For  Early  Intervention: 
Coronary  Artery  Disease 


A 38  year  old  male  enters  the  emergency 
room  with  severe  substernal  chest  pain 
with  ECG  findings  indicating  significant 
ischemic  changes  involving  the  distribution 
of  the  left  coronary  artery.  Despite  avail- 
able medical  intervention  the  chest  pain 
becomes  more  severe.  What  is  the  next 
course  of  action? 

VASODILATOR  THERAPY  — NO  EFFECT 

BETA  - BLOCKADE  — NO  EFFECT 

CA  - CHANNEL  BLOCKADE  — NO  EFFECT 

IMPRESSION:  CRITICAL  CORONARY  LE- 
SION WITH  PREINFARCTION  ANGINA 

RECOMMENDATION:  INVASIVE 
DIAGNOSTIC  AND  THERAPEUTIC 
MEASURES 

How  do  you  get  this  patient  safely  to 
a facility  which  can  provide  immediate 
coronary  catheterization  and  possible  per- 
cutaneous coronary  angioplasty  and  if 
angioplasty  is  not  successful  has  the 
availability  of  emergency  coronary  surgery^ 


SOLUTION:  CALL  OCHSNER  FLIGHT 
CARE:  1-800-624-7637 
1-800-OCHSNER 

A call  was  received  at  Ochsner  at  8:30 
p.m.  Ochsner  Flight  Care  lifted  off  at  8:40 
p.m.  and  arrived  at  the  hospital  at  9:00 
p.m.  The  patient  was  transported  back  to 
Ochsner  m the  hands  of  a Critical  Care 
physician  and  nurse  by  10:15  at  which  time 
a proximal  left  anterior  descending  coron- 
ary artery  lesion  was  identified.  Coronary 
artery  angioplasty  was  successful  m reliev- 
ing his  angina.  ECG  and  laboratory  studies 
the  following  day  revealed  no  evidence  of 
myocardial  infarction.  The  patient  was  dis- 
charged in  three  days  to  his  family  physi- 
cian for  follow-up  care. 


Ochsner  Flight  Care 
Ochsner  Medical  Institutions 
1512-1516  Jefferson  Highway 
New  Orleans,  Louisiana  70121 


Angina  comes  in 
many  forms... 


So  does 

SORBITRATE 

(ISOSORBIDE  DINITFWE) 

Unsurpassed  flexibility 
in  nitrate  therapy. 


2.5  mg  5 mg  10  mg 
Sublingual  Tablets 


5 mg  10  mg  5 mg  10  mg  20  mg  30  mg  40  mg  40  mg 

Chewable  Tablets  Orar'Swallow"  Tablets  Sustained  Action 

'‘Swallow"  Tablets 
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See  following  page  for  brief  summary  of  prescribing  information. 


SORBITRATE 

(BOSOFBDEaNITTWE) 

Plaasa  consult  full  prescribing  Information  before  use.  A summary  follows: 

INDICATIONS  AND  USAGE:  SORBITRATE  (isosofbde  dinitrate)  is  indicated  for  the  treatment 
and  prevention  of  angina  pectons  All  dosage  forms  of  isosorbide  dinitrafe  may  be  used 
prophylactically  to  decrease  frequency  and  seventy  of  anginal  attacks  and  can  be  expected  to 
decrease  the  need  for  sublingual  nitroglycenn 

The  sublingual  and  chewable  forms  of  the  drug  are  indicated  tor  acute  prophylaxis  of  angina 
pectons  when  taken  a few  minutes  before  situations  likely  to  provoke  anginal  attacks  Because 
of  a slovwer  onset  of  effect,  the  oral  forms  of  isosorbide  dinitrate  are  not  indicated  tor  acute 
prophylaxis 

CONTRAINDfCAlTONS:  SORBITRATE  is  contraindicated  in  patients  who  have  shown 
purported  hypersensitivity  or  idiosyncrasy  to  it  or  other  nitrates  or  nitrites  Epinephnne  and 
related  compounds  are  ineffective  in  reversing  the  severe  hypotensive  events  associated  with 
overdose  and  are  contraindicated  in  this  situation. 

WARNINGS:  The  benefits  of  SORBITRATE  dunng  the  early  days  of  an  acute  myocardial 
infarction  have  not  been  established  If  one  elects  to  use  organic  nitrates  in  early  infarction, 
hemodynamic  monitoring  and  frequent  clinical  assessment  should  be  used  because  of  the 
potential  deletenous  effects  of  hypotension 

PRECAUTIONS:  General:  Severe  hypotensive  response,  particularly  with  upnghi  posture,  may 
occur  with  even  small  doses  of  SORBITRATE  The  drug  should  therefore  be  used  with  caution  in 
subfecls  who  may  have  blood  volume  depletion  from  diuretic  therapy  or  in  subjects  who  have 
low  systolic  blood  pressure  (eg,  below  90  mmHg)  Paradoxical  bradycardia  and  increased 
angina  pectons  may  accompany  nitrate-induced  hypotension.  Nitrate  therapy  may  aggravate 
the  angina  caused  by  hypertrophic  cardiomyopathy. 

Marked  symjDtomatic,  orthostatic  hypotension  has  been  reported  when  calcium  channel 
blockers  and  organic  nitrates  were  used  in  combination.  Dose  adjustment  of  either  class  of 
agents  may  be  necessary 

Tolerance  to  this  drug  and  cross-tolerance  to  other  nitrates  and  nitntes  may  occur  Tolerance 
to  the  vascular  and  antianginal  effects  of  isosortude  dinitrate  or  nitroglycenn  has  been 
demonstrated  in  clinical  tnals.  expenence  through  occupational  exposure,  and  in  isolated 
tissue  experiments  in  the  laboratory.  The  importance  of  tolerance  to  the  appropriate  use  of 
isosorbide  dinitrate  in  the  management  of  patients  with  angina  pectons  has  not  been 
determined  However,  one  clinical  tnal  using  treadmill  exercise  tolerance  (as  an  end  point)  found 
an  8-hour  duration  of  action  of  oral  isosorbtoe  dinitrate  following  the  first  dose  (after  a 2-week 
placebo  washout)  and  only  a 2-hour  duration  of  effect  of  the  same  dose  after  1 week  of 
repetitive  dosing  at  conventional  dosing  intervals  On  the  other  hand,  several  tnals  have  been 
able  to  differentiate  isosorbide  dinitrate  from  placebo  after  4 weeks  of  therapy  and,  in  open 
tnals,  an  effect  seems  detectable  for  as  long  as  several  months. 

Tolerance  clearly  occurs  in  industnal  workers  continuously  exposed  to  nitroglycenn. 
Moreover,  physical  dependence  also  occurs  since  chest  pain,  acute  myocardial  infarction,  and 
even  sudden  death  have  occurred  dunng  temporary  withdrawal  of  nitroglycenn  from  the 
workers  In  clinical  trials  in  angina  patients,  there  are  reports  of  anginal  attacks  being  more 
easily  provoked  and  of  rebound  in  the  hemodynamic  effects  soon  after  nitrate  withdrawal  The 
relative  importance  of  these  observations  to  the  routine,  clinical  use  of  isosorbide  dinitrate  is  not 
known.  However,  it  seems  prudent  to  gradually  withdraw  patients  from  isosorbxle  dinitrate 
when  the  therapy  is  being  terminated,  rather  than  stopping  the  drug  abruptly 

Information  tor  Patients:  Headache  may  occur  during  initial  therapy  with  SORBITRATE 
Headache  is  usually  relieved  by  the  use  of  sfandard  headache  remedies  or  by  lowering  the 
dose  and  tends  to  disapjoear  after  the  first  week  or  two  of  use 

Drug  Interactions:  Alcohol  may  enhance  any  marked  sensitivity  to  the  hypotensive  effect  of 
nitrates 

Isosorbide  dinitrate  acts  directly  on  vascular  smooth  muscle,  therefore,  any  other  agent  that 
depjends  on  vascular  smooth  muscle  as  the  final  common  path  can  be  expected  to  have 
decreased  or  increased  effect  depending  on  the  agent 

Carcinogenesis,  Mutagenesis,  Impairment  of  Fertility:  No  long-term  studies  in  animals 
have  been  performed  to  evaluate  the  carcinogenic  potential  of  this  drug  A modified  two-litfer 
reproduction  study  in  rats  fed  isosorbide  dinitrate  at  25  or  100  mg/kg/day  did  not  reveal  any 
effects  on  fertility  or  gestation  or  any  remarkable  gross  pathology  in  any  parent  or  offspring  fed 
isosorbide  dinitrafe  as  compared  with  rats  fed  a basal-controlled  diet. 

Pregnancy  Category  C;  Isosorbide  dinitrate  has  been  shown  to  cause  a dose-related 
increase  in  embryotoxicity  (increase  in  mummified  pups)  in  rabbts  at  oral  doses  35  and  150 
times  the  maximum  recommended  human  daily  dose  There  are  no  adequate  and 
well-controlled  studies  in  pregnant  women  SORBITRATE  should  be  used  dunng  pregnancy 
only  it  the  potential  benefit  justifies  the  jxitential  nsk  to  the  fetus. 

Nursing  Mothers:  It  is  not  known  whether  this  drug  is  excreted  in  human  milk.  Because 
many  drugs  are  excreted  in  human  milk,  caution  should  be  exercised  when  SORBITRATE  is 
administered  to  a nursing  woman. 

Pediatric  Use:  The  safety  and  effectiveness  of  SORBITRATE  in  children  has  not  been 
estabished 

ADVERSE  REACTIONS:  Adverse  reactions,  particularly  headache  and  hypotension,  are 
dose-related  In  clinical  trials  at  various  doses,  the  following  have  been  observed. 

Headache  is  the  most  common  (reported  incxJence  varies  widely,  apparently  being 
dose-related,  with  an  average  occurrence  of  about  25%)  adverse  reaction  and  may  be  severe 
and  persistent  Cutaneous  vasodilation  with  flushing  may  occur  Transient  episodes  of 
dizziness  and  weakness,  as  well  as  other  signs  of  cerebral  ischemia  associated  with  postural 
hypotension,  may  occasionally  develop  (the  incidence  of  reported  symptomatic  hypotension 
ranges  from  2%  to  36%).  An  occasional  individual  will  exhibit  marked  sensitivity  to  the 
hypotensive  effects  of  nitrates  and  severe  responses  (nausea,  vomiting,  weakness,  restless- 
ness, pallor,  perspiration,  and  collapse)  may  occur  even  with  the  usual  therapeutic  dose.  Drug 
rash  and/or  exfoliative  dermatitis  may  occasionally  occur  Nausea  and  vomiting  appear  to  be 
uncommon.  Case  reports  of  clinically  significant  methemoglobinemia  are  rare  at  conventional 
doses  of  organic  nitrates.  The  formation  of  methemoglobn  is  dose-related  and,  in  the  case  of 
genetic  abnormalities  of  hemoglobin  that  favor  methemoglobin  formation,  even  conventional 
doses  of  organic  nitrate  could  produce  harmful  concentrations  of  methemoglobin 
DOSAGE  AND  ADMINISTRATION:  For  the  treatment  of  angina  pectoris,  the  usual  starting 
dose  for  suWingual  SORBITRATE  is  2.5  to  5 mg;  for  chewabe  taWets,  5 mg;  for  oral  (swallowed) 
tabets,  5 to  20  mg;  and  for  controlled-release  forms,  40  mg 

SORBITRATE  should  be  titrated  upward  until  angina  is  relieved  or  side  effects  limit  the  dose 
In  ambulatory  patients,  the  magnitude  of  the  incremental  dose  increase  should  be  guxJed  by 
measurements  of  standing  bood  pressure 

The  inrtial  dosage  of  subingual  or  chewabe  SORBITRATE  for  prophylactic  therapy  in  angina 
pectons  patients  is  generally  5 or  10  mg  every  2 to  3 hours  Adequate  controlled  clinical  studies 
demonstrating  the  effectiveness  of  chronic  maintenance  therapy  wrth  these  dosage  forms 
have  not  been  reported 

SORBITRATE  in  oral  doses  of  10  to  40  mg  given  ever  y 6 hours  or  in  oral  controlled-release 
doses  of  40  to  80  mg  given  every  8 to  12  hours  is  generally  recommended  The  extent  to  which 
development  of  tolerance  should  modify  the  dosage  program  has  not  been  defined  The  oral 
controlled-release  forms  of  isosorbide  dinitrate  should  not  be  chewed 
DOSAGE  FORMS  AVAILABLE:  Subingual  Tablets  (2  5. 5. 10  mg);  Chewable  Tablets  (5. 10  mg); 
Oal  Tabets  (5. 10. 20. 30. 40  mg);  Sustained  Action  Tablets  (40  mg) 
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STR-2282 


Consider  the 
causative  organisms. . . 


cefaclor 


250-mg  Pulvules*  t.i.d. 

offers  effectiveness  against 
the  major  causes  of  bacterial  bronchitis 

H.  influenzae,  H.  influenzae,  S.  pneumoniae,  S.  pyogenes 

(ampicillin-susceptible)  (ampicillin-resistant) 


Brief  Summary  Consult  the  package  literature  lor  prescribing 
Information 

Indications  and  Usage.  Ceclor‘  (cefaclor.  Lilly)  is  indicated  in  the 
treatment  of  the  following  infections  when  caused  by  susceptible 
sliains  of  the  designated  microorganisms 
Lower  respiratory  infections,  including  pneumonia  caused  by 
Sirepiococcus  pneumniae  iDipiococcus  pnemomaei.  Haemoph- 
ilus influemae  and  S pyogenes  (group  A beta-hemolytic 
sireplococcii 

Appropriate  culture  and  susceptibility  studies  should  be 
performed  to  determine  susceptibility  of  (he  causative  organism 
to  Ceclor 

Contraindication  Ceclor  is  contraindicated  in  patients  with  known 
allergy  to  the  cephalosporin  group  of  antibiotics 
Warnings  IN  PENICILLIN-SENSITIVE  PATIENTS.  CEPHALO- 
SPORIN ANTIBIOTICS  SHOULD  BE  ADMINISTERED  CAUTIOUSLY 
THERE  IS  CLINICAL  AND  LABORATORY  EVIDENCE  OF  PARTIAL 
CROSS-ALLERGENICITY  OF  THE  PENICILLINS  AND  THE 
CEPHALOSPORINS.  AND  THERE  ARE  INSTANCES  IN  WHICH 
PATIENTS  HAVE  HAD  REACTIONS  INCLUDING  ANAPHYLAXIS. 
TO  BOTH  DRUG  CLASSES 

Antibiotics,  including  Ceclor  should  be  administered  cautiously 
to  any  patient  who  has  demonstrated  some  form  of  allergy, 
particularly  to  drugs 

Pseudomembranous  colitis  has  been  reponed  with  virtually  all 
broad-spectrum  antibiotics  (including  macrolides  semisynthetic 
penicillins,  and  cephalosporins),  therefore  it  is  important  to 
consider  its  diagnosis  in  patients  who  develop  diarrhea  in 
association  with  the  use  of  antibiotics  Such  colitis  may  range  in 
severity  from  mild  to  life-threatening 
Treatment  with  broad-spectrum  antibiotics  alters  the  normal 
flora  of  the  colon  and  may  permit  overgrowth  of  Clostridia  Studies 
indicate  that  a toxin  produced  by  Clostridium  difficile  is  one 
primary  cause  of  antibiotic-associated  colitis 
Mild  cases  of  pseudomembranous  colitis  usually  respond  to 
drug  discontinuance  alone  In  moderate  to  severe  cases,  manage- 


ment should  include  sigmoidoscopy,  appropriate  bacteriologic 
studies,  and  fluid,  electrolyte,  and  protein  supplementation 
When  the  colitis  does  not  improve  after  the  drug  has  been 
discontinued,  or  when  it  is  severe,  oral  vancomycin  is  the  drug 
of  choice  for  antibiotic-associated  pseudomembranous  colitis 
produced  by  C difficile  Other  causes  of  colitis  should  be 
ruled  out 

Precautions:  General  Precautions  - If  an  allergic  reaction  to 
Ceclor*  (cefaclor.  Lilly)  occurs,  the  drug  should  be  discontinued, 
and  if  necessary,  the  patient  should  be  treated  with  appropriate 
agents,  e g . pressor  amines,  antihistamines,  or  corticosteroids 
Prolonged  use  of  Ceclor  may  result  in  the  overgrowth  of 
nonsusceptible  organisms  Careful  observation  of  the  patient  is 
essential  If  superinfection  occurs  during  therapy,  appropriate 
measures  should  be  taken 

Positive  direct  Coombs'  tests  have  been  reported  during  treat- 
ment with  the  cephalosporin  antibiotics  In  hematologic  studies 
or  in  transfusion  cross-matching  procedures  when  antiglobulin 
tests  are  performed  on  the  minor  side  or  in  Coombs'  testing  of 
newborns  whose  mothers  have  received  cephalosporin  antibiotics 
before  parturition,  it  should  be  recognized  that  a positive 
Coombs'  lest  may  be  due  to  the  drug 
Ceclor  should  be  administered  with  caution  m the  presence  of 
markedly  impaired  renal  function  Linder  such  conditions,  careful 
clinical  observation  and  laboratory  studies  should  be  made 
because  sate  dosage  may  be  lower  than  that  usually  recommended 
As  a result  of  administration  of  Ceclor.  a false-positive  reaction 
tor  glucose  in  the  urine  may  occur  This  has  been  observed  with 
Benedict's  and  Fehling  s solutions  and  also  with  Cliniiest’ 
tablets  but  not  with  Tes-Tape’  (Glucose  Enzymatic  Test  Strip. 
USP,  Lilly) 

Broad-spectrum  antibiotics  should  be  prescribed  with  caution  in 
individuals  with  a history  of  gastrointestinal  disease,  particularly 
colitis 

Usage  in  Pregnancy  - Pregnancy  Category  B - Reproduction 
studies  have  been  performed  in  mice  and  rats  at  doses  up  to  12 
times  the  human  dose  and  in  ferrets  given  three  times  the  maximum 


human  dose  and  have  revealed  no  evidence  of  impaired  fertility 
or  harm  to  the  fetus  due  to  lieclor'  (cefaclor.  Lilly)  There  are. 
however,  no  adequate  and  well-controlled  studies  in  pregnant 
women  Because  animal  reproduction  studies  are  not  always 
predictive  of  human  response,  this  drug  should  be  used  during 
pregnancy  only  it  clearly  needed 
Nursing  Mothers  - Small  amounts  of  Ceclor  have  been  detected 
in  mother  s milk  following  administration  of  single  500-mg  doses 
Average  levels  were  0 18. 0.20.  0 21.  and  0 lo  mcg/ml  at  two. 
three,  four,  and  live  hours  respectively  Trace  amounts  were 
detected  at  one  hour  The  effect  on  nursing  infants  is  not  known 
Caution  should  be  exercised  when  Ceclor  is^ administered  lo  a 
nursing  woman 

Usage  in  Children  - Safety  and  effectiveness  of  this  product  for 
use  in  infants  less  than  one  month  of  age  have  not  been  established 
Adverse  Reactions  Adverse  effects  considered  related  to  therapy 
with  Ceclor  are  uncommon  and  are  listed  below 
Gasiroiniesiinal  symptoms  occur  in  about  2.5  percent  of 
patients  and  include  diarrhea  (1  in  70) 

Symptoms  of  pseudomembranous  colitis  may  appear  either 
during  or  after  antibiotic  treatment  Nausea  and  vomiting  have 
been  reported  rarely 

Hypersensitivity  reactions  have  been  reported  in  about  1.5 
ercent  of  patients  and  include  morbiliform  eruptions  (1  in  100) 
ruritus.  urticaria,  and  positive  Coombs'  tests  each  occur  in  less 
than  1 in  200  patients  Cases  of  serum-sickness-like  reactions 
ler^hema  multiforme  or  the  above  skin  manitestaiions  accompanied 
by  arthritis/arthralgia  and.  frequently,  fever)  have  been  reported 
These  reactions  are  apparently  due  to  hypersensitivity  and  have 
usually  occurred  during  or  following  a second  course  of  therapy 
with  Ceclor  Such  reactions  have  been  reponed  more  frequently 
in  children  than  in  adults  Signs  and  symptoms  usually  occur  a few 
days  after  initiation  of  therapy  and  subside  within  a tew  days 
after  cessation  of  therapy  No  serious  sequelae  have  been  reponed 
Antihistamines  and  conicosteroids  appear  to  enhance  resolution 
of  the  syndrome 

Cases  of  anaphylaxis  have  been  reponed.  halt  of  which  have 


occurred  in  patients  with  a history  of  penicillin  allergy 

Other  effects  considered  related  to  therapy  included 
eosinophilia  (1  in  50  patients)  and  genital  pruritus  or  vaginitis 
(less  than  1 in  100  patients) 

Causal  Relationship  Uncertain  - Transitory  abnormalities  in 
clinical  laboratory  test  results  have  been  reponed  Although  they 
were  of  uncenain  etiology,  they  are  listed  below  to  serve  as 
alerting  information  for  the  physician 

Hepatic  ~ Slight  elevations  in  SCOT.  SGPT  or  alkaline 
phosphatase  values])  in  40) 

Hematopoietic  - Transient  fluctuations  in  leukocyte  count, 
predominantly  lymphocytosis  occurring  in  infants  and  young 
children  |1  in  40) 

Renal  - Slight  elevations  in  BUN  or  serum  creatinine  (less  than 
1 in  500)  or  abnormal  urinalysis  (less  than  1 m 200) 
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Surgical  Therapy  of  Esophageal 
Strictures 
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Peptic  esophageal  stricture  represents  the  far 
end  of  a pathologic  spectrum  that  begins  as  simple 
reflux  esophagitis.  Both  share  the  common  etiology 
of  gastroesophageal  incompetence.  Any  procedure 
which  attempts  to  treat  esophageal  stricture  without 
treating  its  cause  is  thus  doomed  to  failure.  Recogni- 
tion of  the  relationship  between  gastroesophageal 
reflux  and  symptomatic  hiatus  hernia  has  led  to  the 
development  of  a number  of  effective  operations  to 
prevent  reflux.  Nevertheless,  patients  with 
esophageal  strictures  still  provide  one  of  the  biggest 
challenges  faced  by  practitioners  in  the  day  to  day 
therapy  of  esophageal  diseases.  As  such,  their  treat- 
ment must  be  approached  with  clearly  defined  goals. 

The  first  three  goals  in  treating  the  individual  with 
stricture  are  common  to  the  surgical  therapy  of  all 
patients  with  gastroesophageal  reflux.  Gas- 
troesophageal competence  must  first  be  restored  by 
increasing  lower  esophageal  sphincter  pressure. 
This  may  be  accomplished  by  wrapping  the  distal 
esophagus  with  the  fundus  of  the  stomach,  as  in  the 
Nissen,  Belsey,  or  Hill  procedures.  The  Nissen,  and 
Belsy  Mark  IV  procedures  augment  lower 
esophageal  sphincter  pressure  by  surrounding  the 
sphincter  with  a high  pressure  collar  of  gastric  fun- 
dus (see  Figure  1).*  The  Hill  procedure  restores 
competence  by  both  creating  a secured  segment  of 
intraabdominal  esophagus  and  tightening  the  gastric 
sling  fibers. 

The  second  general  goal  is  to  insure  that  the  surgi- 
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Peptic  esophageal  strictures  represent  the 
far  end  of  a pathologic  spectrum  that  begins 
as  simple  reflux  esophagitis.  Surgical  ther- 
apy of  esophageal  strictures  must  therefore 
address  not  only  the  stricture  but  its  cause. 
Annular  strictures  may  be  treated  success- 
fully with  dilatation  combined  with  an  anti- 
reflux procedure.  Longitudinal  transmural 
strictures  may  be  treated  with  either  a com- 
bined fundic  patch-fundoplication,  or  resec- 
tion combined  with  visceral  interposition. 
The  author  notes  that  tailoring  the  proce- 
dure to  the  individual  situation  results  in  a 
high  percentage  of  good  results. 


cally  created  barrier  to  reflux  relaxes  in  response  to 
deglutition  to  allow  passage  of  a bolus  of  food,  just 
as  the  normal  sphincter  does.  Happily,  the  relaxation 
of  the  lower  esophageal  sphincter  is  vagally  medi- 
ated and  also  involves  the  cardia  of  the  stomach. 
This  is  one  reason  that  the  vagal  nerves  to  the  fundus 
must  be  preserved. 

The  third  goal  must  be  to  insure  that  the  antegrade 
resistance  of  this  pressure  barrier  to  reflux  will  be 
less  than  the  propulsive  force  of  the  esophageal 
peristaltic  wave.  This  is  the  prime  reason  for  obtain- 
ing motility  studies  in  patients  prior  to  surgery  for 
esophageal  reflux.  Patients  with  scleroderma,  for 
example,  have  esophageal  aperistalsis.  This  com- 
bination of  aperistalsis  with  the  increase  in  sphincter 
pressure  induced  by  a Nissen  wrap  will  frequently 
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result  in  dysphagia  and  esophageal  obstruction  by 
presenting  a barrier  to  antegrade  passage  of  food  with 
more  resistance  than  the  esophagus  can  overcome. 
These  patients  rely  almost  exclusively  on  the  hy- 
drostatic pressure  of  the  column  of  food  in  the 
esophagus  to  facilitate  emptying.  This  is  also  the 
reason  for  taking  special  care  to  perform  a loose 
wrap  in  all  patients.  The  tighter  the  wrap,  the  greater 
will  be  the  increase  in  sphincter  pressure.  Thus,  a 
tight  wrap  may  produce  obstruction  in  even  a normal 
esophagus.  This  obstruction  leads  to  poor  peristalsis 
and  the  patient  can  present  with  a picture  that  is 
distinguishable  from  achalasia  only  by  the  previous 
history  of  esophagitis. 

Specific  goals  for  the  therapy  of  esophageal  stric- 
tures are  based  on  the  morphologic  type  of  stricture 
present.  The  first  type  of  stricture  is  an  annular 
stricture  situated  either  at  or  slightly  above  the 
squamo-columnar  junction.  It  is  produced  by  sub- 
mucosal inflammation  and  fibrosis,  and  is  usually 
covered  by  intact  mucosa.  The  second,  more  severe, 
type  of  stricture  is  a longitudinal  inflammatory  stric- 
ture. Longitudinal  strictures  are  characterized  by  a 
thick  fibrotic  scar  that  infiltrates  the  esophageal  wall 
transmurally  from  an  ulcerated  mucosa.  The  ascend- 
ing nature  of  the  inflammation  and  scarring  is 
accompanied  by  scar  contraction  in  all  three  dimen- 
sions. This  results  in  a stricture  that  is  characterized 
by  esophageal  shortening  as  well  as  stenosis.  Treat- 
ment therefore,  depends  on  both  the  patient’s  condi- 
tion and  the  type  and  location  of  the  stricture. 

Dilatation  and  medical  management  is  the  tradi- 
tional therapy  for  esophageal  strictures.  Some  au- 


Hill  Belsey  Nissen 


Figure  1 . Change  in  lower  esophageal  sphincter  pres- 
sure plotted  against  the  completeness  of  the  fundic  wrap 
with  the  Hill,  Belsey,  and  Nissen  procedures. 


thors  have  reported  satisfactory  results  with  this  type 
of  treatment;  however  in  Belsey’s  extensive  review 
of  patients  with  peptic  strictures,  dilatation  and 
medical  therapy  gave  satisfactory  long-term  results 
in  only  36%  of  patients.^  There  was  likewise  a 22% 
mortality.  This  type  of  therapy  should  now  be  re- 
served for  the  patient  with  medical  contraindications 
to  surgery. 

Annular  strictures,  due  to  their  limited  submucos- 
al involvement  can  be  adequately  treated  by  dilata- 
tion combined  with  an  antireflux  procedure.  Wood- 
ward and  colleagues  combined  dilatation  with  either 
a Hill  or  a Nissen  procedure  and  achieved  satisfac- 
tory results  in  85  percent  and  100  percent  of  patients 
respectively.^'  ^ Others  report  similar  results.  Most 
patients  with  an  annular  stricture  should  be 
approached  transabdominally.  The  transthoracic 
approach  should  be  used  only  in  patients  with  a 
longitudinal  stricture,  or  the  suspicion  of  esophageal 
shortening.  The  transthoracic  approach  is  also 
appropriate  in  patients  with  a previous  transabdom- 
inal antireflux  procedure  that  has  failed.  In  this  set- 
ting it  allows  the  surgeon  to  avoid  the  footprints  of 
the  previous  surgeon,  and  may  allow  a more  precise 
anatomic  reconstruction. 

Many  experienced  esophageal  surgeons  advocate 
extensive  intraoperative  manipulations  to  dilate  the 
stricture,  that  may  include  retrograde  dilatation  with 
Tucker  bougies  or  transgastric  finger  fracture,  in  an 
attempt  to  avoid  resection  of  strictures.  In  the  wide 
spectrum  between  the  annular  and  longitudinal 
transmural  stricture,  this  approach  results  in  a mod- 
erate degree  of  success  if  further  acid  peptic  injury  is 
prevented.  Nevertheless,  dilatation  of  a stricture  in 
which  scarring  and  inflammation  are  truly  transmu- 
ral results  in  hemorrhage,  formation  of  granulation 
tissue,  fibroblast  proliferation,  collagen  deposition, 
and  recurrent  stenosis  secondary  to  contraction  and 
cross-linking  of  collagen.  This  is  a basic  biologic 
phenomenon  that  will  not  be  altered  by  an  antireflux 
procedure.  Skinner  and  Belsey  demonstrated  a 37% 
failure  rate  for  antireflux  procedure  and  dilatation 
alone  in  patients  with  an  acquired  short  esophagus.^ 
The  patient  with  short  esophagus  has  by  definition  a 
transmural  stricture. 

There  are  two  approaches  to  transmural  strictures. 
The  first  is  resection;  the  second  is  the  so-called 
Thal-Nissen  procedure.  The  Thai  fundic  patch  uti- 
lizes well-established  reconstructive  techniques  to 
replace  part  of  the  fibrotic  esophageal  wall  with 
pliable  well-vascularized  fundic  tissue  lined  by  a 
skin  graft.  The  skin  graft  prevents  reepithelialization 
of  the  fundic  patch  by  granulation  tissue,  and  thus 
minimizes  contraction  of  the  lumen  when  compared 
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Figure  2.  Artist’s  conception  of  the  longitudinal 
esophagotomy  that  opens  the  esophagus  from  above  the 
stricture  to  the  fundus.  The  Hurst  dilator  is  used  to  stent 
the  new  esophageal  lumen. 


Figure  3a.  An  apex  stitch  is  used  to  suture  the  apex  of 
the  fundic  patch  to  the  esophagotomy. 


to  an  unsurfaced  patch.  Initial  experience  with  the 
Thai  patch  alone  was  poor  due  to  its  failure  to 
address  the  underlying  problem  of  gastroesophageal 
incompetence.  The  Thai  patch  widened  the  lumen 
effectively  but  led  to  free  reflux  that  inevitably  re- 
sulted in  recurrent  esophagitis  and  stenosis.  Thus, 
the  Thai  patch  was  combined  with  fundoplication  by 
Woodward^  in  an  attempt  to  prevent  further  acid- 
peptic  injury.  The  experimental  efficacy  of  this  pro- 
cedure has  been  documented  by  Jones  et  al,  who 
demonstrated  in  monkeys  that  the  Thal-Nissen  pre- 
vents reflux  by  augmenting  lower  esophageal 
sphincter  pressure  with  a broad  high  pressure  collar 
of  gastric  fundus.^  They  also  demonstrated  that  the 
reconstruction  was  equally  effective,  regardless  of 
whether  the  wrap  was  left  in  the  abdomen  or  chest. 

A complete  discussion  of  technique  is  beyond  the 
scope  of  this  article.  However,  the  stricture  is  initial- 
ly opened  longitudinally  from  just  above  the  stric- 
ture to  the  fundus  (see  Figure  2).  The  fundic  patch, 
lined  by  the  skin  graft,  is  then  sutured  to  the 
esophageal  opening  to  create  a new  esophageal  lu- 
men (see  Figure  3).  Fundoplication  is  subsequently 
carried  out  by  wrapping  the  fundus  around  the 
esophagus  and  securing  it  on  the  right  medial  side  of 
the  esophagus  with  nonabsorbable  sutures  (see  Fig- 
ure 4).  The  fundus  is  then  secured  circumferentially 
to  the  diaphragm  to  prevent  diaphragmatic  hernia. 
Care  must  be  taken  not  to  constrict  the  stomach  as  it 
passes  through  the  diaphragm. 

In  1980,  Maher,  Hocking  and  Woodward  re- 
ported results  in  68  patients  with  longitudinal  stric- 
tures treated  with  a Thal-Nissen  procedure  (see 
Table  1).^  These  patients  were  selected  on  the  basis 
of  an  inability  to  dilate  them  preoperatively  with 


Figure  3b.  Artist’s  conception  of  suturing  the  anterior 
wall  of  the  fundic  patch  to  the  esophagotomy . Inset  shows 
a cross-sectional  representation  of  this  step. 


Figure  4.  Cross-sectional  representation  of  the  fundic 
patch  and  the  subsequent  wrapping  of  the  fundus  com- 
pletely around  the  esophagus  to  achieve  a 360  degree 
fundoplication.  Inset  at  bottom  is  the  artist’s  representa- 
tion of  the  completed  procedure. 
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mercury  weighted  bougies.  The  length  of  the  stric- 
tures averaged  four  centimeters.  Average  followup 
was  68  months.  There  were  three  deaths  (4.4%). 
Eighty-four  percent  of  all  patients  had  a good  result 
(90%  of  patients  available  for  follow-up).  There 
were  three  early  poor  results  secondary  to  early  re- 
currence of  stricture.  In  addition,  there  were  an  addi- 
tional three  patients  who  experienced  a late  recur- 
rence of  their  stricture  after  asymptomatic  periods 
ranging  from  two  to  eleven  years . Most  of  these  poor 
results  were  obtained  in  patients  with  severely  dis- 
ordered esophageal  motor  activity,  primarily  either 
scleroderma  or  patients  with  stricture  following  a 
Heller  procedure  for  achalasia.  It  is  now  felt  that  this 
group  of  patients  with  severely  disordered  motility 
may  be  better  suited  to  visceral  interposition.  The 
Thal-Nissen  procedure  is  now  reserved  for  patients 
with  longitudinal  strictures  that  cannot  be  easily  di- 
lated in  the  preoperative  period.  As  noted,  patients 
with  severely  disordered  peristalsis  are  not  suitable 
candidates  since  the  pressure  barrier  of  the  wrap  may 
result  in  esophageal  obstruction.  The  alternative  to  a 
combined  Thal-Nissen  procedure  in  patients  with 
longitudinal  strictures  is  a resection  of  the  involved 
esophagus  with  either  esophagogastrostomy  or 
visceral  interposition.  Thus  it  is  the  morbidity  and 
mortality  of  these  procedures  against  which  the  re- 
sults of  the  Thal-Nissen  are  measured. 

Stricture  resection  and  esophagogastrostomy  is 
the  most  direct  approach.  Skinner  and  Belsey  re- 
ported a 14%  mortality  with  a 17%  incidence  of 
recurrent  esophagitis.^  Pearson  devised  an  “ink- 
well” technique  to  help  prevent  reflux.^  However, 
Wara  et  al,  using  this  technique,  reported  a 25% 
incidence  of  recurrent  stricture  and  an  87%  inci- 
dence of  recurrent  esophagitis.*  Clearly,  esophago- 
gastrostomy with  stricture  resection  is  not  the 
answer  in  these  patients. 

Jejunal  interposition  with  stricture  resection  was 
popularized  by  Merendino,  who  reported  an  8.3% 
mortality  with  an  8%  incidence  of  recurrent 
stricture. Polk  has  published  similar  results.'®  Fer- 
rer and  Bruch  however,  noted  a 15%  mortality  and, 
in  addition,  15%  of  their  loops  had  to  be  discarded 
because  of  an  inadequate  blood  supply. ' ' The  results 
of  this  procedure  seem  to  be  rather  directly  related  to 
the  skill  and  experience  of  the  responsible  surgeon. 

Results  with  colon  interposition  are  even  more 
varied.  Skinner  and  Belsey  reported  a five  percent 
mortality  with  no  evidence  of  recurrent  esophagitis 
or  stricture.^  Nevertheless,  other  investigators  have 
reported  mortalities  ranging  from  7 to  20%  with  up 
to  a 27%  incidence  of  recurrent  stricture."’  The 
disadvantage  of  resection  is  that  one  has  no  fail-back 


TABLE  1 
[68  patients] 


Mean  Length  of  stricture 

4 cm 

range  (2-1 1 cm) 

Mean  follow-up 

68  months 

Lost  to  follow-up 

2/68  (3%) 

Mortality 

3/68  (4.4%) 

Good  results 

57/68  (84%) 

Early  recurrence 

3/68  (4.4%) 

Late  recurrence 

3/68  (4.4%) 

position.  If  the  procedure  fails,  the  patient  may  be 
left  with  a permanent  esophagocutaneous  fistula.  A 
Thal-Nissen  procedure  may  be  done,  reserving 
visceral  interposition  for  the  small  percentage  of 
cases  that  fail  to  respond  to  the  Thal-Nissen  proce- 
dure. 

In  summary,  optimal  treatment  of  patients  with 
esophageal  stricture  requires  of  the  esophageal 
surgeon  a wide  repertoire  of  procedures  suited  to  the 
individual  circumstance.  Annular  strictures  will  re- 
spond in  almost  all  cases  to  dilatation  and  an  antire- 
flux procedure.  The  judgment  as  to  whether  a stric- 
ture is  annular  or  transmural  may  be  made  by  dilata- 
tion with  mercury-weighted  bougies  and  by  the 
radiologic  appearance  of  the  stricture.  There  is  con- 
siderable controversy  regarding  the  transmural  or 
“undilatable  stricture.”  The  Thal-Nissen  procedure  is 
preferred  for  patients  with  relatively  normal  peristal- 
sis. It  widens  the  distal  esophagus  and  effectively 
prevents  reflux  without  the  relatively  high  mortality 
associated  with  visceral  interposition.  Visceral  inter- 
position should  be  reserved  for  patients  with  poor 
peristalsis,  or  patients  who  have  failed  to  respond  to 
a Thal-Nissen  procedure. 

Tailoring  the  operative  procedure  to  the 
pathophysiology  of  the  individual  patient  will  pro- 
duce satisfactory  results  in  an  overwhelming  major- 
ity of  patients.  ★★★ 

2500  North  State  Street  (39216) 
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Cystic  Fibrosis  in  Adults 

MARIAN  W.  GODBEY,  M.D. 

Aberdeen,  Mississippi 


Cystic  fibrosis  is  the  most  lethal  genetic  disease  of 
the  white  population  in  the  United  States.  It  occurs  in 
one  in  1500  to  2000  births.  Cystic  fibrosis  was  first 
recognized  in  1938  at  autopsy  as  an  infant  disorder 
thought  to  be  confined  to  the  pancreas  with  a max- 
imum life  expectancy  of  six  months.  Later  it  was 
recognized  as  a disease  involving  all  exocrine  glands 
and  organs  as  well  as  the  pancreas.  One  exception  is 
the  sweat  glands  which  are  not  mucous  secreting 
glands  as  are  the  other  exocrine  glands. 

With  early  treatment  50%  now  have  a life  expec- 
tancy beyond  age  20.  To  date  the  oldest  adult  when 
first  diagnosed  was  48  years  old.  Many  others  have  a 
late  onset,  a milder  form  of  the  presenting  signs  of 
involved  organs,  and  slower  progression  of  present- 
ing complaints  resulting  in  delayed  diagnosis  until 
teenage  or  adulthood. 

Failure  to  diagnose  cystic  fibrosis  in  adults  is 
mostly  because  of  lack  of  knowledge  of  the  exist- 
ence of  the  disease  in  adults. 

Late  and  mild  onset  of  significant  manifestations 
of  cystic  fibrosis  in  childhood  may  cause  the 
pediatrician  to  miss  the  diagnosis,  causing  a di- 
agnostic problem  later  for  an  internist. 

The  writer  of  this  paper  had  three  patients  in  a 
Massachusetts  tuberculosis  sanatorium  in  the  early 
1940s  who  were  non-confirmed  cases  of  pulmonary 
tuberculosis.  One  of  them  later  had  the  diagnosis 
confirmed  by  the  sweat  test  as  cystic  fibrosis  and 
lived  to  age  24  years.  The  second  patient  had  right 
upper  lobe  infiltration  and  absent  to  diminished  en- 
zymes in  the  duodenal  fluid  as  well  as  increased 
viscosity  and  consistently  fluid,  white  bowel  move- 
ments. He  died  in  his  teen  years.  The  third  had 
extensive  pulmonary  bilateral  cavitary  disease  by 
chest  x-ray  and  frequent  and  recurring  rectal  pro- 
lapse and  died  at  age  3 . All  of  these  conditions  and 
findings  are  strongly  suggestive  of  cystic  fibrosis  in 
the  absence  of  proof  of  tuberculosis  and  should  de- 
mand a sweat  test  in  a laboratory  performing  the  test 
often  enough  to  be  competent. 

The  mucous  glands  in  the  entire  respiratory  tract 
are  involved  in  the  defects  of  cystic  fibrosis. 


Dr.  Godbey  is  a retired  public  health  physician  in  Aberdeen, 
MS. 


The  author  emphasizes  the  presence  of 
undiagnosed  cystic  fibrosis  in  adults  and 
enumerates  the  varied  manifestations, 
especially  those  not  found  in  infants.  She 
notes  that  all  exocrine  secreting  organs  are 
involved  in  varying  degrees,  and  comments 
that  the  presenting  signs  vary  greatly  and 
their  rate  of  progression  may  be  delayed  to 
adulthood.  She  reminds  that  the  sweat  test 
is  the  accepted  diagnostic  test. 


Nasal  polyps  and  paranasal  sinusitis  occur  in  50% 
of  adults.  With  relentless  progression  eventually  all 
show  pulmonary  disease  with  a variety  of  manifesta- 
tions. The  first  localized  chest  x-ray  lesions  usually 
appear  in  the  right  upper  lung  field. 

Early  generalized  signs  may  be  signs  of  hyperin- 
flation and  possibly  scattered  infiltrates.  Later  98% 
of  adults  show  increased  interstitial  markings.  Other 
findings  are  recurring  pneumonic  areas  and/or  tran- 
sient atelectasis. 

Presenting  Complaints 

The  presenting  complaints  are  most  often  chronic 
cough  with  globules  of  very  tenacious  viscid  puru- 
lent sputum. 

With  age  and  progression  of  the  disease,  moist 
rales  may  be  heard  on  chest  auscultation.  Bronchiec- 
tasis is  typically  in  the  upper  lobes  in  contrast  to 
lower  lobes  in  most  other  causes  of  bronchiectasis. 
Cavities  are  not  uncommon.  Pneumothorax  also 
occurs  fairly  frequently  in  adults  but  uncommonly  in 
young  children.  It  may  be  a presenting  manifestation 
in  adults  and  also  a recurrent  episode.  Hemoptysis  is 
also  an  adult  complication.  Sixty  percent  of  cases  are 
minor  hemoptysis  and  7%  of  those  will  have  life 
threatening  hemoptysis. 

Another  extremely  strong  suggestion  for  a di- 
agnosis of  cystic  fibrosis  is  positive  culture  of  the 
sputum  for  Pseudomonas  aeruginosa  or  Staphylo- 
coccus aureus  or  both.  Over  age  30  these  organisms 
are  almost  always  present  and  almost  impossible  to 
eradicate  permanently.  Pseudomonas  aeruginosa 
has  its  own  peculiar  protective  shield  against  anti- 
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biotics  and  has  low  nutritional  needs.  It  is  seldom 
found  in  other  conditions  although  ubiquitous  in  our 
environment,  especially  in  water. 

With  extensive  pulmonary  disease,  clubbing  of 
fingers  and  toes  is  frequently  seen.  A terminal  event 
in  most  cystic  fibrosis  patients  is  pulmonary  hyper- 
tension followed  by  right  heart  enlargement,  cor 
pulmonale  and  death. 

After  respiratory  abnormalities,  pancreatic  insuf- 
ficiency is  the  second  most  common  manifestation 
in  adults  with  cystic  fibrosis.  However,  it  must  be 
remembered  that  10%  of  cystic  fibrosis  patients  have 
normal  release  of  pancreatic  enzymes.  There  is 
marked  variation  in  the  degree  of  pancreatic  insuffi- 
ciency. Pancreatitis  may  be  a recurring  event  in  21% 
of  adults  with  cystic  fibrosis. 

Duodenal  fluid  yields  strong  evidence  for  cystic 
fibrosis  because  of  the  tenacious  viscid  fluid  and  the 
diminished  or  absent  pancreatic  digestive  enzymes. 
Dr.  Harry  Shwachman,  formerly  chief  of  the  Divi- 
sion of  Clinical  Nutrition,  Children’s  Hospital 
Medical  Center,  and  professor  of  pediatrics  at  Har- 
vard Medical  School,  had  used  this  finding,  viscid 
duodenal  fluid  withdrawn  by  duodenal  intubation,  as 
a more  immediate  indication  of  cystic  fibrosis  before 
the  sweat  test. 

Intestinal  Complications 

Intestinal  complications  of  enzyme  insufficiency 
coupled  with  intestinal  mucous  gland  abnormality 
contributes  to  recurring  obstruction  especially  at  a 
high  level  and  intestinal  intussusception  (meconium 
equivalent  in  adults). 

Some  of  these  acute  intestinal  problems  may  be 
corrected  by  an  enema  with  Gastrographen,  possibly 
avoiding  surgery. 

The  characteristics  of  the  stool  may  be  a clue  to  a 
diagnosis  of  cystic  fibrosis.  Usually  the  stool  is  solid 
but  may  be  consistently  fluid  with  a light  color.  The 
stool  may  be  formed  in  the  shape  of  balls  rather  than 
normal  cylindrical  shape  and  often  has  an  extremely 
foul  odor.  Rectal  prolapse  is  common  in  children  but 
uncommon  in  adults.  The  liver  may  be  seriously 
involved  due  to  bile  duct  obstructions.  It  may  lead  to 
cirrhosis  of  the  liver  with  portal  hypertension, 
esophageal  varices  and  bleeding.  One  percent  of 
adult  cystic  fibrosis  cases  die  with  cirrhosis  of  the 
liver. 

Cholelithiasis  and  heat  prostration  due  to  sweat 
salt  loss  are  also  more  likely  in  adults. 

Some  adult  males  are  identified  in  infertility  clin- 
ics with  complete  absence  of  sperm  in  the  semen  due 
to  duct  obstruction  by  viscid  secretions  or  other 
abnormalities.  Spermatogenesis  is  normal  as  are 


other  sexual  functions.  Ninety-eight  percent  of  cys- 
tic fibrosis  males  are  sterile.  Other  conditions  found 
with  low  to  absent  sperm  are  Young’s  syndrome, 
Klinefelter’s  syndrome  and  immotile  sperm  syn- 
drome. The  final  differential  rests  on  a normal  sweat 
test  in  these  syndromes. 

Females  have  a very  low  fertility  but  a few  have 
had  children.  A large  percentage  of  adults  marry. 
Those  adults  with  milder  disease  are  found  working, 
attending  college,  or  graduate  school,  even  medical 
school  and  participating  in  sports. 

Sweat  Test 

The  sweat  test  is  the  ultimate  diagnostic  test 
beyond  which  there  is  no  other.  This  test  was  de- 
veloped by  Gibson  and  Cooke  in  1959.  It  is  an 
exacting  test  and  the  result  should  only  be  consid- 
ered from  a laboratory  doing  fairly  large  numbers  of 
the  sweat  test.  There  are  120  laboratories  identified 
by  the  Cystic  Fibrosis  Foundation  capable  of  doing 
an  accurate  test.  Special  equipment  is  needed  and 
experienced  technicians. 

A three  MA  current  is  passed  through  a pilocar- 
pine soaked  pad  placed  on  a clean  area  of  the  forearm 
to  provide  stimulation  of  sweat  glands  for  5 minutes. 

Sweat  is  collected  in  a weighted,  low-sodium 
gauze  pad  covered  with  plastic  and  sealed  with  adhe- 
sive tape.  The  gauze  pad  is  reweighed  after  30  min- 
utes. It  is  recommended  that  at  least  100  mg  of  sweat 
be  collected.  The  average  is  150  mg. 

The  gauze  pad  is  then  eluted  with  a known  quanti- 
ty of  distilled  water.  Chloride  concentration  is  deter- 
mined by  titration.  Sodium  and  potassium  are  mea- 
sured by  a flame  photometer.  Of  these  determina- 
tions chloride  is  the  most  important.  Sweat  chloride 
over  60  milli-equivalents  per  liter  are  diagnostic 
when  considered  with  other  signs  of  cystic  fibrosis. 
When  in  doubt  the  test  should  be  repeated  on  another 
day. 

A few  other  conditions  may  give  elevated  sweat 
electrolytes.  Among  these  are  untreated  adrenal  in- 
sufficiency and  untreated  hypothyroidism. 

Due  to  the  high  salt  on  the  hands  of  adult  cystic 
fibrosis  patients  in  industries,  these  employees  are 
often  called  “rasters. ” Handling  delicate  instru- 
ments with  unwashed  hands  after  eating  salted 
peanuts  can  also  be  an  industrial  disaster.  The  salty 
taste  of  the  sweat  noted  by  the  patient  or  others  may 
be  a clue  in  the  medical  history. 

Request  for  the  sweat  test  can  be  made  to  Dr. 
Suzanne  Miller,  Department  of  Pediatrics,  Universi- 
ty of  Mississippi  Medical  Center,  2500  North  State 
Street,  Jackson,  Mississippi  39216  or  phone  1-987- 
3828. 
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Treatment  should  include  exercise  to  the  limit  of 
tolerance  for  bronchial  hygiene,  antibiotics  for  lower 
respiratory  infections  and  enzymes  for  pancreatic 
deficiency. 


Case  Report 

For  some  unknown  reason  this  young  man  was 
kept  in  the  hospital  of  his  birth  on  July  30,  1941  for  6 
weeks  before  discharge. 

At  age  3 months  he  was  admitted  to  the  Mas- 
sachusetts General  Hospital  for  severe  paroxysmal 
cough  where  a bronchoscopy  showed  pus  from  a 
right  upper  lobe  bronchus.  A diagnosis  was  not 
established  but  whooping  cough  was  considered. 

At  6 months  of  age  he  was  transferred  to  a Chil- 
ren’s  tuberculosis  sanitorium.  The  severe  coughing 
had  not  improved.  Otitis  media  developed  soon  after 
admission.  He  was  given  sulfadiazine  with  prompt 
remission  of  the  cough  and  drainage  of  pus  from 
both  ear  canals.  He  did  well  following  this  except  for 
a mild  delay  in  weight  gain,  21  lbs  at  18  months,  and 
was  adopted  by  a staff  physician  as  a well  child. 

At  age  2 a lower  respiratory  infection  occurred 
with  complete  recovery.  The  child  was  treated  by  a 
pediatrician  who  could  not  accept  the  possibility  of 
cystic  fibrosis  suggested  by  the  parent. 

At  age  5 he  was  admitted  to  the  Children’s  Hospi- 
tal in  Boston  because  of  another  bout  of  lower  res- 
piratory infection.  A visiting  English  physician  rec- 
ommended x-ray  treatment  of  the  pharangeal  lym- 
phatic area,  although  no  visible  hypertrophy  was 
apparent  or  sign  of  infection.  He  received  daily  peni- 
cillin for  the  5 weeks  and  was  discharged  with  treat- 
ment by  postural  drainage.  At  home  it  was  discov- 
ered that  only  one  position  yielded  any  sign  of  a 
productive  or  effective  cough,  and  that  was  leaning 
forward  in  a sitting  or  standing  position.  This  was 
true  throughout  his  life. 

At  age  8,  while  visiting  in  western  New  York 
State,  he  again  developed  increased  cough  and  was 
admitted  to  the  Children’s  Hospital  in  Buffalo.  Cys- 
tic fibrosis  was  not  considered.  He  was  referred  to  a 
local  allergist  who  referred  him  to  an  allergy  special- 
ist in  Boston.  No  diagnosis  was  established  but  the 
specialist  recommended  that  the  child  be  allowed  to 
sleep  with  his  mother  because  of  hyperactivity. 

At  age  10  years  and  9 months  a routine  chest  x-ray 
at  Children’s  Hospital  in  Boston  was  interpreted  as 
suggestive  of  cystic  fibrosis  by  the  radiologist.  Dr. 
Neuhauser,  who  requested  permission  to  let  Dr. 
Harry  Shwachman  see  David.  Dr.  Shwachman  has 
seen  over  700  cases  of  cystic  fibrosis. 


At  last  the  mother’s  presumptive  diagnosis  was 
confirmed  by  duodenal  intubation  for  aspiration  of 
pancreatic  secretions  and  the  sweat  test  by  Dr. 
Shwachman. 

From  age  1 1-18  he  did  quite  well  and  traveled  in 
most  of  the  states  and  eleven  foreign  countries  on 
maintenance  doses  of  whatever  antibiotic  Dr. 
Shwachman  recommended  and  oral  pancreatic  en- 
zymes. 

At  age  19  he  experimented  with  cigarette  smoking 
and  learned  that  it  was  not  for  him.  His  cough  be- 
came more  severe  with  copious  characteristic  spu- 
tum and  at  times  blood  tinged.  Exercise  tolerance 
became  greatly  limited. 

From  that  time  on  there  was  marked  progression 
of  his  pulmonary  disease  which  predominated  over 
the  pancreatic  disease.  Evidence  of  the  pancreatic 
insufficiency  were  viscid  duodenal  fluid  and  the 
hard,  ball-type  stools  occasionally  of  a light  color 
and  with  foul  odor.  A few  times  he  had  to  have  an 
enema  to  relieve  abdominal  pain. 

On  one  or  two  occasions  a knee  became  swollen 
and  painful. 

A few  weeks  before  his  death  he  had  taken  a side 
trip  to  Boston  to  see  Dr.  Shwachman  who  advised 
him  to  not  let  anyone  use  positive  pressure  respira- 
tory therapy  on  him  because  of  the  danger  of 
pneumothorax. 

The  final  event  leading  to  his  admission  to  a 
General  Hospital  in  Buffalo,  New  York,  was  an 
“upset  stomach  with  vomiting.’’  There  was  some 
doubt  about  the  need  for  hospital  admission  since  he 
had  driven  from  Mississippi  to  Buffalo,  and  was 
waiting  to  go  to  the  family  island  camp  200  miles 
north  of  Ottawa,  Canada,  where  his  cough  and 
general  well  being  always  improved.  He  was  admit- 
ted to  the  hospital.  Unfortunately  he  fell  into  aggres- 
sive treatment  rather  than  conservative  treatment. 

An  attempted  bronchoscopy  was  unsuccessful 
and  a tracheotomy  was  done  and  his  natural  bron- 
chial hygiene  posture  was  hindered.  Catheter  aspira- 
tion was  not  nearly  as  productive  as  natural  coughing 
of  the  thick  sticky  sputum.  In  3 days  he  died  at  age  24 
less  5 days.  The  problem  of  the  tenacious  viscid 
sticky  sputum  in  cystic  fibrosis  is  a different  problem 
in  management  than  more  fluid  sputum. 

The  immediate  problem  at  the  time  of  his  last 
hospitalization  may  have  been  related  more  to  pan- 
creatic and  intestinal  complications  than  pulmonary 
complications.  Now  that  older  persons  are  being 
recognized  with  cystic  fibrosis  consultation  should 
be  sought  with  a physician  experienced  in  handling 
adults  with  cystic  fibrosis.  ★★★ 

P.O.  Drawer  H (39730) 
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Screening  Colorectal  Cancer 
Rational  Guidelines 


WALTER  T.  BOONE,  M.D. 
Jackson,  Mississippi 


Cancer  of  the  colon  and  rectum  is  a major  public 
health  problem  in  the  United  States  with  130,000 
new  cases  and  59,400  deaths  expected  this  year.  The 
ten  year  survival  rate  in  the  United  States  has  re- 
mained stable  at  43%.*  Only  41%  of  all  detected 
colorectal  cancers  are  in  a localized  stage  without 
lymph  node  involvement.  Almost  all  patients  in 
whom  colorectal  cancer  is  detected  in  an  asymp- 
tomatic stage  have  localized  disease  and  are  there- 
fore potentially  curable  at  surgery.  Less  than  4% 
have  distant  metastasis,  and  the  five  year  survival 
approaches  90%.^ 

A practical,  cost  effective  and  aggressive  surveil- 
lance program  should  be  determined  by  the  risk 
factors  of  a particular  patient.  Increased  risk  factors 
for  colon  cancer  are:  age,  the  presence  of  adenoma- 
tous or  villous  adenomas,  a personal  history  of  colon 
cancer,  genetic  predisposition,  and  chronic  in- 
flammatory bowel  disease. 

The  incidence  of  colon  cancer  begins  to  rise  dur- 
ing the  age  period  from  40  to  45  and  continues  to 
increase  approximately  two-fold  in  each  succeeding 
decade,  reaching  a peak  at  age  75.  The  risk  for  men 
and  women  is  roughly  the  same.^  Colon  cancer  does 
appear  in  younger  individuals,  especially  in  the  pres- 
ence of  genetic  predisposition  or  associated  disease 
(see  Table  I).  Patients  with  an  adenomatous  polyp  or 
villous  adenoma  should  be  considered  at  higher  risk 
for  colon  cancer.*^  Although  the  polyp-cancer  con- 
troversy has  not  been  completely  resolved,  it  may  be 
prudent  to  consider  patients  with  polyps  to  be  at 
higher  risks  for  colon  cancer,  particularly  with  the 
availability  of  methods  for  detection  and  complete 
removal  of  polyps. 

Mathematical  models  of  the  growth  rate  of  polyps 
suggest  that  the  doubling  time  of  an  adenoma  is 
longer  than  that  of  a colorectal  carcinoma.  Two  or 
three  years  are  required  for  a diminutive  adenoma  to 
reach  a diameter  of  10.0  mm,  at  which  size  there  is  a 

Dr.  Boone  is  engaged  in  the  private  practice  of  gastroenterology 

in  Jackson,  MS. 


In  this  article,  the  last  of  three  discussing 
colorectal  cancer  screening,  the  author  sug- 
gests guidelines  for  a practical,  cost- 
effective  and  aggressive  surveillance  pro- 
gram based  on  risk  factors  of  a particular 
patient.  He  notes  that  survival  in  colon  and 
rectal  cancer  is  related  to  early  detection. 
Risk  factors  include  age,  presence  of  ade- 
nomatous or  villous  polyps,  prior  history  of 
colon  cancer,  genetic  predisposition  syn- 
dromes and  chronic  inflammatory  bowel 
disease.  He  observes  that  patients  with  ade- 
nomas that  are  large  (>2.0  cm),  multiple, 
sessile,  adenovillous  or  with  severe  dyspla- 
sia, and  patients  with  previous  colon  cancer 
are  at  a particularly  high  risk. 


significant  risk  of  malignancy.  A clinical  study, 
based  on  the  average  age  of  patients  and  the  histolog- 
ical grading  of  epithelial  atypia  in  adenomas,  found 
that  the  average  time  for  malignant  transformation  to 
be  18  years  for  adenomas  with  mild  dysplasia,  com- 
pared with  3.6  years  for  adenomas  with  severe 
dysplasia.^ 

Data  concerning  the  time  of  development  of  new 
adenomas  during  a followup  period  are  scarce  and 
conflicting.  Generally,  the  rate  of  recurrence  of  ade- 
nomas increases  as  the  interval  between  the  index 
polypectomy  and  the  followup  examination  in- 
creases.^ Several  factors  have  been  related  to  in- 
creased incidence  of  recurrent  adenomas.  Adenomas 
larger  than  2.0  cm  in  diameter  are  associated  with  a 
high  incidence  of  metachronous  adenomas  than  are 
smaller  ones.  The  recurrence  rate  almost  doubles 
when  removal  of  a single  adenoma  is  compared  to 
that  of  multiple  adenomas.^  The  severity  of  dyspla- 
sia is  associated  with  a greater  incidence  of  recurrent 
adenomas.* 

Patients  who  have  had  a previous  colon  cancer  are 
at  a higher  risk  for  development  of  a second  colon 
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TABLE  1 

COLORECTAL  CANCER  RISK  FACTORS 


Age  — 40  + Male  & Female 
Colon  Cancer  or  Polyps 
Genetic  Predisposition 
— Polyposis  Syndromes 
— Non-Polyposis  — Inherited  Colon  Cancer 
— Family  Cancer  Syndrome 
Chronic  Inflammatory  Bowel  Disease 


cancer.  There  is  a three-fold  increase  in  risk  over  the 
general  population  in  the  subsequent  annual  inci- 
dence of  primary  cancer  of  the  large  intestine.  The 
highest  risk  for  a second  colon  cancer  in  patients 
with  a previous  colon  cancer  was  in  those  patients 
who  had  their  cancer  in  the  cecum.  Adenomatous 
polyps  in  the  resected  specimen  further  increase  the 
risk  of  future  colon  cancer  to  six-fold.^ 

Some  families  are  considered  to  be  cancer  fami- 
lies because  of  the  high  incidence  of  carcinoma  in 
multiple  anatomic  sites  such  as  endometrium,  ovary, 
breast  and  colon.  In  these  families  there  is  a predis- 
position to  onset  of  colon  cancer  at  an  early  age  and 
predisposition  to  right-sided  colon  cancer.  Rela- 
tives of  patients  who  have  had  colon  cancer  are  at  a 
three-fold  risk  of  developing  colon  cancer  than  that 
seen  in  the  general  population. 

Genetic  Factors 

There  has  been  a better  understanding  of  genetic 
factors  in  colorectal  cancer.  There  are  several  genet- 
ically determined  polyposis  syndromes  with  a clear 
relationship  to  colorectal  cancer.  These  demonstrate 
reliable  biological  markers  that  may  alert  the  physi- 
cian to  the  possibility  of  recurrence  in  a family. 
More  recently,  the  concept  of  non-polyposis- 
inherited  colorectal  cancer  has  been  reported.  In  the 
non-polyposis  syndrome,  the  colon  is  not  carpeted 
by  myriads  of  adenomas,  but  the  adenoma  is  the 
important  precursor  lesion.  The  non-polyposis- 
inherited  colon  cancer  syndrome  may  be  divided 
into  site-specific  colorectal  cancer  syndrome  and  the 
family  cancer  syndrome.  In  patients  with  familial 
polyposis,  almost  all  will  develop  colon  cancer  in 
their  lifetime  unless  colectomy  is  performed.  Gard- 
ner’s syndrome  carries  a high  risk  for  colon  cancer. 
In  this  syndrome,  adenomatous  polyps  occur  pri- 
marily in  the  colon  and  are  associated  with  a variety 


of  soft  tissue  and  bony  tumors.  Other  rare  polyposis 
syndromes  such  as  Turcot’s  syndrome  (central  ner- 
vous system  tumors)  and  Oldfield’s  syndrome  (ex- 
tensive sebaceous  cysts)  share  the  same  high  risks 
for  colon  cancer.  Peutz-Jeghers  syndrome  was  con- 
sidered in  the  past  to  be  completely  benign  but  can- 
cers of  the  stomach,  duodenum,  ileum  and  colon 
have  been  reported.^ 

The  likelihood  of  developing  colon  cancer  in  pa- 
tients with  ulcerative  colitis  is  about  five  to  ten  times 
that  expected  in  the  population  of  the  United  States. 
The  risk  of  malignant  change  begins  to  rise  at  10 
years  and  is  considered  to  be  higher  with  universal 
disease  as  compared  to  left-sided  colitis  or  proctitis. 
The  cancers  tend  to  be  multicentric  and  often  in  a 
high  histological  grade  of  malignancy.  They  may 
develop  in  a symptom  free  period.’*  In  granuloma- 
tous colitis,  cancer  of  the  colon  occurs  but  in  a much 
lower  incidence  rate  in  comparison  with  ulcerative 
colitis.'^ 

Categories  of  Risk 

With  this  information  it  is  possible  to  develop 
categories  of  risk  of  development  of  coloreetal  can- 
cer for  individual  patients.  Categories  considered  at 
higher  risks  justify  closer  surveillance  for  colorectal 
cancer  detection.^ 

Category  I — This  category  is  composed  of 
asymptomatic  patients  40  or  above  (see  Figure  1). 
Patients  with  hyperplastic  polyps  should  be  consid- 
ered in  this  category  as  these  polyps  have  little  or  no 
malignant  potential.  Patients  with  a significant  fami- 
ly history  of  colorectal  cancer  should  be  screened 
beginning  at  an  earlier  age.  These  patients  should 
have  a fecal  occult  blood  test  annually  with  a fiber- 
optic proctoscopic  examination  every  three  to  five 
years.  If  either  be  positive,  complete  colonoscopy 
with  an  air  contrast  barium  enema  should  be  per- 
formed. If  nothing  is  found  on  evaluation  of  the 
colon,  an  upper  GI  evaluation  is  indicated. 

Category  II  — These  are  patients  at  minimal  risk 
of  developing  colorectal  cancer  (see  Figure  2). 
These  patients  have  had  adenomas  removed  pre- 
viously. The  adenomas  are  usually  solitary,  less  than 
2.0  cm  and  pedunculated.  Previously  resected  ses- 
sile adenomatous  polyps  should  be  considered  in  this 
category  as  well  as  those  adenomas  that  have  mild  or 
moderate  dysplasia.  The  surveillance  scheme  de- 
pends on  an  initial  complete  colonoscopy  with 
“clearing”  of  the  colon.  These  patients  should  have 
a fecal  occult  blood  test  annually  along  with  fiberop- 
tic proctoscopic  examination  every  two  years.  If 
either  be  positive,  complete  colonoscopy  and  air 
contrast  barium  enema  should  be  performed.  If  the 
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Asymptomatic  Age  40  & Above 
Significant  Family  History 
Hyperplastic  Polyp 


Polypectomy  UGI 

Surgery  Evaluation 


Figure  1 . Colorectal  cancer  screening  for  average  risk 
patients. 


colon  is  free  of  disease,  an  upper  GI  evaluation 
would  then  be  in  order. 

Category  III  — This  category  comprises  high  risk 
patients  (see  Figure  3).  Patients  with  multiple  ade- 
nomas, adenomas  equal  to  or  greater  than  2.0  cm, 
should  be  in  this  category.  A patient  with  an  adeno- 
ma that  was  sessile  villous,  adenovillous,  or  demon- 
strating severe  dysplasia  or  carcinoma  in  situ  should 
be  in  this  high  risk  category.  Patients  with  a prior 
history  of  colon  cancer  and  patients  with  a family 
history  of  non-polyposis  colon  cancer  syndrome  de- 
serve the  increased  scrutiny  of  this  category.  A com- 
plete colonoscopy  and  air  contrast  barium  enema  has 
been  done  prior  to  entrance  in  this  category.  Patients 
should  have  fecal  occult  blood  tests  annually.  Com- 
plete colonoscopy  should  be  performed  at  one  year 
post  resection  to  detect  a missed  synchronous  lesion. 
Fiberoptic  proctoscopic  examination  should  be  per- 
formed yearly  thereafter  with  total  colonoscopy  and 
air  contrast  barium  enema  every  three  years. 


Polypectomy  UGI 

Surgery  Evaluation 


Figure  2 . Colorectal  cancer  screening  for  minimal  risk 
patients. 


Category  IV  — Patients  with  chronic  ulcerative 
colitis  of  a duration  longer  than  10  years  and  those 
patients  with  granulomatous  colitis  of  equal  duration 
are  placed  in  a special  category  (see  Figure  4). 
Also,  patients  with  the  polyposis  syndrome  (carpet 
polyps)  should  also  be  in  this  special  category.  The 
surveillance  of  these  patients  is  simplified  by  the  fact 
that  a majority  of  these  patients  will  have  a total 
colectomy  or  subtotal  colon  resection  by  the  time 
they  are  placed  in  this  category.  The  surveillance  is 
complicated  by  the  fact  that  the  fecal  occult  blood 
test  cannot  be  used  since  positive  tests  may  occur 
without  a superimposed  cancer.  For  patients  who 
have  had  a subtotal  resection,  fiberoptic  proctoscop- 
ic examination  should  be  done  on  a yearly  basis  with 
random  biopsies.  For  those  patients  with  chronic 
inflammatory  bowel  disease  who  have  not  had  colon 
resections,  colonoscopy  with  random  biopsies 
should  be  performed  on  a yearly  basis. 
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Figure  3.  Colorectal  cancer  screening  for  high  risk  pa- 
tients. 


Summary 

These  guidelines  should  serve  as  a rational 
framework  for  surveillance  of  patients  with  different 
degrees  of  risk  for  development  of  colorectal  cancer. 
The  categorization  of  risk  is  designed  to  be  cost 
effective  and  should  aid  in  patient  compliance.  As 
more  information  becomes  available,  these  recom- 
mendations will  need  to  be  revised.  Early  detection 
of  colorectal  cancer  and  removal  of  precancerous 
colon  lesions  should  reduce  the  mortality  of  the 
disease  and  ultimately  reduce  the  incidence  of  col- 
orectal cancer.  ★★★ 
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puts  current  information 
at  your  fingertips. 


The  first  nationwide  medical 
information  network  brings  a 
new  dimension  to  the  way  in 
which  physicians  and  other 
health  care  professionals  keep 
abreast  of  the  latest  knowledge 
in  their  profession. 

Now,  through  the  use  of  a 
low-cost  computer  terminal  or 
personal  computer,  you  can 
have  instant  access  to 
authoritative  and  up-to-date  in- 
formation. The  American 
Medical  Association’s  com- 
puterized data  bases  place  a 


wide  range  of  professional 
resources  at  your  fingertips, 
such  as  clinical,  administrative 
and  medical  practice  informa- 
tion, abstracts  of  current  clinical 
literature,  and  continuing 
medical  education  programs. 

Adding  a new  dimension  to 
the  way  in  which  you  com- 
municate is  MED/MAIL  elec- 
tronic mail.  With  the  same  ter- 
minal, you  can  send  messages 
to  your  colleagues  across  the 
country  or  across  the  city.  . in 
minutes. 


Information  that  could  take 
hours  to  acquire  through  tradi- 
tional channels  can  now  be 
gathered  in  minutes,  giving  you 
valuable  extra  time  for  other  im- 
portant activities.  And  you  can 
use  the  medical  information  net- 
work at  your  convenience,  24 
hours  a day,  from  your  office, 
hospital  or  home. 

It’s  surprisingly  economical 
and  professionally  indispensable. 


Telenet 

Medical  Information  Network 


FOR  SUBSCRIPTION  INFORMATION 
PLEASE  CONTACT  THE: 

MISSISSIPPI  STATE  MEDICAL  ASSOCIATION 
P.O.  BOX  5229 

JACKSON,  MISSISSIPPI  39216 
1-800-682-6415  ‘ 

IN  JACKSON;  354-5433 


SPECIAL  ARTICLE 


Medical  Computing: 
The  Remote  Database 

RICHARD  H.  STREIFFER,  M.D. 

Denver,  Colorado 


About  a year  and  a half  ago,  I became  involved  in  a 
search  for  a medical  computing  system  that  would 
“straighten  out  the  paperwork  and  bookkeeping”  in 
our  clinics’  business  offices.  At  that  time  I was  a 
complete  novice  having  no  direct,  prior  exposure  to 
or  experience  with  computers.  However,  I soon  de- 
veloped a gut-level  feeling  of  excitement  about  com- 
puters, leading  me  to  agree  with  the  plethora  of 
opinions  projecting  their  important  role  in  the  future 
of  medical  practice. 

Most  physicians  who  have  integrated  computers 
into  their  practices  have,  in  fact,  edged  into  the 
Computer  Age  by  way  of  their  business  offices.  A 
majority  of  these  physicians  seem  to  be  quite  intimi- 
dated by  the  terminology  and  technology,  dubious  of 
the  actual  benefit  the  computer  will  bring,  yet  hope- 
ful of  receiving  at  least  a good  tax-benefit.  Fur- 
thermore, they  are  largely  unaware  of  the  true  poten- 
tial a computer  could  play  in  the  practice  of  medi- 
cine. 

It  is  quite  clear  that  computers  are  in  medicine  to 
stay,  though  applications  other  than  financial  are  just 
beginning  to  become  more  commonplace.  The  speed 
with  which  the  computer  becomes  an  everyday  im- 
plement of  physicians  will  depend  not  only  on  the 
software  developers  and  technical  people,  but  on  our 
profession’s  wishes  and  initiatives.  I would  like, 
through  this  article,  to  share  some  of  the  insight  I 
have  gained  into  the  exciting  future  of  medical  com- 
puting, and  to  encourage  other  physicians  to  look 
beyond  their  business  offices  when  they  think  of 
computers  in  medicine. 


Dr.  Streiffer,  formerly  of  the  Department  of  Family  Medicine, 
University  Medical  Center,  now  is  associated  with  the  De- 
partment of  Family  Medicine,  Mercy  Medical  Center,  Den- 
ver, CO. 


Computers  are  in  medicine  to  stay, 
although  applications  other  than  financial 
are  just  beginning  to  become  more  common- 
place, the  author  comments.  He  describes 
his  experience  with  the  medical  information 
database,  particularly  MINET,  and  recom- 
mends it  as  a quick,  affordable  source  of 
current  information. 


Information  Handling 

The  decision-making  processes  in  today’s  prac- 
tice of  medicine  are  highly  dependent  on  informa- 
tion and  facts.  The  last  20  years  have  been  character- 
ized by  dramatic  technological  and  therapeutic  ad- 
vances resulting  in  an  intimidating  volume  of  in- 
formation for  physicians  to  read,  comprehend  and 
assimilate  into  their  daily  practices.  As  examples, 
today’s  medical  students  are  asked  to  grasp  almost 

50.000  facts  and  20,000  terms  during  their  basic 
science  years  alone.  And  a 1980  Medline  search  by 
National  Library  of  Medicine  researchers  produced 

16.000  references  in  English  on  the  subject  of  viral 
hepatitis. 

Clearly,  no  one  individual  can  hope  to  master  all 
there  is  to  know  in  even  a single  subspecialty  area  let 
alone  all  of  general  medicine  itself.  There  is  simply 
too  much  changing,  expanding  information.  An  in- 
dividual’s success  in  medical  practice  in  1985  is 
measured  as  much  by  his/her  mastery  of  “keeping 
up”  and  “knowing  where  to  find  the  facts  when  you 
need  them”  as  it  is  by  success  at  the  “doctor-patient 
relationship”  of  old. 

Information  handling  is  the  one  area  where  com- 
puters have  the  greatest  potential  for  assisting  us. 
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Most  medical  office  computers  are  bought,  in  fact, 
to  handle  the  financial  and  demographic  information 
necessary  to  run  the  business  side  of  medicine.  That 
is  precisely  what  computers  do  so  well  — handle 
information.  They  can  store  vast  quantities  of  data, 
retrieve  it  quickly  and  efficiently  when  we  need  it, 
run  comparisons  between  bits  of  data,  and  combine 
the  information  according  to  our  specifications  into 
reports  via  computation  and  calculation.  Fur- 
thermore, computers  allow  us  to  change  or  update  the 
data  any  time  we  need  with  great  ease.  There  is  little 
that  a computer  does  that  enough  people  with 
enough  pencils,  paper  and  time  couldn’t  do  manual- 
ly. But  the  computer  allows  data  handling  at  a vastly 
faster  rate  than  even  the  best  clerical  staff. 

Computer  researchers  speak  of  future  develop- 
ments that  will  allow  a computer  to  “think”  or 
“reason”  much  like  the  human  brain.  Computer- 
assisted  diagnosis  and  artificial  intelligence  are  two 
such  experimental  techniques  that  are  unfortunately 
still  years  from  common,  practical  use. 

However,  those  of  us  with  office  or  home  comput- 
ers have  available  to  us  today  a very  powerful,  and 
underutilized,  information  tool  called  the  remote 
database,  waiting  to  help  us  in  our  struggle  to  keep 
current. 

What  Is  a Database? 

A database  is  a structured  collection  of  informa- 
tion somewhat  analogous  to  a library,  except  that  it 
is  stored  in  a computer  rather  than  in  books  on  a 
library  shelf.  To  get  information  from  a library,  we 
first  use  the  card  file  or  index  to  locate  the  source  of 
the  information  we  desire.  We  then  walk  to  that 
source,  take  the  book  off  the  shelf,  and  can  read  the 
information. 

In  using  a computer  database,  however,  we  “go 
to  the  library”  by  connecting  our  personal  computer 
via  a device  called  a modem  across  telephone  lines  to 
a large,  main-frame  computer  where  the  database  is 
stored.  The  card  file  now  takes  the  form  of  “menus” 
or  “commands”  as  the  computer  prompts  us  to 
specify  what  information  we  seek.  When  our  request 
is  complete,  the  mainframe  computer  then  accesses 
the  information  from  its  memory  and  sends  it  back  to 
our  personal  computer  across  the  phone  line.  Much 
of  the  tedious  work  involved  in  pulling  sources  and 
sorting  through  them  is  done  effortlessly  by  the  com- 
puter. Furthermore,  the  computer  lets  us  combine 
criteria  in  our  information  search  by,  for  example, 
allowing  us  to  ask  for  articles  on  hepatitis  and  preg- 
nancy, or  on  hypochromic  anemia  but  not  iron  de- 
ficiency. 

Medical  database  services  containing  voluminous 


quantities  of  facts  are  available  today  for  our  use. 
Medical  libraries  have  been  using  such  services  for 
years  to  conduct  Medline  literature  searches. 
However,  databases  have  more  recently  become 
affordable,  “user  friendly,”  and  hence  accessible  to 
individuals  and  their  personal  microcomputers. 

MINET 

The  MEDICAL  INFORMATION  NETWORK 
(MINET)  is  perhaps  the  prototype,  multi-purpose, 
easy-to-use  medical  database  service  available  to- 
day. Developed  and  supported  by  the  American 
Medical  Association  and  GTE,  it  offers  a breadth  of 
medical  information  and  news  that  is  useful  to  physi- 
cians of  all  specialties  and  practice  settings.  It  in- 
cludes sections  devoted  to  drug  information  (includ- 
ing Patient  Medication  Information  sheets), 
synopses  of  some  3500  diseases,  current  clinical 
and  socioeconomic  literature  from  about  700  jour- 
nals, CPT  coding  information  and  continuing  medi- 
cal education.  Plus,  there  is  an  electronic  com- 
munications section  called  Med/Mail  for  sending 
and  receiving  messages  from  other  users  or  orga- 
nizations like  the  CDC  or  FDA. 

While  it  is  true  that  textbooks  and  journals  offer 
the  same  information  as  databases,  many  of  you  are 
all  too  familiar  with  the  limitations  of  hardcopy 
books.  Most  texts,  for  example,  are  outdated  these 
days  shortly  after  publication,  reflecting  both  the 
information  explosion  and  the  delay  in  getting  a 
book  into  print.  The  high  cost  of  medical  books 
makes  it  impractical  for  most  practitioners  and  many 
smaller  institutional  libraries  to  update  their  books 
often  enough  to  keep  them  current.  Furthermore,  it 
seems  that  the  books  are  always  either  checked  out, 
locked  up  or  otherwise  inaccessible  when  needed. 

But  assume  for  the  moment  that  your  library  has 
current  books  and  journals  awaiting  you  on  its 
shelves.  What  about  the  time  and  tedium  involved  in 
actually  searching  for  information?  How  long  would 
it  take  you  to  find  a list  of  non-diuretic  antihyperten- 
sive drugs  that  don’t  cause  impotency?  Or  to  find  a 
description  of  the  diseases  in  the  differential  diagno- 
sis of  thigh  pain  and  numbness  without  associated 
back  pain?  And  can  you  get  a list  of  recent  articles  on 
hepatitis  associated  with  systemic  lupus  erythemato- 
sis?  Yes,  of  course  you  can  find  all  these  easily  with 
a modest  amount  of  experience  in  using  a medical 
library.  But  I can  do  it  easier  and  much  faster  on  my 
computer  using  MINET.  And  in  fact,  those  three 
lists  were  actual  searches  that  I recently  accessed  on 
MINET.  (I  have  now  exposed  my  secret.  Please 
don’t  tell  my  residents.  They  think  I’m  smart.) 

MINET’s  databases  are  updated  as  often  as  week- 
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Before  prescribing,  see  complete  prescribing  information  In  SK&F  CO. 
literature  or  POR.  The  following  is  a brief  summary. 


* 


WARNING 

This  drug  is  not  indicated  for  initial  therapy  of  edema  or  hypertension. 
Edema  or  hypertension  requires  therapy  titrated  to  the  individual.  If  this 
combination  represents  the  dosage  so  determined,  its  use  may  be 
more  convenient  in  patient  management.  Treatment  of  hypertension 
and  edema  is  not  static,  but  must  be  reevaluated  as  conditions  in 
each  patient  warrant. 


Contraindications:  Concomitant  use  with  other  potassium-sparing  agents 
such  as  spironolactone  or  amiloride.  Further  use  in  anuria,  progressive 
renal  or  hepatic  dysfunction,  hyperkalemia.  Pre-existing  elevated  serum 
potassium.  Hypersensitivity  to  either  component  or  other  sulfonamide- 
derived  drugs. 

Warnings:  Do  not  use  potassium  supplements,  dietary  or  otherwise,  unless 
hypokalemia  develops  or  dietary  Intake  of  potassium  is  markedly  impaired. 
If  supplementary  potassium  is  needed,  potassium  tablets  should  not  be 
used.  Hyperkalemia  can  occur,  and  has  been  associated  with  cardiac  irregu- 
larities. It  is  more  likely  in  the  severely  ill,  with  urine  volume  less  than 
one  liter/day,  the  elderly  and  diabetics  with  suspected  or  confirmed  renal 
insufficiency  Periodically  serum  K+  levels  should  be  determined.  If  hyper- 
kalemia develops,  substitute  a thiazide  alone,  restrict  intake.  Asso- 
ciated widened  QRS  complex  or  arrhythmia  requires  prompt  additional 
therapy.  Thiazides  cross  the  placental  barrier  and  appear  in  cord  blood. 
Use  in  pregnancy  requires  weighing  anticipated  benefits  against  possible 
hazards,  including  fetal  or  neonatal  jaundice,  thrombocytopenia,  other 
adverse  reactions  seen  in  adults.  Thiazides  appear  and  triamterene  may 
appear  in  breast  milk.  If  their  use  is  essential,  the  patient  should  stop 
nursing.  Adequate  information  on  use  in  children  is  not  available.  Sensitivity 
reactions  may  occur  in  patients  with  or  without  a history  of  allergy  or 
bronchial  asthma.  Possible  exacerbation  or  activation  of  systemic  lupus 
erythematosus  has  been  reported  with  thiazide  diuretics. 

Precautions:  The  bioavailability  of  the  hydrochlorothiazide  component  of 
'Dyazide'  is  about  50%  of  the  bioavailability  of  the  single  entity.  Theoreti- 
cally, a patient  transferred  from  the  single  entities  of  Dyrenium  (triamterene, 
SK&F  CO.)  and  hydrochlorothiazide  may  show  an  increase  in  blood  pressure 
or  fluid  retention.  Similarly,  it  is  also  possible  that  the  lesser  hydro- 
chlorothiazide bioavailability  could  lead  to  increased  serum  potassium  levels. 
However,  extensive  clinical  experience  with  'Dyazide'  suggests  that  these 
conditions  have  not  been  commonly  observed  in  clinical  practice.  Do 
periodic  serum  electrolyte  determinations  (particularly  important  in  patients 
vomiting  excessively  or  receiving  parenteral  fluids,  and  during  concurrent 
use  with  amphotericin  B or  corticosteroids  or  corticotropin  [ACTH]). 
Periodic  BUN  and  serum  creatinine  determinations  should  be  made, 
especially  in  the  elderly,  diabetics  or  those  with  suspected  or  confirmed 
renal  insufficiency.  Cumulative  effects  of  the  drug  may  develop  in  patients 
with  impaired  renal  function.  Thiazides  should  be  used  with  caution  in 
patients  with  impaired  hepatic  function.  They  can  precipitate  coma  in 
patients  with  severe  liver  disease.  Obsen/e  regularly  for  possible  blood 
dyscrasias,  liver  damage,  other  idiosyncratic  reactions.  Blood  dyscrasias 
have  been  reported  in  patients  receiving  triamterene,  and  leukopenia, 
thrombocytopenia,  agranulocytosis,  and  aplastic  and  hemolytic  anemia 
have  been  reported  with  thiazides.  Thiazides  may  cause  manifestation  of 
latent  diabetes  mellitus.  The  effects  of  oral  anticoagulants  may  be 
decreased  when  used  concurrently  with  hydrochlorothiazide;  dosage  adjust- 
ments may  be  necessary.  Clinically  insignificant  reductions  in  arterial 
responsiveness  to  norepinephrine  have  been  reported.  Thiazides  have  also 
been  shown  to  increase  the  paralyzing  effect  of  nondepolarizing  muscle 
relaxants  such  as  tubocurarine.  Triamterene  is  a weak  folic  acid  antagonist. 
Do  periodic  blood  studies  in  cirrhotics  with  splenomegaly.  Antihypertensive 
effects  may  be  enhanced  in  post-sympathectomy  patients.  Use  cautiously 
in  surgical  patients.  Triamterene  has  been  found  in  renal  stones  in  asso- 
ciation with  the  other  usual  calculus  components.  Therefore,  'Dyazide' 
should  be  used  with  caution  in  patients  with  histories  of  stone  formation. 
A few  occurrences  of  acute  renal  failure  have  been  reported  in  patients  on 
'Dyazide'  when  treated  with  indomethacin.  Therefore,  caution  is  advised  in 
administering  nonsteroidal  anti-inflammatory  agents  with  'Dyazide'.  The 
following  may  occur:  transient  elevated  BUN  or  creatinine  or  both,  hyper- 
glycemia and  glycosuria  (diabetic  insulin  requirements  may  be  altered), 
hyperuricemia  and  gout,  digitalis  intoxication  (in  hypokalemia),  decreasing 
alkali  reserve  with  possible  metabolic  acidosis.  'Dyazide'  interferes  with 
fluorescent  measurement  of  quinidine.  Hypokalemia  is  uncommon  with 
'Dyazide',  but  should  it  develop,  corrective  measures  should  be  taken  such 
as  potassium  supplementation  or  increased  dietary  intake  of  potassium- 
rich  foods.  Dorrective  measures  should  be  instituted  cautiously  and  serum 
potassium  levels  determined.  Discontinue  corrective  measures  and 
'Dyazide'  should  laboratory  values  reveal  elevated  serum  potassium. 
Chloride  deficit  may  occur  as  well  as  dilutional  hyponatremia.  Concurrent 
use  with  chlorpropamide  may  increase  the  risk  of  severe  hyponatremia. 
Serum  FBI  levels  may  decrease  without  signs  of  thyroid  disturbance.  Cal- 
cium excretion  is  decreased  by  thiazides.  'Dyazidfe'  should  be  withdrawn 
before  conducting  tests  for  parathyroid  function. 

Thiazides  may  add  to  or  potentiate  the  action  of  other  antihypertensive 
drugs. 

Diuretics  reduce  renal  clearance  of  lithium  and  increase  the  risk  of  lithium 
toxicity. 


Adverse  Reactions:  Muscle  cramps,  weakness,  dizziness,  headache,  dry 
mouth;  anaphylaxis,  rash,  urticaria,  photosensitivity,  purpura,  other  dermat- 
ological conditions;  nausea  and  vomiting,  diarrhea,  constipation,  other 
gastrointestinal  disturbances;  postural  hypotension  (may  be  aggravated  by 
alcohol,  barbiturates,  or  narcotics).  Necrotizing  vasculitis,  paresthesias, 
icterus,  pancreatitis,  xanthopsia  and  respiratory  distress  including  pneu- 
monitis and  pulmonary  edema,  transient  blurred  vision,  sialadenitis,  and 
vertigo  have  occurred  with  thiazides  alone.  Triamterene  has  been  found  in 
renal  stones  in  association  with  other  usual  calculus  components.  Rare 
incidents  of  acute  interstitial  nephritis  have  been  reported.  Impotence  has 
been  reported  in  a few  patients  on  'Dyazide',  although  a causal  relationship 
has  not  been  established. 

Supplied:  ‘Dyazide’  is  supplied  as  a red  and  white  capsule,  In  bottles  of 
1000  capsules:  Single  Unit  Packages  (unit-dose)  of  100  (intended  for 
insUhitional  use  only);  In  Patient-Pak™  unit-of-use  bottles  of  100. 

BRS-DZ:L39 


In  Hypertension^.. 
When  Need  to 
Conserve  K+ 


Remember  the  Unique 
Red  and  White  Capsule: 
^ur  Assurance  of 


The  unique 
red  and  white 
Dyazide*  capsule: 
Irbur  assurance  of 
SK&F  quality: 


a product  of 

SK&F  CO. 

Carolina,  P.R.  00630 


Potassium-  Sparing 

DYAZIDE 

25  mg  Hydrochlorothiazide/50  mg  Triamterene/SKF 

Over  19  Years  of  Confidence 


©SK&F  Co..  1983 


Afteranitrate, 
add  ISOPTlff 

(verapamil  HCl/Knoll) 


To  protect  your  patients,as  well  as  their  quality  of  life, 
add  Isoptin  instead  of  a beta  blocker. 


First,  Isoptin  not  only  reduces  myocardial  oxygen  demand 
by  reducing  peripheral  resistance,  but  also  increases  coro- 
nary perfusion  by  preventing  coronary  vasospasm  and 
dilating  coronary  arteries  — both  normal  and  stenotic. 
These  are  antianginal  actions  that  no  beta  blocker 
can  provide. 

Second,  Isoptin  spares  patients  the 
beta-blocker  side  effects  that  may 
compromise  the  quality  of  life. 

With  Isoptin,  fatigue,  bradycardia  and  mental 
depression  are  rare.  Unlike  beta  blockers, 

Isoptin  can  safely  be  given  to  patients  with 
asthma,  COPD,  diabetes  or  peripheral 
vascular  disease.  Serious  adverse 
reactions  with  Isoptin  are  rare 
at  recommended  doses;  the 
single  most  common  side 
effect  is  constipation  (6.3%) 

Cardiovascular  contra- 
indications to  the  use  of 
Isoptin  are  similar  to  those 
of  beta  blockers:  severe 
left  ventricular  dysfunction, 
hypotension  (systolic  pres- 
sure <90  mm  Hg)  or  cardio- 
genic shock,  sick  sinus  syndrome 
(if  no  artificial  pacemaker  is  present) 
and  second-  or  third-degree  AV  block. 

So,  the  next  time  a nitrate  is  not  enough,  add 
Isoptin ...  for  more  comprehensive  antianginal 
protection  without  side  effects  which  may 
cramp  an  active  life  style. 


ISOPTIN.  Added 
antianginal  protection 
without  beta-blocker 
side  effects. 


Please  see  brief  summary  on  following  page 


isopnif 

(verapamil  HCI/Knoll) 

80  mg  and  120  mg  scored, film-coated  tablets 


Contraindications;  Severe  left  ventricular  dysfunction  (see  Warnings),  hypo- 
tension (systolic  pressure  < 90  mm  Hg)  or  cardiogenic  shock,  sick  sinus  syn- 
-drome  (except  in  patients  with  a functioning  artificial  ventricular  pacemaker), 
2nd-  or  3rd-degree  AV  block  Warnings:  ISOPTIN  should  be  avoided  in  patients 
with  severe  left  ventricular  dysfunction  (e  g , ejection  fraction  < 30%  or 
moderate  to  severe  symptoms  of  cardiac  failure)  and  in  patients  with  any 
degree  of  ventricular  dysfunction  if  they  are  receiving  a beta  blocker  (See 
Precautions.)  Patients  with  milder  ventricular  dysfunction  should,  if  possible,  be 
controlled  with  optimum  doses  of  digitalis  and/or  diuretics  before  ISOPTIN  is 
used.  (Note  interactions  with  digoxin  under  Precautions  ) ISOPTIN  may  occa- 
sionally produce  hypotension  (usually  asymptomatic,  orthostatic,  mild  and  con- 
trolled by  decrease  in  ISOPTIN  dose)  Elevations  of  transaminases  with  and 
without  concomitant  elevations  in  alkaline  phosphatase  and  bilirubin  have  been 
reported  Such  elevations  may  disappear  even  with  continued  treatment,  how- 
ever, four  cases  of  hepatocellular  injury  by  verapamil  have  been  proven  by  re- 
challenge Periodic  monitoring  of  liver  function  is  prudent  during  verapamil 
therapy  Patients  with  atrial  flutter  or  fibrillation  and  an  accessory  AV  pathway 
(e  g W-P-W  or  L-G-L  syndromes)  may  develop  increased  antegrade  conduction 
across  the  aberrant  pathway  bypassing  the  AV  node,  producing  a very  rapid 
ventricular  response  after  receiving  ISOPTIN  (or  digitalis).  Treatment  is  usually 
D C. -cardioversion,  which  has  been  used  safely  and  effectively  after  ISOPTIN 
Because  of  verapamil’s  effect  on  AV  conduction  and  the  SA  node,  1°  AV  block 
and  transient  bradycardia  may  occur  High  grade  block,  however,  has  been 
infrequently  observed  Marked  1°  or  progressive  2°  or  3°  AV  block  requires  a 
dosage  reduction  or,  rarely,  discontinuation  and  institution  of  appropriate 
therapy  depending  upon  the  clinical  situation  Patients  with  hypertrophic  car- 
diomyopathy (IHSS)  received  verapamil  in  doses  up  to  720  mg/day  It  must  be 
appreciated  that  this  group  of  patients  had  a serious  disease  with  a high  mor- 
tality rate  and  that  most  were  refractory  or  intolerant  to  propranolol  A variety 
of  serious  adverse  effects  were  seen  in  this  group  of  patients  including  sinus 
bradycardia,  2°  AV  block,  sinus  arrest,  pulmonary  edema  and/or  severe  hypo- 
tension. Most  adverse  effects  responded  well  to  dose  reduction  and  only  rarely 
was  verapamil  discontinued  Precautions:  ISOPTIN  should  be  given  cautiously 
to  patients  with  impaired  hepatic  function  (in  severe  dysfunction  use  about 
30%  of  the  normal  dose)  or  impaired  renal  function,  and  patients  should  be 
monitored  for  abnormal  prolongation  of  the  PR  interval  or  other  signs  of  exces- 
sive pharmacologic  effects.  Studies  in  a small  number  of  patients  suggest  that 
concomitant  use  of  ISOPTIN  and  beta  blockers  may  be  beneficial  in  patients 
with  chronic  stable  angina  Combined  therapy  can  also  have  adverse  effects  on 
cardiac  function.  Therefore,  until  further  studies  are  completed,  ISOPTIN  should 
be  used  alone,  if  possible.  If  combined  therapy  is  used,  close  surveillance  of  vital 
signs  and  clinical  status  should  be  carried  out  Combined  therapy  with  ISOPTIN 
and  propranolol  should  usually  be  avoided  in  patients  with  AV  conduction 
abnormalities  and/or  depressed  left  ventricular  function  Chronic  ISOPTIN  treat- 
ment increases  serum  digoxin  levels  by  50%  to  70%  during  the  first  week  of 
therapy,  which  can  result  in  digitalis  toxicity.  The  digoxin  dose  should  be  re- 
duced when  ISOPTIN  is  given,  and  the  patients  should  be  carefully  monitored  to 
avoid  over-  or  under-digitalization,  ISOPTIN  may  have  an  additive  effect  on 
lowering  blood  pressure  in  patients  receiving  oral  antihypertensive  agents 
Disopyramide  should  not  be  given  within  48  hours  before  or  24  hours  after 
ISOPTIN  administration  Until  further  data  are  obtained,  combined  ISOPTIN  and 
quinidine  therapy  in  patients  with  hypertrophic  cardiomyopathy  should  prob- 
ably be  avoided,  since  significant  hypotension  may  result  Clinical  experience 
with  the  concomitant  use  of  ISOPTIN  and  short-  and  long-acting  nitrates  sug- 
gest beneficial  interaction  without  undesirable  drug  interactions  Adequate  ani- 
mal carcinogenicity  studies  have  not  been  performed  One  study  in  rats  did  not 
suggest  a tumongemc  potential,  and  verapamil  was  not  mutagenic  in  the  Ames 
test  Pregnancy  Category  C.  There  are  no  adequate  and  well-controlled  studies 
in  pregnant  women  This  drug  should  be  used  during  pregnancy,  labor  and 
delivery  only  if  clearly  needed  It  is  not  known  whether  verapamil  is  excreted  in 
breast  milk;  therefore,  nursing  should  be  discontinued  during  ISOPTIN  use 
Adverse  Reactions:  Hypotension  (2  9%),  peripheral  edema  (1  7%),  AV  block . 
3rd  degree  (0.8%),  bradycardia:  HR  < 50/min  (1.1%),  CHF  or  pulmonary 
edema  (0  9%),  dizziness  (3  6%),  headache  (1  8%),  fatigue  (11%),  constipa- 
tion (6  3%),  nausea  (16%),  elevations  of  liver  enzymes  have  been  reported 
(See  Warnings  ) The  following  reactions,  reported  in  less  than  0 5%,  occurred 
under  circumstances  where  a causal  relationship  is  not  certain  ecchymosis, 
bruising,  gynecomastia,  psychotic  symptoms,  confusion,  paresthesia,  insomnia, 
somnolence,  equilibrium  disorder,  blurred  vision,  syncope,  muscle  cramp,  shaki- 
ness,  claudication,  hair  loss,  macules,  spotty  menstruation  How  Supplied: 
ISOPTIN  (verapamil  HCI)  is  supplied  in  round,  scored,  film-coated  tablets  con- 
taining either  80  mg  or  120  mg  of  verapamil  hydrochloride  and  embossed  with 
"ISOPTIN  80"  or  "ISOPTIN  120"  on  one  side  and  with  "KNOLL”  on  the  reverse 
side  Revised  August,  1984  2385 
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EMPLOYEES 
APPRECIATE 
THEFAYROU 
SAVINGS  PLAN. 


JUST  ASK 
THE  PEOPLE  AT 
E-SYSTEMS. 


“Bonds  are  a good 
liquid  investment, 
and  if  I don’t  use 
them,  they  continue 
to  earn  interest.” 

— L.A.  Fulcher 


“I  put  myself  and 
my  children  through 
school  with  Savings 
Bonds.  They’re 
great! 

— Ken  Sclater,  Jr. 


“I  save  them,  but 
when  I want  some- 
thing extra,  I know 
they’re  there.  They’re 
great  for  emergencies.” 
—Jose  Acosta 


U.S.  Savings  Bonds  now  offer 
higher,  variable  interest  rates  and  a 
guaranteed  return.  Your  employees 
will  appreciate  that.  They’ll  also 
appreciate  your  giving  them  the 
easiest,  surest  way  to  save. 

For  more  information,  write  to: 
Steven  R.  Mead,  Executive  Director, 
U.S.  Savings  Bonds  Division,  Depart- 
ment of  the  Treasury,  Washington,  E)C 
20226. 


US.  SAVINGS  BONDS%^ 

Paying  Betterlhan  Ever ' 

A public  service  of  this  publication. 


ly,  making  it  a more  current  source  of  information 
than  most  textbooks  found  in  physicians’  offices  and 
unnecessary  to  purchase  that  new  edition  of  every 
textbook.  And  since  you  pay  for  the  database  service 
based  on  connect  time  and  what  you  use,  you  do  not 
have  a big,  up-front  cash  output  for  an  infrequently 
used  reference. 

MINET  is  available  24  hours  a day  from  anyplace 
where  you  have  a phone  line  and  your  computer. 
Portable  or  lap  computers  (like  the  Radio  Shack 
Model  100)  make  database  access  practical  while  on 
the  run,  in  the  emergency  room  at  2 a.m. , from  home 
or  while  at  a meeting  in  another  city. 

In  a few  years,  we’ll  probably  look  back  on  to- 
day’s databases  as  primitive,  crude,  unsophisticated 
tools.  They  are  not  perfect  by  any  means,  and  can  be 
frustrating  and  at  times  disappointing  to  use.  But  by 
and  large,  1 get  excited  everytime  I sit  down  and  log 


on  to  MINET.  My  fascination  with  the  wonder  of 
computer  technology  grows  with  each  bit  of  experi- 
ence, and  my  understanding  of  computers  has  cer- 
tainly come  a long  way.  For  those  of  you  who  have 
already  taken  the  plunge  into  computers  whether  via 
the  business  office  or  a home  model,  don’t  stop  short 
of  experiencing  medical  information  databases.  1 
think  you’ll  find  it  an  exciting  glimpse  into  the  future 
of  medical  practice.  ★★★ 

16th  Avenue  at  Milwaukee  Street  (80206) 
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The  AMA's  computerized  databases  place  a wide  range  of  professional  resources  at 
your  fingertips,  such  as  clinical,  administrative  and  medical  practice  information, 
abstracts  of  current  clinical  literature,  and  continuing  medical  information  programs. 

For  subscription  information  about  the  AMA/GTE  Medical  Information  Network 
(MINET)  contact  the  MSMA,  P.O.  Box  5229,  Jackson,  MS  39216  or  call  1 -800-682-641  5 
— in  Jackson,  354-5433. 
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The  President  Speaking 


The  New  Kid  on  the  Block 


Ralph  L.  Brock,  M.D. 
McComb,  Mississippi 


Eighteen  months  ago,  writing  this  page  was  beyond  my  wildest 
imagination.  I am  still  feeling  somewhat  overwhelmed  by  what 
has  happened  to  me  in  a short  year  and  a half.  I truly  feel  like  a new 
kid  on  the  block. 

I am  deeply  honored  and  humbled  by  being  elected  as  your 
president  this  year,  and  I want  to  do  my  best  to  maintain  the 
confidence  you  have  bestowed  on  me.  Billie  and  I are  looking 
forward  to  seeing  and  visiting  with  as  many  of  you  as  possible 
during  the  coming  months. 

As  I have  been  thinking  of  what  to  share  with  you  on  this  page 
each  month,  I have  had  a delightful  time  reflecting  on  my  36  years 
in  practice  trying  to  bring  to  mind  something  that  might  be  of 
general  interest.  Don’t  be  surprised  if  a few  of  these  stories  show 
up  — but  even  if  they  don’t,  I have  enjoyed  reminiscing. 

If  my  being  president  seems  as  new  to  you  as  it  does  to  me,  I 
thought  I should  tell  a little  about  where  I come  from: 

I have  been  fortunate  to  have  had  wide  and  varied  duties  con- 
nected with  my  medical  practice.  During  my  first  20  years  I had 
every  (literally)  job  needed  in  a 40-bed  hospital,  from  administra- 
tor to  janitor  and  anesthetist  to  lab  technician.  I delivered  babies 
for  20  years,  did  general  surgery  for  25  years,  and  even  did  two 
years  of  physical  medicine  in  the  Army.  I feel  at  home  talking  to  all 
types  of  medical  and  hospital  personnel  because  I can  swap  per- 
sonal experiences  with  most  of  them. 

My  father  and  grandfather  were  country  doctors  before  me.  I 
was  privileged  to  practice  with  my  father  during  his  last  15  years, 
and  much  of  him  rubbed  off  on  me  during  that  time. 

Enough  of  the  past  — we  are  in  the  midst  of  exciting  and 
challenging  changes  that  influence  the  way  we  practice  medicine. 
If  we  stop  to  look  back,  even  briefly,  we  may  miss  seeing  some- 
thing as  it  passes  us  by. 

Maybe  it  would  seem  strange  to  picture  a country  doctor  sitting 
in  front  of  a computer  terminal;  however,  all  it  takes  is  that 
willingness  to  change  with  the  times,  and  accept  new  challenges. 

I want  to  thank  you  again  for  the  honor  of  being  your  president.  I 
covet  your  prayers  and  continued  support  for  what  I hope  to  be  a 
truly  enjoyable  and  successful  year.  ★★★ 
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Mother  Teresa  Strikes  Again! 

I guess  it  is  just  as  well  that  I was  indisposed  with  a 
detached  retina  and  so  was  unable  to  attend  the 
called  meeting  of  the  House  of  Delegates  that 
approved  the  report  and  recommendations  on 
“Quality  Medical  Care  at  a Reasonable  Cost.”  I 
have  carefully  perused  a copy  of  this  beautifully 
composed  and  lengthy  document.  All  sorts  of 
cliches  spring  to  mind  — “Motherhood  and  Apple- 
Pie,”  “Blowing  in  the  Wind,”  “Spinning  Our 
Wheels,”  “Wishful  Thinking,”  etc.,  etc. 

I would  have  hated  to  be  a “downer,”  but  I just 
don’t  believe  I could  have  sat  still  and  voted  to 
approve  this  masterpiece  of  bureaucratese  that  out- 
lines so  many  lovely  changes  that  would  benefit  our 
beleaguered  profession,  none  of  which  we  can  do 
anything  about  except  hope!  It’s  strictly  up  to  the 
health  insurance  people,  the  federal  and  state  gov- 
ernments, the  hospitals  and  the  consumers  (who 
used  to  be  called  “Patients,”  remember?). 

I have  another  one  of  my  inimitable  suggestions! 
Nowhere  in  the  list  of  recommendations  is  there 
mentioned  the  one  thing  that  would  prove  without 
any  doubt  that  we  are  serious  about  health  cost  con- 
tainment which  is  — get  ready  for  this  — a voluntary 
across-the-board  reduction  in  our  fees  without  fan- 
fare or  prior  announcement.  Just  do  it  and  let  this 
astounding  move  work  itself  up  from  the  ones  it 
affects  the  most  — our  patients,  who  are  after  all  the 
great  electorate.  It  would  gain  their  attention  and 
show  them  that  we  indeed  mean  business.  A few 
Porsches  might  have  to  be  parked  and  a few  stock 
’folios  might  have  to  be  altered,  but  they  would  get 
the  message  to  the  insurors,  the  government  and  the 
hospitals! 

How  does  a fifty  or  at  least  twenty-five  percent 
reduction  grab  you? 

Arthur  A.  Derrick,  M.D. 

Associate  Editor 


Medico-legal  Brief 

Physician  Not  Guilty 
of  Immoral  Conduct 

A physician’s  attempt  to  intimidate  witnesses  in  a 
malpractice  suit  did  not  constitute  “immoral  con- 
duct’ ’ in  his  practice  as  a physician,  the  highest  court 
of  Maryland  ruled. 

The  physician,  an  orthopedic  surgeon,  learned 
that  two  physicians  were  to  testify  as  experts  against 
him.  He  was  concerned  that  they  were  inexperi- 
enced, had  never  examined  the  patient,  and  had  little 
knowledge  of  the  use  of  Harrington  instrumentation 
for  spinal  fixation,  the  procedure  named  in  the  suit. 
Through  other  physicians,  he  communicated  to  the 
experts  his  intention  of  having  transcripts  of  their 
depositions  disseminated  to  their  local  and  national 
medical  societies,  allegedly  to  make  certain  that 
their  testimony  would  be  honest,  reasonable,  and 
medically  accurate. 

When  the  trial  judge  learned  of  this  communica- 
tion, he  chastised  the  orthopedist  for  misconduct  but 
found  no  improper  intent.  The  jury  decided  for  the 
orthopedist.  An  appellate  court  reversed  for  error  in 
jury  instructions  as  to  the  orthopedist’s  alleged 
attempt  to  intimidate  the  witnesses. 

In  disciplinary  proceedings,  the  Commission  on 
Medical  Discipline  found  that  even  if  the  physician 
did  not  intend  to  influence  the  witnesses’  testimony 
he  should  have  known  that  his  conduct  was  intimi- 
dating and  improper.  The  Commission  concluded 
that  he  had  violated  the  law  and  reprimanded  him. 

On  appeal,  the  trial  court  held  that  the  Commis- 
sion’s decision  that  the  physician’s  conduct  had 
occurred  in  his  practice  as  a physician  was  based  on 
an  erroneous  application  of  the  law.  The  court  said 
that  to  fall  within  the  applicable  statute,  the  physi- 
cian’s conduct  must  be  shown  to  have  a “det- 

(Continued  on  page  179) 
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MEETINGS 


National  and  Regional 

American  Medical  Association,  Annual  Meeting,  June  16-20, 
1985,  Chicago.  James  H.  Sammons,  Executive  Vice  Presi- 
dent, 535  N.  Dearborn  St.,  Chicago,  IL  60610. 

State  and  Local 

Mississippi  State  Medical  Association,  118th  Annual  Session, 
June  4-8,  1986,  Biloxi.  Charles  L.  Mathews,  Executive 
Secy.,  735  Riverside  Drive,  P.O.  Box  5229,  Jackson  39216. 

Mississippi  Academy  of  Family  Physicians,  Annual  Meeting, 
June  26-29,  1985,  Biloxi.  Mrs.  Alyce  Palmore,  Executive 
Secy.,  P.O.  Box  12330,  Jackson  39211. 

Amite-Wilkinson  Counties  Medical  Society,  3rd  Monday, 
March,  June,  September,  December.  James  S.  Poole,  Secy., 
The  Gloster  Clinic,  Gloster  39638.  Counties:  Amite,  Wilkin- 
son. 

Central  Medical  Societ}',  1st  Tuesday,  February,  April,  Octo- 
ber, December,  6:30  p.m.,  Primos  Northgate  Restaurant, 
Jackson.  Patsy  Douglas,  Executive  Secy.,  B6  Medical  Arts 
Bldg.,  1151  N.  State  St.,  Jackson  39201.  Counties:  Hinds, 
Leake,  Madison,  Rankin,  Scott,  Simpson. 

Claiborne  Count}'  Medical  Societ}',  1st  Tuesday,  each  month, 
6:00  p.m.,  Claiborne  County  Hospital,  Port  Gibson.  D.  M. 
Segrest,  Secy.,  P.O.  Box  147,  Port  Gibson  39150.  County: 
Claiborne. 

Clarksdale  and  Six  Counties  Medical  Society,  3rd  Wednesday, 
April,  and  1st  Wednesday,  November,  2:00  p.m.,  Clarks- 
dale. Rodney  Baine,  Secy.,  110  Yazoo  Ave.,  Clarksdale 
38614.  Counties:  Coahoma,  Quitman,  Tallahatchie,  Tunica. 

Coast  Counties  Medical  Societ}' , January,  May,  and  November. 
H.  S.  Barrett,  Secy.,  P.O.  Box  1810,  Gulfport  39501 . Coun- 
ties: Hancock,  Harrison,  Stone. 

Delta  Medical  Societ}',  2nd  Wednesday,  April  and  October. 
Walter  H.  Rose,  Secy.,  122  E.  Baker  St.,  Indianola  38751. 
Counties:  Bolivar,  Humphreys,  Leflore,  Sunflower, 
Washington,  Yazoo. 

DeSoto  Count}'  Medical  Society,  3rd  Thursday,  February  and 
August,  1:00  p.m.,  Kenny’s  Restaurant,  Hernando.  Malcolm 
D.  Baxter,  Jr.,  Secy.,  Baxter  Clinic,  Hernando  38632.  Coun- 
ty: DeSoto. 

East  Mississippi  Medical  Societ}',  1st  Tuesday,  February,  April, 
June,  October,  December.  Charles  L.  Wilkinson.  Secy., 
Mail:  Ms.  Jenkins,  P.O.  Box  4053,  Meridian  39305.  Coun- 
ties: Clarke.  Kemper,  Lauderdale,  Neshoba,  Newton,  Win- 
ston. 

Homochitto  Valley  Medical  Societ}',  Meetings  scheduled 
quarterly.  Fred  G.  Emrich,  Secy.,  P.O.  Box  1488,  Natchez 
39120.  Counties:  Adams,  Jefferson. 

North  Central  District  Medical  Society,  3rd  Wednesday, 
March,  June,  September,  January.  Charles  S.  Watras,  612 
Summit  St.,  Winona  38967.  Counties:  Attala,  Carroll,  Choc- 
taw, Grenada,  Holmes,  Montgomery,  Webster. 

Northeast  Mississippi  Medical  Societ}',  1st  Thursday,  March, 
June,  September,  December.  Roger  L.  Lowery,  Secy.,  618 
Pegram  Dr.,  Tupelo  38801.  Counties:  Alcorn,  Calhoun. 
Chickasaw,  Itawamba,  Lee,  Monroe,  Pontotoc,  Prentiss, 
Tishomingo,  Union. 

North  Mississippi  Medical  Society,  1st  Thursday,  April. 
September,  December.  Cherie  Friedman,  Secy.,  424  South 
5th,  Oxford  38655.  Counties:  Benton,  Lafayette,  Marshall, 
Panola,  Tate,  Tippah.  Yalobusha. 


Pearl  River  Count}'  Medical  Societ},  2nd  Monday,  March, 
June,  September,  December.  J.  C.  Griffmg,  Secy.,  Crosby 
Memorial  Hospital,  Picayune  39466.  County:  Pearl  River. 

Prairie  Medical  Societ}',  2nd  Tuesday,  March,  June,  Septem- 
ber, December.  Steve  Parvin,  Secy.,  106  Strange  Rd.,  Stark- 
ville  39759.  Counties:  Clay,  Oktibbeha,  Lowndes,  Noxubee. 

Singing  River  Medical  Societ}',  3rd  Monday,  January',  March, 
June,  September,  December.  S.  B.  Fineberg,  Secy.,  2204 
Old  Mobile  Hwy.,  Pascagoula  39567.  County:  Jackson. 

South  Central  Mississippi  Medical  Societ}',  2nd  Tuesday, 
March,  June,  September,  December.  Julian  T.  Janes,  Secy., 
304  Clark,  McComb  39648.  Counties:  Copiah,  Franklin, 
Lawrence,  Lincoln,  Pike,  Walthall. 

South  Mississippi  Medical  Societ}',  2nd  Thursday,  March,  June, 
September,  December.  Dan  Jones,  Secy.,  P.O.  Box  2756, 
Laurel  39440.  Counties:  Covington,  Forrest,  George, 
Greene,  Jasper,  Jefferson  Davis,  Jones,  Lamar,  Marion,  Per- 
ry, Smith,  Wayne. 

West  Mississippi  Medical  Societ}',  2nd  Tuesday,  January, 
March,  May,  September,  October,  November,  6:30  p.m.. 
Maxwell’s  Restaurant,  Vicksburg.  Martin  E.  Hinman,  Secy., 
The  Street  Clinic,  Vicksburg  39180.  Counties:  Issaquena, 
Sharkey.  Warren. 


Mississippi  Institutions  and  Organizations 
Accredited  for  Continuing  Medical  Education 

The  following  Mississippi  institutions  and  medical  organiza- 
tions have  been  accredited  in  accordance  with  the  “Essentials 
for  Accreditation  of  Institutions  and  Organizations  Offering 
Continuing  Medical  Education  Programs”  of  the  Liaison  Com- 
mittee on  Continuing  Medical  Education.  Information  concern- 
ing CME  programs  for  physicians  offered  by  these  accredited 
sources  may  be  obtained  by  writing  the  Director,  Continuing 
Medical  Education,  at  the  individual  institution  or  organization. 


Council  on  Sciemific  Assembly  Mississippi  Chapter 

Mississippi  Stale  Medical  Association  American  College  of  Surgeons 
735  Riverside  Drive 
Jackson.  MS  39216 

North  Mississippi  Medical  Center 
830  Gloster  Avenue 
Tupelo.  MS  38801 

Forrest  General  Hospital 
Box  1897 

Hattiesburg.  MS  39401 

Mississippi  Baptist  Hospital 
1225  N.  State  Street 
Jackson,  MS  39201 

Gulf  Coast  Community  Hospital 
4642  W.  Beach  Boulevard 
Biloxi.  MS  39531 

Jefferson  Davis  Memorial  Hospital 
Box  1488 

Natchez.  MS  39120 

King’s  Daughter  Hospital 
Box  948 '' 

Brookhaven.  MS  39601 

Riverside  Hospital 
Lakeland  Drive 
Jackson.  MS  39208 

Biloxi  Regional  Medical  Center 
1559  Lafayette  St. 

Biloxi.  MS  39533 

Jeff  Anderson  Regional  Medical  Center 
2124  14th  St. 

Meridian.  MS  39301 

Northwest  Mississippi  Regional  Medical  Center 
Box  1218 

Clarksdale,  MS  38614 


Box  5229 

Jackson.  MS  39216 

North  Panola  County  Hospital 
Drawer  160 
Sardis.  MS  38666 

Singing  River  Hospital 
2809  Denny  Avenue 
Pascagoula.  MS  39567 

Magnolia  Hospital 
Alcorn  Drive 
Corinth.  MS  38834 

Greenwood  Leflore  Hospital 
1508  Leflore  Avenue 
Greenwood.  MS  38930 

Gulfport  Memorial  Hospital 
4500  13lh  Street 
Gulfport.  MS  39501 

Oxford-Lafavette  Couniv  Hospital 
P.O  Box  946 
Oxford.  MS  38655 

St.  Dominic-Jackson  Memorial  Hospital 
969  Lakeland  Dr. 

Jackson.  MS  39216 
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MiDICAL  ORGANIZATION 


Dr.  Ralph  Brock  Begins 
Term  As  MSMA  President 

Dr.  Ralph  L.  Brock  of  McComb  was  inaugurated 
1985-86  president  of  the  MSMA  during  the  117th 
Annual  Session,  held  last  month  in  Biloxi.  Dr. 
Brock  succeeds  Dr.  Ellis  M.  Moffitt  of  Jackson  in 
the  association’s  highest  post. 

Installation  of  the  new  president  concluded  activi- 
ties for  the  five-day  annual  session,  which  featured 
two  sessions  of  the  House  of  Delegates,  two  major 
scientific  programs,  and  numerous  specialty  society 
meetings.  The  week’s  agenda  also  included  dozens 
of  special  events. 

In  addition  to  hearing  addresses  by  Dr.  Moffitt 
and  Dr.  Joseph  Boyle,  president  of  the  AMA,  some 
200  MSMA  delegates  voted  for  nominees  to  fill 
association  offices.  As  a result  of  the  elections.  Dr. 
W.  Joseph  Burnett  of  Oxford  will  serve  as  1985-86 
president-eleet.  His  inauguration  as  president  will 
take  place  during  MSMA’s  118th  Annual  Session, 
June  4-8,  1986. 

Dr.  Brock,  who  has  practiced  in  McComb  since 
1949,  received  his  medical  training  at  the  University 
of  Mississippi  School  of  Medicine  and  Tulane  Uni- 
versity Sehool  of  Medicine.  He  has  long  been  active 
in  professional  organizations.  He  is  a charter  fellow 
of  the  Ameriean  Academy  of  Family  Physicians  and 
charter  diplomate  of  the  American  Board  of  Family 
Practice.  He  is  a past  president  of  the  Mississippi 
Academy  of  Family  Physicians,  and  received  that 
organization’s  John  B.  Howell  Memorial  Award  in 
1983. 

The  new  MSMA  president  has  served  as  a mem- 
ber of  the  board  of  directors  and  executive  commit- 
tee of  the  Mississippi  Foundation  for  Medical  Care, 
and  was  also  chairman  of  the  MFMC  board.  Since 
1980  he  has  been  a member  of  the  Board  of  Directors 
of  Medical  Assurance  Company  of  Mississippi. 

Dr.  Brock  served  as  a member  of  the  MSMA’s 
Committee  on  Maternal  and  Child  Care  and  of  the 
Council  on  Medical  Education.  He  also  served  as  a 
member  of  MSMA’s  Peer  Review  Committee,  in- 
cluding four  years  as  chairman.  In  1975  he  was 
named  to  the  Physicians  Advisory  Committee  of  the 
Mississippi  Medicaid  Commission. 


Formerly  administrator  of  McComb  Infirmary, 
Dr.  Brock  later  was  chief  of  the  medical  staff.  South- 
west Mississippi  Regional  Medical  Center.  Since 
1972  he  has  been  clinical  instructor  in  family  medi- 
cine at  the  University  of  Mississippi  Sehool  of  Medi- 
cine, and  since  1982  has  served  as  clinical  assistant 
professor,  Tulane  University  School  of  Medicine. 

Dr.  Brock,  whose  grandfather  and  father  were 
country  doctors  in  Washington  Parish,  Louisiana 
and  in  McComb,  has  been  active  in  civic  and  com- 
munity organizations.  He  is  a member  of  the  Board 
of  Directors,  McComb  Chamber  of  Commerce.  He 
has  served  as  president  of  the  Rotary  Club,  Parents 
League,  and  Pike  County  Arts  Council.  He  is  a 
ruling  elder,  Sunday  Sehool  teacher,  and  choir 
member  of  J.  J.  White  Memorial  Presbyterian 
Church. 

Dr.  Brock  and  his  wife,  Billie,  have  two  daugh- 
ters — Brenda  Leah,  a medieal  technologist  at  Uni- 
versity Medical  Center  in  Jackson,  and  Nancy 
Louise,  choral  director  of  Aldine  High  School  in 
Houston,  Texas. 


Dr.  and  Mrs.  Ralph  L.  Brock  were  photographed  with 
their  daughters  Nancy  (far  right)  and  Brenda  following 
Dr.  Brock’ s installation  as  1985-86  MSMA  president. 
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Celentano,  Richard  D.,  Columbia.  Bom  New 
York,  NY,  Sept.  3,  1950;  M.D.,  Louisiana  State 
University  School  of  Medicine,  Baton  Rouge,  1976; 
interned  and  general  surgery  residency,  same,  1977- 
81;  elected  by  South  Mississippi  Medical  Society. 

Broom,  Sarah  J.,  Jackson.  Bom  Jackson,  MS, 
July  3,  1953;  M.D.,  University  of  Mississippi 
School  of  Medicine,  Jackson,  1979;  interned  and 
internal  medicine  residency,  same,  1979-82;  fel- 
lowship, pulmonary  diseases,  same,  1982-84; 
elected  by  Central  Medical  Society. 

Flynt,  Joel  Ray,  Hattiesburg.  Bom  Jackson,  MS, 
Oct.  6,  1948;  M.D.,  University  of  Mississippi 
School  of  Medicine,  Jackson,  1975;  interned  and 
ob-gyn  residency.  Naval  Regional  Medical  Center, 
Portsmouth,  VA,  1975-79;  elected  by  South  Missis- 
sippi Medical  Society. 

Johnston,  Word  M.,  Mt.  Olive.  Born  Galveston, 
TX,  Sept.  10,  1955;  M.D.,  University  of  Mississip- 
pi School  of  Medicine,  Jackson,  1981;  interned  and 
family  practice  residency,  Richland  Memorial  Hos- 
pital , Columbia  SC , 1981  -84;  elected  by  South  Mis- 
sissippi Medical  Society. 

Lagarde,  Marie  C.,  Columbia.  Born  New 
Orleans,  Feb.  17,  1950;  M.D.,  Louisiana  State  Uni- 
versity School  of  Medicine,  New  Orleans,  1975; 
interned  and  surgery  residency,  same,  1976-80;  fel- 
lowship in  trauma  and  physiology,  same,  1980-81; 
elected  by  South  Mississippi  Medical  Society. 

Myers,  Clara  Ann,  Jackson.  Born  Louisiana, 
Aug.  5,  1949;  M.D.,  University  of  Mississippi 
School  of  Medicine,  Jackson,  1979;  interned  and 
internal  medicine  residency,  same,  1979-84;  elected 
by  Central  Medical  Society. 

Norman,  Caroline  R.,  Jackson.  Born  San  Diego, 
CA,  Dec.  8,  1954;  M.D.,  University  of  Mississippi 
School  of  Medicine,  Jackson,  1981;  interned  and 
internal  medicine  residency,  same,  1981-84;  elected 
by  Central  Medical  Society. 

Parker,  James  Larry,  Jackson.  Bom  Bastrop, 
LA,  Sept.  25,  1944;  M.D.,  University  of  Mississip- 
pi School  of  Medicine,  Jackson,  1971;  interned  and 
neurology  residency.  University  of  Florida,  Gaines- 
ville, 1971-72  and  1974-76;  fellowship,  neuro- 
ophthalmology, Bascom-Palmer  Eye  Institute, 


Miami,  FL,  1976-77;  elected  by  Central  Medical 
Society. 

Phillips,  Edward  K.,  Jackson.  Born  Walnut 
Ridge,  AR,  Feb.  6,  1952;  M.D.,  University  of  Mis- 
sissippi School  of  Medicine,  Jackson,  1980;  in- 
terned and  radiology  residency,  Baylor  University 
Medical  Center,  Dallas,  1980-84;  elected  by  Central 
Medical  Society. 

Rast,  Philip  R.,  Brookhaven.  Born  Atlanta,  GA, 
Jan.  29,  1949;  M.D.,  Medical  College  of  Georgia, 
Augusta,  1975;  interned  and  surgery  residency, 
Roanoke  Memorial  Hospital,  Roanoke,  VA,  1975- 
77;  urology  residency,  Charlotte  Memorial  Hospi- 
tal, Charlotte,  NC,  1977-80;  elected  by  South  Cen- 
tral Medical  Society. 

Richardson,  David  D.,  Jr.,  Jackson.  Bom  Louis- 
ville, MS,  Oct.  7,  1948;  M.D.,  University  of  Mis- 
sissippi School  of  Medicine,  Jackson,  1979;  in- 
terned one  year.  University  of  Alabama,  Huntsville; 
elected  by  Central  Medical  Society. 

SuBBARAO,  Ganti  V.,  Philadelphia.  Bom  Madras, 
India,  July  5,  1935;  M.D. , Andhra  Medical  College, 
Visakhapatnam,  A.  P.  India,  1959;  interned  one 
year.  King  George  Hospital,  Visakhapatnam,  India; 
surgery  residency,  Huron  Road  Hospital,  Cleve- 
land, OH,  1980-84;  elected  by  East  Mississippi 
Medical  Society. 

Sutton,  Richard  O.,  Jr.,  Brookhaven.  Bom  Little 
Rock,  AR,  June  30,  1938;  M.D.,  University  of 
Tennessee  Center  for  Health  Sciences,  Memphis, 
1967;  interned  Beaumont  Army  Medical  Center,  El 
Paso,  TX,  one  year;  surgery  residency,  Reynolds 
Army  Hospital,  Ft.  Sill,  OK,  1968-69;  orthopedic, 
surgery  residency,  Beaumont  Army  Medical  Center, 
El  Paso,  1971-73;  fellowship,  children’s  orthopedic 
surgery,  Carrie  Tingley  Hospital,  Tmth  or  Conse- 
quences, NM,  1973-74;  elected  by  South  Central 
Medical  Society. 

Veerisetty,  Indira  K.,  Ridgeland.  Bom  India, 
Sept.  23,  1955;  M.D.,  Government  Medical  Col- 
lege, Bellary  Karnataka  India,  1980;  interned  and 
medicine  residency.  University  Medical  Center, 
Jackson,  MS,  1981-84;  elected  by  Central  Medical 
Society. 

Wiley,  Thomas  L.,  Jr.,  Jackson.  Born  New 
Albany,  MS,  May  30,  1951;  M.D.,  University  of 
Mississippi  School  of  Medicine,  Jackson,  1977;  in- 
terned and  ob-gyn  residency.  University  Medical 
Center,  Jackson,  MS,  1977-81;  elected  by  Central 
Medical  Society. 
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MEDICO-LEGAL  BRIEFS 

{Continued  from  page  175) 


Next  Month  in  Journal  MSMA 

• Complete  Report,  1 17th  Annual  Session 

• “A  Community  Cancer  Program  Looks 
at  Carcinoma  of  the  Larynx” 

• “Bat  Rabies  in  Mississippi” 

• “Procedures  in  Family  Medicine:  A Sur- 
vey” 


rimental  effect”  on  the  performance  of  his  activities 
in  the  practice  of  medicine. 

An  appellate  court  reversed  the  trial  court’s  judg- 
ment. The  court  concluded  that  the  Commission 
could  legally  find  that  a physician’s  attempt  to  pro- 
tect and  preserve  his  professional  reputation  was 
conduct  in  his  practice  because  his  future  practice 
might  depend  on  his  reputation. 

On  review,  the  highest  state  court  said  that 
although  the  physician’s  conduct  was  improper,  it 
was  not  censurable.  The  court  said  that  “immoral 
conduct”  under  law  must  occur  in  the  performance 
of  a physician’s  practice  — in  the  diagnosis,  care,  or 
treatment  of  patients.  The  court  vacated  the  repri- 
mand. — McDonnell  v.  Commission  of  Medical 
Discipline,  483  A. 2d  76  (Md.Ct.  of  App.,  Nov.  2, 
1984) 


Cost  and  Convenience 


Two  good  reasons  more  and  more 
physicians  are  scheduling  elective 
surgery  for  their  patients  at  Surgicare 
ot  Jackson  (formerly  Outpatient  Surgical 
Center). 

• More  efficient  utilization 
of  the  surgeon’s  time. 


Up  to  50  percent  savings 
in  cost  for  patients. 


We  are  an  open  staff  facility 
available  to  everyone. 


Surgicare 
of  Jackson 

An  AHiliate  ot  Medical  Care  International,  Inc 


766  Lakeland  Drive 
Jackson,  Mississippi  39216 


(601)362-8700 
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PERSONALS 


Orlando  Andy  of  UMC  recently  presented  a paper 
to  the  medical  staff  at  St.  Barnabas  Hospital  in  the 
Bronx,  New  York. 

Robert  Ball  of  UMC  lectured  on  ventricular 
arrhythmias  at  the  Valley  Medical  Society  in  Mo- 
desto, California. 

Gene  Barrett  of  Jackson  presented  a paper  at  the 
Southern  Orthopaedic  Association  meeting  in  St. 
Thomas,  Virgin  Islands,  and  also  participated  in  a 
course  at  Kiawah  Island,  South  Carolina. 

David  Bruce  of  UMC  spoke  at  the  New  York  Uni- 
versity Board  Review  Course  in  March. 

Sam  Caruthers  of  Grenada  announces  his  marriage 
in  March  to  Mrs.  Christine  Chapman  of  Memphis. 

Wallace  Conerly  of  UMC  was  a site  visitor  to 
Baylor  University  in  Houston,  Texas,  recently. 

Richard  A.  Conn  of  Hattiesburg  presented  a paper 
at  the  American  Academy  of  Orthopedic  Surgeons 
in  Las  Vegas,  and  presented  a paper  at  the  Southern 
Orthopaedic  Association  meeting  in  St.  Thomas, 
Virgin  Islands. 


GENERAL  MOTORS  FARTS  DIVISION 


th»  grtof  GM  fttling  with  gtnuint  GM  parf 

Harreld 

Chevrolet-Oldsmobile 

Highway  51 , Canton  354-2233 


Edgar  Draper  of  UMC  was  visiting  professor  at  the 
Medical  College  of  Georgia  in  Augusta. 

David  L.  Dugger  of  Ocean  Springs  recently  was 
elected  a fellow  of  the  American  Academy  of  Pediat- 
rics. 

Owen  Evans  of  UMC  lectured  at  the  University  of 
Arkansas  Medical  Center  in  Little  Rock  in  April. 

Luther  Fisher  of  UMC  served  as  a volunteer 
teacher  at  the  Addis  Ababa  University  in  Ethiopia 
during  April. 

Claude  Earl  Fox  of  Jackson  has  been  named  presi- 
dent-elect of  the  National  Association  for  Maternal/ 
Child  Health  and  Crippled  Children’s  Programs. 

Walter  D.  Gunn  of  Quitman  has  been  recertified 
by  the  American  Academy  of  Family  Physicians. 

Jesse  Robert  Hightower  of  Itta  Bena  was  recog- 
nized by  the  Mississippi  House  of  Representatives  in 
April  for  the  medical  services  he  and  his  father 
provided  for  people  in  their  area  over  an  86-year 
period. 

Prentiss  F.  Keyes  of  DeKalb  has  been  recertified 
by  the  American  Academy  of  Family  Physicians. 

Earl  L.  Larid  of  Union  recently  was  chosen  Un- 
ion’s Citizen  of  the  Year  for  1984. 

Jim  Martin  of  UMC  was  grand  rounds  speaker  at 
the  University  of  Louisville  School  of  Medicine  in 
Louisville,  Kentucky. 

Paul  Matherne  of  Biloxi  has  been  recertified  by 
the  American  Academy  of  Family  Physicians. 

Malcolm  Moore  of  Tupelo  has  been  recertified  by 
the  American  Academy  of  Family  Physicians. 

Paul  Moore  of  Pascagoula  received  the  Contribu- 
tion to  Amateur  Football  Award  presented  by  the 
University  of  Mississippi. 

John  Morrison  of  UMC  was  workshop  coordinator 
and  guest  speaker  at  meetings  in  Lake  Tahoe,  Neva- 
da and  Steamboat  Springs,  Colorado. 

Jessie  Roma  Taylor  of  Tupelo  has  been  certified  as 
a diplomate  of  the  American  Board  of  Emergency 
Medicine. 

David  Raymond  Thomas  of  Jackson  has  been 
elected  a fellow  of  the  American  College  of  Physi- 
cians. 

Marion  Wolfe  of  Bay  St.  Louis  received  the  Con- 
tribution to  Amateur  Athlete  Football  Award  pre- 
sented by  the  Gulf  Coast  Chapter  of  the  National 
Football  Foundation  and  Hall  of  Fame. 
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More  coriveiuenpor  your  patients 


:1984  The  Upjohn  Company 


The  Upjohn  Company  • Kalamazoo.  Michigan  49001  USA 


j-4044  January  1984 


OutsmartingThe  BeaK 


You  never  know  when  youll  run  into  the  bear 
on  Wall  Street  But  when  the  bull  gets  sluggish 
and  rates  decline,  youll  know  he’s  around.  And 
large  investors  may  have  cause  to  worry. 

The  bear  can  be  mean,  but  there  is  a way  to  out- 
smart him.  Just  join  the  Payroll  Savings  Plan 
and  buy  U.S.  Savings  Bonds. 

Bonds  have  a variable  interest  rate  so  you  can 
share  in  the  hi^er  returns  during  a bull  market 
There’s  no  limit  on  how  much  you  can  earn. 


But  suppose  it  turns  into  a bear  market?  Now 
you’re  protected  by  a guaranteed  minimum,  no 
matter  how  fierce  the  bear  turns. 

So,  no  need  to  run,  fight  or  hide 

from  the  bear.  The  smartest  ^ 5^ 

move  you  can  

make  is  the  ★ 

move  to  U.S. 

stock%»*/ 

m^^inerica. 


A Public  Service  of  This  Publication 


DEATHS 


Meloan,  Eva  L.,  Jackson.  Born  Memphis,  April 
23,  1914;  M.D.,  University  of  Tennessee  Center  for 
Health  Sciences,  Memphis,  1936;  interned  Co- 
lumbia Hospital,  Columbia,  SC,  one  year;  pediatric 
residency.  Children’s  Hospital,  Chattanooga,  TN, 
1937-39;  pediatric  residency,  Detroit  Children’s 
Hospital,  Detroit,  MI  1939-40;  died  April  16,  1985, 
age  70. 

Nelson,  Howard  A.,  Greenwood.  Bom  Tunica, 
MS,  July  1,  191 1;  M.D.,  Tulane  University  School 
of  Medicine,  New  Orleans,  1937;  interned  and  fami- 
ly practice  training,  Employees  Hospital,  Eairfield, 
AL,  1937-40;  died  April  19,  1985,  age  73. 

Rowlett,  G.  Samuel,  Jr.,  Vicksburg.  Bom  Rich- 
mond, VA,  Eeb.  26,  1918;  M.D.,  Medical  College 
of  Virginia,  Commonwealth  University  School  of 
Medicine,  Richmond,  1943;  interned  Charity  Hos- 
pital, Shreveport,  LA,  one  year;  surgery  residency, 
same  and  Methodist  Hospital,  Dallas,  1945-48; 
orthopedic  surgery  residency,  V.  A.  Hospital  and 
Touro  Infirmary,  New  Orleans;  died  April  8,  1985, 
age  67. 

Westerfield,  James  A.,  Merigold.  Born  Co- 
lumbia, MS,  July  10,  1940;  M.D.,  University  of 
Tennessee  Center  for  Health  Sciences,  Memphis, 
1938;  interned  John  Gaston  Hospital,  Memphis,  one 
year;  died  April  5,  1985;  age  72. 


RECOLLECTIONS 


Twenty  years  ago  Journal  MSMA  reported  the 
inauguration  of  Dr.  Everett  Crawford  of  Tylertown 
as  MSMA  president,  succeeding  Dr.  Omar  Sim- 
mons of  Newton.  Dr.  Crawford,  who  followed  in  his 
father’s  footsteps  as  association  president,  was  in- 
stalled at  the  97th  Annual  Session,  held  in  Biloxi. 
During  that  meeting  Dr.  J.  T.  Thompson  of  Moss 
Point  was  named  president-elect. 

Recipients  of  the  1965  Scientific  Achievement 
Award  were  Drs.  Erank  H.  Tucker,  Jr.,  Dr.  W.  O. 
Barnett,  and  Dr.  Ben  Hilbun,  for  their  exhibit  enti- 
tled “Gastrointestinal  Effect  of  Vagotomy.’’ 


Be  prepared,  Doctor,  More  patient.s 
will  be  asking  about  colorectal  cancer. 
According  to  a sur\'ey*  conducted  by  the 
American  Cancer  SocieU',  many  people 
would  like  to  receive  more  information 
about  colorectal  cancer,  and  83%  said 
the}'  would  want  to  be  checked  for  it. 
Further,  the\’  are  learning  that  this  cancer 
can  be  detected  before  s\'mptoms  appear. 
The  present  cure  rate  is  44%.  The  cure 
rate  could  be  as  high  as  75%,  with  early 
detection  and  appropriate  management. 

For  asymptomatic  persons  the  Societ}' 
recommends  annual  digital  rectal  exam- 
ination at  age  40  and  over;  at  age  50  and 
over,  an  annual  stool  blood  test,  as  well  as 
sigmoidoscopy  e\'er\'  three  to  hve  \'ears, 
following  tu'o  initial  annual  negative 
sigmoidoscopies. 

We  re  here  to  help.  You  can  reach  us  at 
your  local  American  Cancer  Society  office 
or  write  to  our  Professional  Education 
Department  at  National  Headquarters, 

90  Park  Avenue,  New  York,  N.Y  10016. 

Ask  about  the  Society’s  Colorectal  Check 
program  of  profe.s.sional  and  public 
education  for  the  early  detection  of 
colorectal  cancer. 
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PLACEMENT  SERVICE 


Physicians  Wanted 

Consulting  Physicians.  Board  eligible  orthopedic 
and  psychiatric  consultants  needed  25-30  hours  per 
week  for  evaluation  of  Social  Security  disability 
claims.  Positions  available  immediately.  For  addi- 
tional information,  please  call  Deborah  Warriner, 
Medical  Staff  Coordinator,  Disability  Determina- 
tion Services,  (601)  923-2153. 

Needed  Immediately.  Board  certified  Ob-Gyn. 
For  further  details,  contact  Executive  Director,  Gre- 
nada County  Hospital  960  A vent  Drive,  Grenada, 
MS  38901;  (601)  226-8111. 

Urologist,  OB-GYN,  Ophthalmologist, 
Orthopedic  surgery  (board  eligible/certified).  Ex- 


FAMILY PRACTITIONERS  & INTERNISTS 

needed  in  West  Central  Alabama.  OPPORTUNI- 
TIES FOR  PHYSICIANS  TO  RECEIVE  HELP 
WITH  ESTABLISHING  THEIR  PRACTICE 
AND  THEN  OWN  IT.  Some  practice  locations 
very  near  Birmingham.  Faculty  appointment 
with  Family  Practice  Center  at  University  of 
Alabama  in  Tuscaloosa  may  be  available  for 
those  qualified.  Options  available  of  joining 
established  practices  or  of  working  individually. 
Salary  $50,000  to  $65,000  guaranteed  until 
practice  is  self-sufficient.  Generous  fringe 
benefits  include  life,  disability,  health,  retire- 
ment and  malpractice  insurance;  two  weeks 
continuing  education;  and  three  weeks  annual 
leave.  All  equipment  including  X-Ray  and 
lab,  furniture,  and  supplies  provided.  ALL 
CLINIC  EXPENSES  COVERED.  Management 
services  including  personnel,  payroll,  tax 
reports,  and  billing  provided.  If  invited  to  visit, 
all  expenses  will  be  paid.  All  moving  expenses 
covered.  Please  send  C.V.  to  Frank  Cochran, 
Health  DevelopmentCorporation,  P.O.  Box  1486, 
Tuscaloosa,  Alabama  35403,  or  call  COLLECT 
(205)  758-7545  for  more  information. 


cellent  opportunities  exist  in  a growing  northeast 
Miss,  community  with  a draw  population  of 
42,000-)-.  Modem,  125-bed  hospital  currently  ex- 
panding to  157  beds.  Excellent  schools,  churches, 
recreational/outdoor  areas.  Contact  Administrator, 
UCGH,  Highway  30  West,  New  Albany,  MS 
38652;  (601)  534-7631. 

Mississippi,  Positions  Available.  Immediate/full- 
time positions  available  with  well-established, 
growing  emergency  medical  group  staffing  hospital 
emergency  departments  on  a 24  hour  basis  and  clin- 
ics providing  continual  medical  care  in  Central  and 
South  Mississippi.  Prefer  residency-trained  or  ex- 
perienced physicians  with  specialties  in  any  of  the 
following  areas:  emergency,  family  practice,  inter- 
nal, and  industrial  or  occupational  medicine  in- 
terested in  a career  commitment.  Attractive  salary 
and  benefit  package.  Career  advancement.  MEA, 
P.A.  is  a physician  owned  and  managed  medical 
group  committed  to  the  financial  security  and  per- 
sonal development  of  each  physician  member.  For 
information  contact;  James  L.  Heflin,  Ph.D.,  1755 
Lelia  Drive,  Suite  100,  Jackson,  MS.  39216-4883  or 
call  (601)  366-6503. 


PHYSICIANS  NEEDED 

Mississippi  Disability  Determination  Services 
has  need  of  physicians  to  serve  as  consultants  to 
medical  examiners.  This  is  a part-time  position.  The 
basic  requirements  are:  1)  an  unencumbered 
license  to  practice  medicine  in  Mississippi  and  2) 
facility  in  the  English  language.  Those  interested 
should  call  Deborah  Warriner,  Medical  Staff  Coor- 
dinator. WATS-1 -800-962-2230,  Extension  2153; 
Jackson,  922-6811,  Ext.  2153. 

Physicians  (especially  specialists  such  as 
ophthalmologists,  pediatricians,  orthopedists, 
neurologists,  etc.)  interested  in  performing  con- 
sultative evaluations  (according  to  Social  Security 
guidelines)  should  contact  one  of  the  following 
Medical  Relations  Officers:  Henry  Klar  (Ext.  2276) 
or  Martina  Mayfield  (Ext.  2227). 

The  DDS  now  has  a program  available  for  medi- 
cal society  meetings  and  hospital  staff  meetings. 
The  purpose  of  this  program  is  to  explain  how  the 
disability  determination  process  works,  its  histori- 
cal background,  its  basis  in  legality  and  its  docu- 
mentation requirements.  Any  group  interested  in 
this  presentation  should  contact  John  S.  Barr,  M.D., 
Ext.  2277. 
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Emergency  physician  and  primary  care:  We  are 
looking  for  a career  oriented  physician  to  join  our 
established  and  expanding  group  which  includes  two 
ambulatory  care  facilities  and  a family  practice  clin- 
ic. Full  specialty  backup,  excellent  salary  and  ben- 
efits, including  pension  plan  and  insurance,  in  a 
family-oriented  community.  Please  send  curriculum 
vitae  to  First  Medical,  Inc.,  P.O.  Drawer  3047, 
Hattiesburg,  MS  39401. 


Physicians  Available 

Family  Practice.  1981  UMC  graduate,  residency 
trained,  board  certified;  interested  in  partnership  or 
group  experience,  primarily  in  Mississippi.  Reply 
to:  1822  Laurel  Street,  Jackson,  MS  39202  (601) 
352-6629. 

Anesthesiologist.  B.C.  university-trained;  20 
years  experience;  proficient  in  all  types  of  anesthe- 


sia; excellent  credentials;  Reply  4110-A,  Chico 
Road,  Pascagoula,  MS  39567. 

UMC  Graduate  completing  residency  in  family 
practice  in  1986  seeks  small  community  practice  in 
association  with  one  or  more  physicians.  Informa- 
tion on  potential  practice  locations  should  be  sent  to 
Box  A,  do  Journal  MSMA,  P.O.  Box  5229,  Jack- 
son,  MS  39216. 


CLASSIFIED 


For  sale.  Upright  Bovine  unit.  For  information 
contact,  Mrs.  James  Grant  Thompson,  43 1 8 Council 
Circle,  Jackson,  MS  39206;  (601)  366-5434. 

For  sale:  Examining  table  with  vinyl  cover.  Like 
new.  $150.  Contact  Mary  Wheatley,  M.D.,  982- 
8531. 
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CLINICAL  PROOF 


FOR  THE  PREDIQABILITY 
CONFIIVv\ED  BY  EXPERIENCE 

DALMANEk 

flurazepom  HCI/Roche 

THE  COMPLETE  HYPNOTIC 
PROVIDES  ALL  THESE  BENEFITS: 

• Rapid  sleep  onset'  ^ 

• More  total  sleep  time'  " 

• Undiminished  efficacy  for  at  least 
28  consecutive  nights' ' 

• Patients  usually  awake  rested  and  refreshed'^ 

• Avoids  causing  early  awakenings  or  rebound 
insomnia  after  discontinuation  of  therapy'"""' 


Caution  patients  about  driving,  operating  hazardous  machinery  or  drinking 
alcohol  during  therapy.  Limit  dose  to  15  mg  in  elderly  or  debilitated  patients. 
Contraindicated  during  pregnancy. 


DALMAHE® 

flurazepom  HCI/Poche 
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DALMANE«  <S 

flurazepam  HCI/Roche 

Before  prescribing,  piease  consult  complete 
product  information,  a summary  of  which  follows: 
Indications:  Effective  In  all  types  of  insomnia  charac- 
terized by  difficulty  in  falling  asleep,  frequent  nocturnal 
awakenings  and/or  early  morning  awakening;  in 
patients  with  recurring  insomnia  or  poor  sleeping  hab- 
its; in  acute  or  chronic  medical  situations  requiring 
restful  sleep.  Objective  sleep  laboratory  data  have 
shown  effectiveness  for  at  least  28  consecutive  nights 
of  administration.  Since  insomnia  is  often  transient 
and  intermittent,  prolonged  administration  is  generally 
not  necessary  or  recommended.  Repeated  therapy 
should  only  be  undertaken  with  appropriate  patient 
evaluation. 

Contraindications:  Known  hypersensitivity  to  fluraze- 
pam HCI;  pregnancy.  Benzodiazepines  may  cause 
fetal  damage  when  administered  during  prMnancy. 
Several  studies  suggest  an  increased  risk  of  congeni- 
tal malformations  associated  with  benzodiazepine  use 
during  the  first  trimester.  Warn  patients  of  the  potential 
risks  to  the  fetus  should  the  possibility  of  becoming 
pregnant  exist  while  receiving  flurazepam  Instruct 
patient  to  discontinue  drug  prior  to  becoming  preg- 
nant. Consider  the  possibility  of  pregnancy  prior  to 
instituting  therapy. 

Warnings:  Caution  patients  about  possible  combined 
effects  with  alcohol  and  other  CNS  depressants  An 
additive  effect  may  occur  if  alcohol  is  consumed  the 
day  following  use  for  nighttime  sedation.  This  potential 
may  exist  for  several  days  following  discontinuation. 
Caution  against  hazardous  occupations  requiring 
complete  mental  alertness  (e.g.,  operating  machinery, 
driving).  Potential  impairment  of  performance  of  such 
activities  may  occur  the  day  following  ingestion.  Not 
recommend^  for  use  in  persons  under  15  years  of 
age.  Though  physical  and  psychological  dependence 
have  not  been  reported  on  recommended  doses, 
abrupt  discontinuation  should  be  avoided  with  gradual 
tapering  of  dosage  for  those  patients  on  medication 
for  a prolonged  period  of  time.  Use  caution  in  adminis- 
tering to  addiction-prone  individuals  or  those  who 
might  increase  dosage. 

Precautions:  In  elderly  and  debilitated  patients,  it  is 
recommended  that  the  dosage  be  limited  to  15  mg  to 
reduce  risk  of  oversedation,  dizziness,  confusion  and/ 
or  ataxia.  Consider  potential  additive  effects  with  other 
hypnotics  or  CNS  depressants.  Employ  usual  precau- 
tions in  severely  depressed  patients,  or  in  those  with 
latent  depression  or  suicidal  tendencies,  or  in  those 
with  impaired  renal  or  hepatic  function. 

Adverse  Reactions:  Dizziness,  drowsiness.  Iight- 
headedness,  staggering,  ataxia  and  falling  have 
occurred,  particularly  in  elderly  or  debilitated  patients. 
Severe  sedation,  lethargy,  disorientation  and  coma, 
probably  indicative  of  drug  intolerance  or  overdosage, 
have  been  reported.  Also  reported;  headache,  heart- 
burn. upset  stomach,  nausea,  vomiting,  diarrhea, 
constipation,  Gl  pain,  nervousness,  talkativeness, 
apprehension,  irritability,  weakness,  palpitations,  chest 
pains,  body  and  joint  pains  and  GU  complaints.  There 
have  also  been  rare  occurrences  of  leukopenia,  gran- 
ulocytopenia, sweating,  flushes,  difficulty  in  focusing, 
blurred  vision,  burning  eyes,  faintness,  hypotension, 
shortness  of  breath,  pruritus,  skin  rash,  dry  mouth, 
bitter  taste,  excessive  salivation,  anorexia,  euphoria, 
depression,  slurred  speech,  confusion,  restlessness, 
hallucinations,  and  elevated  SGOT,  SGPT,  total  and 
direct  bilirubins,  and  alkaline  phosphatase;  and  para- 
doxical reactions,  e.g.,  excitement,  stimulation  and 
hyperactivity. 

Dosage:  Individualize  for  maximum  beneficial  effect. 
Adults:  30  mg  usual  dosage;  15  mg  may  suffice  in 
some  patients.  Elderly  or  debilitated  patients:  15  mg 
recommended  initially  until  response  is  determined. 
Supplied:  Capsules  containing  15  mg  or  30  mg 
flur^lzepam  HCI. 
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You’re 

a Professional. 

You  need  Professional 
Health  Insurance 
Coverage. 
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Benefit  Plan  and  Trust 


MSMA  Benefit  Plan  and  Trust  is 
a superior  insurance  program  which 
fulfills  the  quality  of  coverage  and 
affordability  that  everyone  wants. 

Sponsored  by  the  Mississippi 
State  Medical  Association,  the 
MSMA  Benefit  Plan  and  Trust  offers 
life  and  health  benefits  to  physician 
members  of  MSMA.their  employees 
and  families. 


• $1,000,000  lifetime  benefits. 

• Life  Coverage  up  to  $50,000. 

• Broad  benefits  with  fair  and 
equitable  rates. 

• Management  by  and  for 
physicians.  ■ 

• Non-profit  and  administered 
at  lowest  possible  cost. 


For  Complete  Description  of  Benefits  Write: 

MSMA  Benefit  Plan  and  Trust 
P.O.Box  55509 
Jackson,  MS  39216 
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You  know  it's  not  your 
everyday  patient  problem. 
Alcoholism  is  far  different 
from  most  other  diseases. 
Patients  try  to  hide  it  from 
you.  They  resist  treatment. 
They  deny  they  have  the 
disease  at  all. 

Such  a complex  physical 
and  emotional  problem 
usually  requires  extensive 
evaluation.  And  interven- 


tion counseling  is  frequently 
needed. 

If  you  are  a specialist  in 
addiction  treatment,  you're 
equipped  to  deal  with  these 
problems.  If  not,  consider 
Brookwood  Recovery  Cen- 
ter as  your  specialist  and 
partner  in  the  treatment  of 
alcoholism  and  dmg  abuse. 
We're  a specialized  facility 
staffed  to  serve  both  your 


treatment  proaams  have 
given  us  one  of  the  best  re- 
covery rates  in  the  country. 
And  once  recovered,  your 
patients  and  their  farnilies 
return  to  being  the  kind  of 
patients  that  let  you  help 
them  once  again. 

For  further  information  on 
how  a Brookwood  Recovery 


Center  can  help  you  effec- 
tively treat  this  problem, 
call  our  treatment  center  in 
Jackson  at  601/373-3355,  or 
1-800-237-2122  in  the  State 
of  Mississippi,  anytime, 
day  or  night. 


Brookwood 
Recovery  Centers 

A health  care  service  of 
American  Medical  International 


July  1985 


Dear  Doctor: 

AMA*s  two-hour  teleconference  examining  the  professional  liability  crisis 
was  presented  at  357  hospital  sites  in  38  states.  One  of  every  five  phy- 
sicians now  faces  the  prospect  of  a claim  or  a lawsuit,  and  defensive 
practices  are  estimated  to  add  $25  billion  to  the  cost  of  health  care  each 
year.  Cost  of  premiums  increased  by  more  than  80%  between  1975  and  1983, 
and  now  approaches  $100,000  for  some  high-risk  specialties.  A 17-point 
action  plan  has  been  developed  by  the  AMA,  which  calls  for  public  educa- 
tion, legislative  reform,  coordinated  defenses  of  claims,  risk  control  and 
quality  review.  AMA  is  preparing  model  federal  legislation  that  would 
provide  incentives  for  states  to  enact  tort  reforms. 

Many  physicians  across  the  country  are  altering  their  practices 
in  the  wake  of  increasing  claims  and  rising  liability  Insurance 
premiums.  Nearly  one-fourth  of  obstetricians  responding  to  a 
California  Medical  Association  survey  said  they  had  stopped 
delivering  babies  and  more  than  one-fifth  said  they  no  longer 
provided  any  obstetric  care.  In  New  York,  physicians  in  three 
specialties  are  under  investigation  for  possible  federal  antitrust 
violations.  In  that  state  large  numbers  of  obstetricians,  ortho- 
pedic surgeons  and  neurosurgeons  have  discontinued  high-risk  care. 

The  physicians  faced  a 55%  increase  in  malpractice  premium  rates 
retroactively  from  July  1984  to  July  1985,  and  were  told  to  expect 
another  30-40%  increase  - a doubling  of  premiums  in  one  year. 

Educational  debt  load  of  medical  school  graduates,  which  averaged  $21,700 
for  those  graduating  in  1982,  is  higher  than  that  of  lawyers,  MBAs,  and 
PhDs,  the  AMA  Center  for  Health  Policy  Research  reports.  The  average 
graduating  medical  student  has  a debt  load  that  is  equivalent  to  147%  of 
what  he  will  be  paid  as  a first-year  resident.  Accumulated  educational 
debt  of  law  graduates,  business  graduates,  and  graduates  of  doctorate 
programs  represents  70%,  42%,  and  43%  of  first-year  salaries,  respectively. 

"A  Physician's  Guide  to  Preferred  Provider  Organizations"  is  the  title  of 
an  excellent  booklet  on  PPOs  which  has  been  prepared  by  the  AMA  and  is 
being  made  available  to  MSMA  members.  Call  the  MSMA  headquarters  in 
Jackson  to  request  a copy. 


Sincerely, 


Patsy  Silver 
Managing  Editor 
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As  much  as  there  is  to 
think  about  in  maintaining 
your  practice,  there  are 
an  equal  number  of  things 
to  consider  in  choosing  a 
computer  system.  How- 
ever, we  have  a remedy  for 
both  problems  with  our  Total 
System  Solution  that  in- 
cludes; hardware,  software, 
training,  maintenance,  and  soft- 
ware updates.  In  other  words,  we 
become  your  data  processing  de- 
partment, with  guaranteed  results. 
We  have  numerous  local  references, 
hundreds  nationally,  who  are  using 
our  systems  in  individual  practices, 
clinics,  nursing  homes,  and  hospitals. 
Our  commitment  to  the  medical  field  is 
complete. 
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CADO  Systems  of  Mississippi, 

2600  Insurance  Center  Drive  • Jackson,  MS  39216 
(601)  982-0100 


Inc.  A division  of  ICD  Corporation 

wjth  offices  in  Jackson.  New  York,  Atlanta.  Houston,  Milwaukee,  Minneapolis. 
Detroit.  Pittsburgh.  Salt  Lake  City,  Durham.  Phoenix.  San  Antonio.  New  Orleans. 
Birmingham.  Jacksonville.  Orlando,  Mobile.  Shreveport,  bttle  Rock 


Angina  conies  in 
many  forms... 


So  does 

SORBITRATE 

(ISOSORBIDE  DINITFWE) 


2.5  mg  5 mg  10  mg 
Sublingual  Tablets 


Unsurpassed  flexibility 
in  nitrate  therapy. 


5 mg  10  mg  5 mg  10  mg  20  mg  30  mg  40  mg  40  mg 

Chewable  Tablets  Oral  “Swallow”  Tablets  Sustained  Action 

“Swallow”  Tablets 


© 1985  ICI  AMERICAS  INC 


See  following  page  for  brief  summari^  of  prescribing  information. 


SORBITRATE 

(EOSORaDEDNITRATE) 

PtosM  consuR  fun  prescribing  Information  before  use.  A summary  follows: 

INDICATIONS  AND  USAGE:  SORBITRATE  (isosortxde  dinitrate)  is  indicated  tor  the  treatment 
and  prevention  of  ar^gma  pectons  All  dosage  forms  of  isosort>de  dmitrate  may  be  used 
prophytactically  to  decrease  frequency  and  seventy  of  anginal  attacks  and  can  be  expected  to 
decrease  the  need  for  sublingual  nitroglycerin 

The  sublingual  and  chewable  forms  of  the  drug  are  indicated  tor  acute  prophylaxis  of  angina 
p>ectons  when  taken  a few  minutes  before  situations  likely  to  provoke  anginal  attacks  Because 
of  a slower  onset  of  effect,  the  oral  forms  of  isosorbide  dmitrate  are  not  indicated  for  acute 
prophylaxis 

CONTR  AIND1CAT10NS:  SORBITRATE  is  contraindicated  in  patients  who  have  shown 
purported  hypersensitivity  or  idiosyncrasy  to  it  or  other  nitrates  or  nitrites  Epinephnne  and 
related  compounds  are  ineffective  in  reversing  the  severe  hypotensive  events  associated  with 
overdose  and  are  contraindicated  in  this  situation 

WARNINGS:  The  benefits  of  SORBITRATE  dunng  the  early  days  of  an  acute  myocardial 
infarction  have  not  been  established  If  one  elects  to  use  organic  nitrates  in  early  infarction, 
hemodynamic  monitoring  and  frequent  clinical  assessment  should  be  used  because  of  the 
potential  deletenous  effects  of  hypotension. 

PRECAUTIONS:  Generel:  Severe  hypotensive  response,  particularly  with  upnght  posture,  may 
occur  with  even  small  doses  of  SORBITRATE  The  drug  should  therefore  be  us^  with  caution  in 
subjects  who  may  have  blood  volume  depletion  from  diuretic  therapy  or  tn  subjects  who  have 
low  systolic  blood  pressure  (eg.  below  90  mmHg)  Paradoxical  bradycardia  and  increased 
angina  pectons  may  accompany  nitrate-induced  hypotension  Nitrate  therapy  may  aggravate 
the  angina  caused  by  hypertrophic  cardiomyopathy 
Marked  symptomatic,  orthostatic  hypotension  has  been  reported  when  calcium  channel 
blockers  and  organic  nitrates  were  used  in  combination  Dose  adjustment  of  either  class  of 
agents  may  be  necessary 

Tolerance  to  this  drug  and  cross-tolerance  to  other  nitrates  and  nitntes  may  occur  Tolerance 
to  the  vascular  and  antianginal  effects  of  isosorbide  dmitrate  or  nitroglycerin  has  been 
demonstrated  in  clinical  tnals,  expenence  through  occupational  exposure,  and  In  Isolated 
tissue  experiments  m the  laboratory  The  importance  of  tolerance  to  the  appropriate  use  of 
isosorbde  dmitrate  in  the  management  of  patients  with  angina  pectons  has  not  been 
determined  However,  one  clinical  tnal  using  treadmill  exercise  tolerance  (as  an  end  point)  found 
an  8-hour  duration  of  action  of  oral  isosorbide  dinitrate  following  the  first  dose  (after  a 2-week 
placebo  washout)  and  onty  a 2-hour  duration  of  effect  of  the  same  dose  after  1 iwek  of 
repetitive  dosing  at  conventional  dosing  intervals  On  the  other  hand,  several  thals  have  been 
able  to  differentiate  isosorbide  dinitrate  from  placebo  after  4 vireeks  of  therapy  and.  m open 
tnals.  an  effect  seems  detectable  tor  as  long  as  several  months 
Tolerance  clearly  occurs  in  mdustnal  workers  continuously  exposed  to  nitroglycenn 
Moreover,  physical  dependence  also  occurs  since  chest  pain,  acute  myocardial  infarction,  and 
even  sudden  death  have  occurred  during  temporary  withdrawal  of  nitroglycenn  from  the 
workers  In  clinical  trials  m angina  patients,  there  are  reports  of  anginal  attacks  being  more 
easily  provoked  and  of  rebound  in  the  hemodynamic  effects  soon  after  nitrate  withdrawal  The 
relative  importance  of  these  observations  to  the  routine,  clinical  use  of  isosorbide  dmitrate  is  not 
known  However,  it  seems  prudent  to  gradually  withdraw  patients  from  isosorbide  dinitrate 
when  the  therapy  is  being  terminated,  rather  than  stopping  the  drug  abruptly 
Information  for  Patients:  Headache  may  occur  during  initial  therapy  with  SORBITRATE 
Headache  is  usually  relieved  by  the  use  of  standard  headache  remedies  or  by  lowering  the 
dose  and  tends  to  disappear  after  the  first  week  or  two  of  use 
Drug  Interactions:  Alcohol  may  enhance  any  marked  sensitivity  to  the  hypotensive  effect  of 
nitrates 

Isosorbide  dmitrate  acts  directly  on  vascular  smooth  muscle,  therefore,  any  other  agent  that 
depends  on  vascular  smooth  muscle  as  the  final  common  path  can  be  expected  to  have 
decreased  or  increased  effect  depending  on  the  agent 
Carcinogenesis,  Mutagenesis,  Impairment  of  Fertitity:  No  long-term  studies  in  animals 
have  been  performed  to  evaluate  the  carcinogenic  potential  of  this  drug.  A modified  two-litter 
reproduction  study  in  rats  fed  isosorbide  dmitrate  at  25  or  100  mg/kg/day  did  not  reveal  any 
effects  on  fertility  or  gestation  or  any  remarkable  gross  pathology  in  any  parent  or  offspring  fed 
isosorbde  dmitrate  as  compared  with  rats  fed  a basal-controlled  diet 
Pregnancy  Category  C:  Isosorbde  dmitrate  has  been  shown  to  cause  a dose-related 
increase  m embryotoxicity  (increase  in  mummified  pups)  in  rabbts  at  oral  doses  35  and  150 
times  the  maximum  recommended  human  daily  dose  There  are  no  adequate  and 
well-controlled  studies  m pregnant  women  SORBITRATE  should  be  used  during  pregnancy 
only  if  the  potential  benefit  justifies  the  potential  nsk  to  the  fetus 
Nursing  Mothers:  It  is  not  known  whether  this  drug  is  excreted  m human  milk  Because 
many  drugs  are  excreted  in  human  milk,  caution  should  be  exercised  when  SORBITRATE  is 
administered  to  a nursing  woman. 

Pediatric  Use:  The  safety  and  effectiveness  of  SORBITRATE  m children  has  not  been 
estabished 

ADVERSE  REACTIONS:  Adverse  reactions,  particularly  headache  and  hypotension,  are 
dose-related  In  clinical  trials  at  vanous  doses,  the  following  have  been  observed 
Headache  is  the  most  common  (reported  incidence  vanes  widely,  apparently  being 
dose-related,  with  an  average  occurrence  of  about  25%)  adverse  reaction  and  may  be  severe 
and  persistent  Cutaneous  vasodilation  with  flushing  may  occur  Transient  episodes  of 
dizziness  and  weakness,  as  well  as  other  signs  of  cerebral  ischemia  associated  with  postural 
hypotension,  may  occasionally  develop  (the  incidence  of  reported  symptomatic  hypotension 
ranges  from  2%  to  36%)  An  occasional  individual  will  exhibt  marked  sensitivity  to  the 
hypotensive  effects  of  nitrates  and  severe  responses  (nausea,  vomiting,  weakness,  restless- 
ness, pallor,  perspiration,  and  collapse)  may  occur  even  with  the  usual  therapeutic  dose.  Drug 
rash  and/or  exfoliative  dermatitis  may  occasionally  occur  Nausea  and  vomiting  appear  to  be 
uncommon  Case  reports  of  clinically  significant  methemoglobinemia  are  rare  at  conventional 
doses  of  organic  nitrates  The  formation  of  methemoglobn  is  dose-related  and,  in  the  case  of 
genetic  abnormalities  of  hemoglobin  that  favor  methemoglobin  formation,  even  conventional 
doses  of  organic  nitrate  could  produce  harmful  concentrations  of  methemoglobin 
DOSAGE  AND  ADMINISTRATION:  For  the  treatment  of  angina  pectoris,  the  usual  starting 
dose  for  suWmgual  SORBITRATE  is  2.5  to  5 mg;  for  chewabe  tabets.  5 mg;  for  oral  (swallowed) 
tabets,  5 to  20  mg,  and  for  controlled-release  forms.  40  mg 
SORBITRATE  should  be  titrated  upward  until  angina  is  relieved  or  side  effects  limit  the  dose 
In  ambulatory  patients,  the  magnitude  of  the  incremental  dose  increase  should  be  guided  by 
measurements  of  standing  bood  pressure 

The  initial  dosage  of  subingual  or  chewabe  SORBITRATE  for  prophylactic  therapy  in  angina 
pectons  patients  is  generally  5 or  10  mg  every  2 to  3 hours  Adequate  controlled  clinical  studies 
demonstrating  the  effectiveness  of  chronic  maintenance  therapy  with  these  dosage  forms 
have  not  been  reported 

SORBITRATE  in  oral  doses  of  10  to  40  mg  given  every  6 hours  or  in  oral  controlled-release 
doses  of  40  to  00  mg  given  every  8 to  12  hours  is  generally  recommended  The  extent  to  which 
development  of  tolerance  should  modify  the  dosage  program  has  not  been  defined  The  oral 
controlled-release  forms  of  isosorbide  dmitrate  should  not  be  chewed 
DOSAGE  FORMS  AVAILABLE:  Subingual  Tablets  (2  5, 5. 10  mg).  Chewable  Tablets  (5, 10  mg); 
Oral  Tabets  (5. 10. 20, 30, 40  mg).  Sustained  Action  Tablets  (40  mg) 


STUART  PHARMACEUTICALS 
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Be  prepared,  Doctor.  More  patients 
will  be  asking  about  colorectal  cancer. 
According  to  a sur\ey*  conducted  by  the 
American  Cancer  Sociers’,  many  people 
would  like  to  receive  more  information 
about  colorectal  cancer,  and  83%  said 
they  would  want  to  be  checked  for  it. 
Further,  they  are  learning  that  this  cancer 
can  be  detected  before  symptoms  appear. 
The  present  cure  rate  is  44%.  The  cure 
rate  could  be  as  high  as  ^5%,  with  early 
detection  and  appropriate  management. 

For  asymptomatic  persons  the  Socien- 
recommends  annual  digital  rectal  exam- 
ination at  age  40  and  over;  at  age  50  and 
o\'er,  an  annual  stool  blood  test,  as  well  as 
sigmoidoscop\-  ever\-  three  to  h\’e  years, 
following  two  initial  annual  negath  e 
sigmoidoscopies. 

We  re  here  to  help.  You  can  reach  us  at 
your  local  American  Cancer  Societ\-  office 
or  write  to  our  Professional  Education 
Depanment  at  National  Headquarters, 

90  Park  Avenue,  New  York,  N.4'.  10016. 

Ask  about  the  Societ\''s  Colorectal  Check 
program  of  professional  and  public 
education  for  the  early  detection  of 
colorectal  cancer. 
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PHYSICIANS.  A WEEKEND 
WITH  THE  RESERVE 
ISN'T  JUST  ANOTHER  DAY 
AT  THE  OmCE. 


1 

i 

I 

I 


there  are  opportunities  to  explore  other 
phases  of  medicine,  to  add  knowledge,  and 
to  develop  important  administrative  skills. 
There  are  enough  different  needs  to  fill  right 
in  your  local  Army  Reserve  unit  to  make  a 
weekend  a month  exciting  and  rewarding. 

Explore  the  possibilities.  Call  our  officer 
counselor: 

USAR  AMEDD  Procurement 
1933  Montgomery  Highway 
Suite  140 

Birmingham,  AL  35209 
(205)  933-2131/2143 


ARMY  RESERVE.  BE  ALLYOU  CAN  BE. 
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Keflex^ 

cephalexin 


Additional  information 
available  to  the  profession 
on  request. 
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Growing  Physician  Chicago,  IL  - A growing  number  of  physicians 

Approval  of  HMOs  (50%)  now  have  a favorable  attitude  toward 

HMOs,  although  most  still  think  traditional 
fee-for-service  medicine  offers  higher  quality  care.  A recent  Louis  Harris 
survey  reported  the  increasing  approval.  This  contrasts  with  earlier  studies 
which  found  in  1980-81  that  only  36%  of  physicians  were  favorable  toward  HMOs. 
About  9%  of  privately -insured  American  families  now  have  an  HMO  member. 


AMA  Loses  Bid  For  Chicago,  IL  - The  AMA's  bid  to  function  as  a 

Super-PRO  Contract  super-PRO,  submitting  assessment  reports  of 

each  PRO,  has  been  rejected.  The  AMA  was 
notified  that  its  proposal  was  "not  within  the  competitive  range,  price,  and 
other  factors  considered."  AMA  expects  to  continue  to  oversee  the  PROs  through 
its  own  monitoring  programs,  however.  Funding  cuts  apparently  forced  HCFA 
to  scale  down  expectations  for  the  super-PRO. 


Corporate  Managers  Chicago,  IL  - Corporate  managers  believe 

Slowed  Health  Costs  they  have  slowed  the  increase  in  health  care 

costs  during  the  past  three  years,  according 
to  a Louis  Harris  survey  which  found  that  more  than  70%  of  companies  made 
changes  in  their  health  insurance  plans  and  achieved  16%  to  18%  lower  costs 
per  employee.  Among  cost-containment  initiatives  were  second  opinions,  HMOs, 
preadmission  review,  utilization  review,  increased  deductibles,  and  PPOs. 


Alzheimer's  Disease  Washington,  DC  - A California  congressman 

Bill  Introduced  has  proposed  the  Comprehensive  Alzheimer's 

Assistance,  Research  and  Education  Act  (CARE) 
as  a way  of  easing  the  burden  of  the  disease  on  its  victims  and  their  families. 
The  bill  proposes  to  establish  a national  education  program,  create  model  state 
programs  to  educate  the  public  and  offer  support,  and  expand  federal  research 
into  causes,  prevention,  and  treatment  of  the  disease. 


Patient  Visits  Chicago,  IL  - Although  total  patient  care 

Showing  Decrease  hours  are  rising  (1.8%  over  the  previous 

year) , the  number  of  patient  visits  is 
declining  (down  6.6%),  according  to  data  from  the  AMA's  Socioeconomic 
Monitoring  System.  On  a regional  basis,  total  patient  visits  fell  most 
sharply  in  the  South  (down  9.1%),  but  time  spent  with  patients  during 
office  visits  rose  greatest  in  the  South  (7.6%). 


Roche  salutes 


No-K" balancing  act 

"The  sodium-potassium  ratio  in  the  diet  should  be  consid- 
ered a major  controlling  factor  of  blood  pressure,"  says  Dr. 
Herbert  G.  Langford  of  Jackson's  University  of  Mississippi 
Medical  Center ' Among  cultures  with  a low  incidence  of 
hypertension,  the  diet  consists  of  little  sodium  and  large 
amounts  of  potassium  from  fruits  and  vegetables.  As  sodium 
intake  increased  in  modern  civilizations,  potassium 
decreased.  Dr  Langford  thinks  that  low  potassium  may  be 
considered  an  "unindicfed  co-conspirator  in  the  hypertension 
crime."  And  he  speculates  that  "efforts  to  increase  potassium 
intake  may  be  as  feasible  and  fruitful  as  efforts  to  decrease 
our  sodium  intake." 

Cartoon  classics-help  for  pain 

The  hospitalized  burned  child,  forced  to  cope  with  isolation, 
immobilization,  extreme  pain  and  disfigurement,  manifests 
severe  behavior  problems  during  treatment.  One  of  the  most 
difficult  management  problems  is  with  the  child  who  must 
endure  the  excruciating  pain  involved  in  the  open  treatment  of 
burns.  The  procedure,  used  for  second-degree  burns, 
involves  exposure  of  fhe  wounds,  removal  of  burned  skin  and 
daily  coverage  with  antibacterials.  In  order  to  avoid  treatment, 
the  child  may  scream,  thrash  about,  cry  and  complain  of 
pain— which  generally  worsens  with  time  as  nerve  endings 
heal  and  sensation  returns.  Even  experienced  health-care 
workers  have  become  faint  while  observing  the  suffering  of 
these  young  patients. 

Dr.  Ronald  S.  Drabman  and  his  colleagues  in  the  Divi- 
sion of  Psychology  of  the  Department  of  Psychiatry  and  Hu- 
man Behavior  of  the  University  of  Mississippi  Medical  Center 
have  tested  a multicomponent  behavioral  approach  for 
reducing  pain  behavior  exhibited  by  severely  burned  children 
during  the  open  treatment  procedure.^  The  children,  two 
young  girls,  were  asked  to  choose  a television  cartoon  pro- 
gram, either  "Popeye"  or  "Bugs  Bunny,"  and  watch  it  closely 
during  treatment.  If  fhere  was  a 25%  or  more  reduction  in 
pain  behavior  from  fhe  level  at  baseline  sessions,  the  child 
was  rewarded  with  a star  placed  on  her  chart.  Both  chil- 
dren exhibited  less  pain  behavior  during  experimental  ses- 
sions than  during  baseline  sessions. 

In  keeping  with  ethical  cansiderations  and  the  appropri- 
ateness of  the  children's  reaction  to  pain,  the  goal  of  the 
study  was  not  to  suppress  or  eliminate  pain  behavior  com- 
pletely. The  researchers  believe  that  their  successful  distrac- 
fion-and-reward  technique,  the  first  experimental  evaluation 
of  behavior  during  open  freatment,  will  point  the  way  to 
much-needed  clinical  research  in  this  area. 

15-minute  diagnosis  of  killer 
infection 


recognized  in  15  minutes  by  means  of  a simple  assay  of 
ascitic  fluid.  Dr.  James  L.  Achord  and  his  University  of  Missis- 
sippi colleagues  routinely  screen  cirrhotics  for  high  lacfic 
acid.  This  is  more  sensitive  than  conventional  WBC  counts 
and  avoids  many  false  positives.  And,  says  Dr.  Achord,  most 
hospital  labs  are  already  equipped  to  do  the  test  for  one 
dollar.^ 


MISSISSIPPI  MEDICINE 
TODAY 


Spontaneous  bacterial  peritonitis,  a common  and  usually 
fatal  infection  among  alcoholic  cirrhotic  patients,  can  now  be 


References:  1.  Medical  News  J/A/WW  248  2951,  Dec  10, 1982  2.  Kelley  ML, 
et  al:  J AppI Behav Anal17:]47-]58,  Summer  1984  3.  Medical  World 
News,  Nov  22,  1982,  p 15 
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TODAY:  FOR  THE  PATIENT 
WITH  MIXED  DEPRESSION 
AND  ANXIETY 

A rational  approach,  combining 

- The  standard  antidepressant: 
amitriptyline 

- The  proven  anxiolytic  action  of 
Librium®  (chlordiazepoxide  HCI/Roche)® 

Marked  improvement  often  occurs  as  early  as  the  first  week 

Headache,  insomnia  or  Gl  upsets  associated  with  mixed  depression  and 
anxiety  often  respond  quickly 

Feeling  better,  patients  feel  encouraged  to  stay  the  course -therefore, 
fewer  dropouts:  P=  .006  compared  to  amitriptyline* 

Convenient  single  h.s.  dosing  sufficient  in  some  patients;  helps  patients 
with  mixed  depression  and  anxiety  sleep  through  the  night.  Patients 
should  be  cautioned  about  the  combined  effects  of  Limbitrol  with  alcohol 
and  other  CNS  depressants,  and  about  activities  requiring  complete 
mental  alertness  such  as  operating  machinery  or  driving  a car 


IN  PLACE  OF 
LIMBITROL  5-12.5  WRITE: 


IN  PLACE  OF 
LIMBITROL  10 -25  WRITE: 


In  moderate  depression  and  anxiety 

Limbitrol* 
Limbitroi'DS  . 

Each  tablet  contains  10  mg  chlordiazepoxide  and  25  mg  amitriptyline  (as  the  hydrochloride  salt)  UV 

Easier  to  remember. . . easier  to  prescribe 


c 


*FeighnerJR  et al:  Psychopharmacology  61 :2)7-225,  Mor22, 1979. 

Please  see  summary  of  product  information  on  following  page. 


LIMBITROL*  ® Tranqullizer-Anttdepressant 

Before  prescribing,  please  consult  complete  product  Information,  o summary  of 
which  follows: 

Indicohons:  Relief  of  moderate  to  severe  depression  associated  with  moderate  to 
severe  anxiety 

Contraindications:  Known  hypersensitivity  to  benzodiazepines  or  tricyclic  antidepres- 
sants. Do  not  use  with  monoamine  oxidase  (MAO)  inhibitors  or  within  14  days  follow- 
ing discontinuation  of  MAO  inhibitors  since  hyperpyretic  crises,  severe  convulsions  ond 
deaths  have  occurred  with  concomitant  use,  then  initiate  cautiously,  gradually  Increas- 
ing dosage  until  optimal  response  is  achieved  Contraindicated  during  acute  recovery 
phase  following  myocardial  infarction 

Warnings:  Use  with  great  care  in  patients  with  history  of  urinary  retention  or  angle- 
closure  glaucoma  Severe  constipation  may  occur  in  patients  taking  tricyclic  antide- 
pressants and  anticholinergic-type  drugs  Closely  supervise  cardiovascular  patients 
(Arrhythmias,  sinus  tachycardia  and  prolongation  of  conduction  time  reported  with 
use  of  tricyclic  antidepressants,  especially  high  doses  Myocardial  infarction  and 
stroke  reported  with  use  of  this  class  of  drugs.)  Caution  patients  about  possible  com- 
bined effects  with  alcohol  and  other  CNS  depressants  and  against  hazardous  occu- 
pations requiring  complete  mental  alertness  (e  g , operating  machinery,  driving) 

Usage  in  Pregnancy:  Use  of  minor  tranquilizers  during  the  first  trimester 
should  almost  always  be  ovoided  because  of  increased  risk  of  congenital 
malformations  as  suggested  in  several  studies.  Consider  possibility  of  preg- 
nancy when  instituting  therapy;  advise  patients  to  discuss  therapy  if  they 
intend  to  or  do  become  pregnant. 

Since  physical  and  psychological  dependence  to  chlordiazepoxide  hove  been  reported 
rarely,  use  caution  in  administering  Limbitrol  to  addiction-prone  individuals  or  those 
who  might  increase  dosage,  withdrawal  symptoms  following  discontinuation  of  either 
component  alone  hove  been  reported  (nausea,  headache  and  malaise  for  amitripty- 
line, symptoms  [including  convulsions]  similar  to  those  of  barbiturate  withdrawal  for 
chlordiazepoxide). 

Precautions:  Use  with  caution  in  potients  with  a history  of  seizures.  In  hyperthyroid 
patients  or  those  on  thyroid  medication,  and  in  patients  with  impaired  renal  or  hepatic 
function  Because  of  the  possibility  of  suicide  in  depressed  patients,  do  not  permit  easy 
access  to  large  quantities  in  these  patients  Periodic  liver  function  tests  and  blood 
counts  are  recommended  during  prolonged  treatment.  Amitriptyline  component  may 
block  action  of  guanethidine  or  similor  antihypertensives  Concomitant  use  with  other 
psychotropic  drugs  hos  not  been  evaluated,  sedative  effects  may  be  additive  Discon- 
tinue several  days  before  surgery  Limit  concomitant  administration  of  ECT  to  essential 
treatment  See  Warnings  for  precautions  about  pregnancy  Limbitrol  should  not  be 
token  during  the  nursing  period  Not  recommended  in  children  under  12.  In  the  elderly 
ond  debilitofed,  limit  to  smallest  effective  dosage  to  preclude  ataxia,  oversedation, 
confusion  or  anficholinergic  effecfs 

Adverse  Reactions:  Most  frequently  reported  are  those  associated  with  either  compo- 
nent alone  drowsiness,  dry  mouth,  constipation,  blurred  vision,  dizziness  and  bloot- 
ing  Less  frequently  occurring  reactions  Include  vivid  dreams,  impotence,  tremor, 
contusion  and  nasal  congestion  Many  depressive  symptoms  including  anorexia, 
fatigue,  weakness,  restlessness  and  lethargy  hove  been  reported  os  side  effects  of  both 
Limbitrol  and  amitriptyline  Granulocytopenia,  Jaundice  and  hepatic  dysfunction  hove 
been  observed  rarely 

The  following  list  Includes  adverse  reactions  not  reported  with  Limbitrol  but  requiring 
consideration  because  they  have  been  reported  with  one  or  both  components  or 
closely  related  drugs 

Cardiovascular  Hypotension,  hypertension,  tochycordia,  polpitotions,  myocardial 
infarction,  arrhythmias,  heart  block,  stroke 

Psyctvotric  Euphoria,  apprehension,  poor  concentration,  delusions,  hallucinations, 
hypomania  and  increased  or  decreased  libido 

Neurologic  Incoordination,  ataxia,  numbness,  tingling  and  paresthesias  of  the  extrem- 
ities, extrapyramidal  symptoms,  syncope,  changes  in  EEG  patterns 
Anticholinergic  Disturbance  of  accommodation,  paralytic  ileus,  urinary  retention,  dila- 
tation of  urinary  tract 

Allergic  Skin  rash,  urticaria,  photosensitization,  edema  of  face  and  tongue,  pruritus 
Hematologic  Bone  marrow  depression  Including  agranulocytosis,  eosinophilia,  pur- 
puro,  thrombocytopenia 

Gastrointestinal  Nausea,  epigastric  distress,  vomiting,  anorexia,  stomatitis,  peculiar 
taste,  diarrhea,  black  tongue 

Endocrine  Testicular  swelling  and  gynecomastia  in  the  male,  breast  enlargement, 
galactorrhea  and  minor  menstruol  irregularities  in  the  female,  elevation  and  lowering 
of  blood  sugar  levels,  and  syndrome  of  inappropriate  ADH  (antidiuretic  hormone) 
secretion 

Other  Headache,  weight  gain  or  loss,  increased  perspiration,  urinary  frequency 
mydriasis,  jaundice,  alopecia,  parotid  swelling 

Overdosage:  Immediately  hospitalize  patient  suspected  of  having  taken  on  overdose 
Treatment  is  symptomatic  and  supportive  I V administration  of  1 to  3 mg  physostig- 
mine  salicylate  has  been  reported  to  reverse  the  symptoms  of  omitriptyline  poisoning 
See  complete  product  Information  for  manifestation  and  treatment 
Dosage:  Individualize  according  to  symptom  severity  and  patient  response  Reduce  to 
smallest  effective  dosage  when  satisfactory  response  is  obtained  Larger  portion  of 
doily  dose  may  be  taken  at  bedtime  Single  hs  dose  moy  suffice  for  some  patients 
Lower  dosages  are  recommended  for  the  elderly 

Limbitrol  DS  (double  strength)  Tablets,  initial  dosage  of  three  or  four  tablets  daily  in 
divided  doses.  Increased  up  to  six  tablets  or  decreased  to  two  tablets  daily  as  required 
Limbitrol  Tablets,  initial  dosage  of  three  or  four  tablets  daily  in  divided  doses,  for 
potients  who  do  not  tolerate  higher  doses 

How  Supplied:  Double  strength  (DS)  Tablets,  white,  film-coated,  each  containing 
10  mg  chlordiazepoxide  and  25  mg  amitriptyline  (as  the  hydrochloride  salt),  and 
Tablets,  blue,  film-coated,  each  containing  5 mg  chlordiazepoxide  and  12  5 mg 
amitriptyline  (as  the  hydrochloride  salt)— bottles  of  100  and  500,  Tel-E-Dose* 
packoges  of  100,  Prescription  Paks  of  50 
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Once-daily  INDERAL  LA 
(propranolol  HCI)  for 
smooth  blood  pressure 
control  without  the 
potassium  problems 
of  diuretics 

Once-dail\  INDERAL  LA 'propranolol  HC^^■ 
a\oids  the  risk  of  diuretic-induced  ECG  ab-; 
normalities  due  to  hvpokalemia.'  - In  addi- 
tion, INDERAL  LA  presefAes  potassium 
balance  w ithout  additi\e  agents  or  supple- 
ments while  pro\ iding simple,  well-tolerated 
therapx  w ith  broad  cardio\ascular  Lvanefits. 

Once-daily  INDERAL  LA 
for  the  cardiovascular 
benefits  of  the  world's 
leading  beta  blocker 

SimpK  start  w ith  80  mg  once  daik.  Dosage 
ma\  be  increased  to  1 20  mg  to  1 60  mg  once 
daik  as  needed  to  achie\e  additional  control 

Like  con\entional  INDERAL  tablets, 
INDERAL  LA  should  not  be  used  in  the 
presence  of  congesti\e  heart  tailure,  sinus 
brad\cardia,  heart  block  greater  than  first 
degree,  and  bronchial  asthma. 


2F-'A'V0L0L  HC, 


Once-daily 

^'‘^tii&flNDERAL  LA 

(PROPRANOLOLHCI)  ^CAPSULES*^ 

BRIEF  SUMMARY  (FOR  FULL  PRESCRIBING  INFORMATION.  SEE  PACKAGE  CIRCULAR ) 
INDERAL'  LA  brand  of  propranolol  hydrochloride  (Long  Acting  Capsules) 
DESCRIPTION.  Inderal  LA  is  lormulated  to  provide  a sustained  release  ol  propranolol 
hydrochloride  Inderal  LA  is  available  as  80  mg.  120  mg,  and  160  mg  capsules 
CLINICAL  PHARMACOLOGY.  INDERAL  is  a nonselective  beta-adrenergic  receptor 
blocking  agent  possessing  no  other  autonomic  nervous  system  activity  It  specifically  com- 
petes with  beta-adrenergic  receptor  stimulating  agents  tor  available  receptor  sites  When 
access  to  beta-receptor  sites  is  blocked  by  INDERAL.  Ihe  chronotropic,  inotropic,  and 
vasodilator  responses  to  beta-adrenergic  stimulation  are  decreased  proportionately 

INDERAL  LA  Capsules  (80, 120.  and  160  mg)  release  propranolol  HCI  at  a controlled  and 
predictable  rate  Peak  blood  levels  following  dosing  with  INDERAL  LA  occur  at  about  6 hours 
and  the  apparent  plasma  half-life  is  about  10  hours  When  measured  at  steady  state  over  a 24- 
hour  period  the  areas  under  the  propranolol  plasma  concentration-time  curve  (AUCs)  lor  the 
capsules  are  approximately  60%  to  65%  ol  the  AUCs  for  a comparable  divided  daily  dose  ol 
INDERAL  tablets  The  lower  AUCs  for  Ihe  capsules  are  due  to  greater  hepatic  metabolism  of 
propranolol,  resulting  from  the  slower  rale  of  absorption  of  propranolol  Over  a twenty-four  (24) 
hour  period,  blood  levels  are  fairly  constant  lor  about  twelve  (12)  hours  then  decline 
exponentially 

INDERAL  LA  should  not  be  considered  a simple  mg  for  mg  substitute  for  conventional 
propranolol  and  the  blood  levels  achieved  do  not  match  (are  lower  than)  those  ol  two  to  lour 
times  daily  dosing  with  the  same  dose  When  changing  to  INDERAL  LA  from  convenlional 
propranolol,  a possible  need  for  retilration  upwards  should  be  considered  especially  to 
maintain  effectiveness  at  the  end  of  the  dosing  interval  In  most  clinical  settings,  however, 
such  as  hypertension  or  angina  where  there  is  little  correlation  between  plasma  levels  and 
clinical  effect.  INDERAL  LA  has  been  therapeulically  equivalent  to  the  same  mg  dose  of 
conventional  INDERAL  as  assessed  by  24-hour  effects  on  blood  pressure  and  on  24-hour 
exercise  responses  of  heart  rate,  systolic  pressure  and  rate  pressure  product  INDERAL  LA 
can  provide  effective  beta  blockade  for  a 24-hour  period 

The  mechanism  of  the  antihypertensive  effect  of  INDERAL  has  not  been  established 
Among  the  factors  that  may  be  involved  in  contributing  to  the  antihypertensive  action  are  (1) 
decreased  cardiac  output.  (2)  inhibition  of  renin  release  by  Ihe  kidneys,  and  (3)  diminution  of 
tonic  sympathetic  nerve  outflow  from  vasomotor  centers  in  the  brain  Although  total  peripheral 
resistance  may  increase  initially,  it  readjusls  to  or  below  the  pretrealment  level  with  chronic 
use  Effects  on  plasma  volume  appear  to  be  minor  and  somewhat  variable  INDERAL  has 
been  shown  to  cause  a small  increase  in  serum  potassium  concentration  when  used  in  the 
treatment  of  hypertensive  patients 

In  angina  pectoris,  propranolol  generally  reduces  the  oxygen  requirement  of  the  heart  at 
any  given  level  of  effort  by  blocking  the  catecholamine-induced  increases  in  the  heart  rate, 
systolic  blood  pressure,  and  the  velocity  and  extent  of  myocardial  contraction  Propranolol 
may  increase  oxygen  requirements  by  increasing  left  ventricular  fiber  length,  end  diastolic 
pressure  and  systolic  election  period  The  net  physiologic  effect  of  bela-adrenergic  blockade 
IS  usually  advantageous  and  is  manifested  during  exercise  by  delayed  onset  of  pain  and 
increased  work  capacity 

In  dosages  greater  than  required  lor  beta  blockade,  INDERAL  also  exerts  a quinidine-like 
or  anesthetic-like  membrane  action  which  affects  the  cardiac  action  potential  The  signifi- 
cance of  the  membrane  action  in  the  treatment  of  arrhythmias  is  uncertain 

The  mechanism  of  the  antimigraine  effect  of  propranolol  has  not  been  established  Beta- 
adrenergic  receptors  have  been  demonstrated  in  the  pial  vessels  of  the  brain 

Beta  receptor  blockade  can  be  useful  in  conditions  in  which,  because  of  pathologic  or 
functional  changes,  sympathetic  activity  is  detrimental  to  the  patient  But  there  are  also 
situations  in  which  sympathetic  stimulation  is  vital  For  example,  in  patients  with  severely 
damaged  hearts,  adequate  ventricular  function  is  maintained  by  virtue  of  sympathetic  drive 
which  should  be  preserved  In  the  presence  of  AV  block,  grealer  than  first  degree,  beta 
blockade  may  prevent  the  necessary  facilitating  effect  of  sympathetic  activity  on  conduction 
Beta  blockade  results  in  bronchial  constriction  by  interfering  with  adrenergic  bronchodilator 
activity  which  should  be  preserved  in  patients  subject  to  bronchospasm 
Propranolol  is  not  significantly  dialyzable 

INDICATIONS  AND  USAGE.  Hypertension:  INDERAL  LA  is  indicated  in  the  manage- 
ment of  hypertension,  it  may  be  used  alone  or  used  in  combination  with  other  antihyperlensive 
agents,  particularly  a thiazide  diuretic  INDERAL  LA  is  not  indicated  in  the  management  of 
hypertensive  emergencies 

Angina  Pectoris  Due  to  Coronary  Atherosclerosis:  INDERAL  LA  is  indicated 
for  Ihe  long-term  management  of  patients  with  angina  pectoris 

Migraine:  INDERAL  LA  is  indicated  for  the  prophylaxis  of  common  migraine  headache 
The  efficacy  of  propranolol  in  the  treatment  of  a migraine  attack  that  has  started  has  not  been 
established  and  propranolol  is  not  indicated  tor  such  use 

Hypertrophic  Subaortic  Stenosis:  INDERAL  LA  is  useful  in  Ihe  management  of 
hypertrophic  subaortic  stenosis,  especially  for  treatment  of  exertional  or  other  stress-induced 
angina,  palpitations,  and  syncope  INDERAL  LA  also  improves  exercise  performance  The 
effectiveness  of  propranolol  hydrochloride  in  this  disease  appears  to  be  due  to  a reduction  of 
the  elevated  outflow  pressure  gradient  which  is  exacerbated  by  beta-receptor  stimulation 
Clinical  improvement  ma\  be  temporary 

CONTRAINDICATIONS.  INDERAL  is  contraindicated  in  1)  cardiogenic  shock.  2)  sinus 
bradycardia  and  greater  than  first  degree  block,  3)  bronchial  asthma.  4)  congestive  heart 
failure  (see  WARNINGS)  unless  Ihe  failure  is  secondary  to  a tachyarrhythmia  treatable  with 
INDERAL 

WARNINGS.  CARDIAC  FAILURE  Sympathelic  stimulalion  may  be  a vital  component  sup- 
porting circulatory  function  in  patients  with  congestive  heart  failure,  and  its  inhibition  by  beta 
blockade  may  precipitate  more  severe  failure  Although  beta  blockers  should  be  avoided  in 
overt  congestive  heart  failure,  if  necessary,  they  can  be  used  with  close  follow-up  in  patients 
with  a history  of  failure  who  are  well  compensated  and  are  receiving  digitalis  and  diuretics 
Beta-adrenergic  blocking  agents  do  not  abolish  the  inotropic  action  of  digitalis  on  heart 
muscle 

IN  PATIENTS  WITHOUT  A HISTORY  OF  HEART  FAILURE,  continued  use  of  beta  blockers 
can,  in  some  cases,  lead  to  cardiac  failure  Therefore,  at  the  first  sign  or  symptom  of  heart 
failure,  the  patient  should  be  digitalized  and/or  treated  with  diuretics,  and  the  response 
observed  closely,  or  INDERAL  should  be  discontinued  (gradually,  if  possible) 


IN  PATIENTS  WITH  ANGINA  PECTORIS,  there  have  been  reports  of  exacerbation  ol 
angina  and.  in  some  cases,  myocardial  infarction,  following  abrupt  discontinuance  of 
INDERAL  therapy  Therefore,  when  discontinuance  ol  INDERAL  is  planned  the  dosage 
should  be  gradually  reduced  over  at  least  a few  weeks,  and  the  patient  should  be 
cautioned  against  interruption  or  cessation  ol  therapy  without  the  physician’s  advice  It 
INDERAL  Iherapy  is  interrupted  and  exacerbation  of  angina  occurs,  it  usually  is  advis- 
able to  reinstitute  INDERAL  Iherapy  and  take  other  measures  appropriate  lor  Ihe  man- 
agement of  unstable  angina  pectoris  Since  coronary  artery  disease  may  be 
unrecognized,  it  may  be  prudent  to  follow  Ihe  above  advice  in  patienls  considered  at  risk 
of  having  occult  atherosclerotic  heart  disease  who  are  given  propranolol  for  other 
indications 

Nonallergic  Bronchospasm  (e.g.,  chronic  bronchitis,  emphysema) — 

PATIENTS  WITH  BRONCHOSPA'  TIC  DISEASES  SHOULD  IN  GENERAL  NOT  RECEIVE  BFTA 
BLOCKERS  inderal  should  be  administered  with  caution  since  it  may  block  bronchodila 
lion  produced  by  endogenous  and  exogenous  catecholamine  stimulation  ol  bela  receptors 
MAJOR  SURGERY  The  necessity  or  desirability  of  withdrawal  ol  beta-blocking  therapy 
prior  to  ma|or  surgery  is  controversial  It  should  be  noted,  however,  that  the  impaired  ability  of 
the  heart  to  respond  to  reflex  adrenergic  stimuli  may  augmenl  the  risks  of  general  aneslhe- 
sia  and  surgical  procedures 


The  appearance  of  these  capsules 
IS  a registered  trademark 
ol  Ayerst  Laboratories 


INDERAL  (propranolol  HCI).  like  olher  beta  blockers,  is  a competitive  inhibitor  of  beta- 
receptor  agonists  and  its  effects  can  be  reversed  by  administration  of  such  agents,  e g , 
dobutamine  or  isoproterenol  However,  such  patients  may  be  subject  to  protracted  severe 
hypotension  Difficulty  in  starting  and  maintaining  the  heartbeat  has  also  been  reported  with 
beta  blockers 

DIABETES  AND  HYPOGLYCEMIA  Beta-adrenergic  blockade  may  prevent  the  ap- 
pearance of  certain  premonitory  signs  and  symptoms  (pulse  rale  and  pressure  changes)  of 
acute  hypoglycemia  in  labile  insulin-dependent  diabetes  In  these  patients,  it  may  be  more 
difficult  to  adjust  Ihe  dosage  ol  insulin 

THYROTOXICOSIS  Beta  blockade  may  mask  certain  clinical  signs  of  hyperthyroidism 
Therefore,  abrupt  withdrawal  of  propranolol  may  be  followed  by  an  exacerbation  of  symptoms 
of  hyperthyroidism,  including  thyroid  storm  Propranolol  does  not  distort  thyroid  function  tests 
IN  PATIENTS  WITH  WOLFF-PARKINSON-WHITE  SYNDROME  several  cases  have  been 
reported  in  which,  afler  propranolol,  Ihe  tachycardia  was  replaced  by  a severe  bradycardia 
requiring  a demand  pacemaker  In  one  case  this  resulted  after  an  initial  dose  ol  5 mg 
propranolol 

PRECAUTIONS.  General  Propranolol  should  be  used  wilh  caution  in  patients  with  impaired 
hepatic  or  renal  function  INDERAL  (propranolol  HCI)  is  not  indicated  for  the  treatment  of 
hypertensive  emergencies 

Beta  adrenoreceptor  blockade  can  cause  reduction  ol  intraocular  pressure  Patients 
should  be  told  that  INDERAL  may  interfere  with  the  glaucoma  screening  test  Withdrawal  may 
lead  to  a return  ol  increased  intraocular  pressure 

Clinical  Laboratory  Tests  Elevated  blood  urea  levels  in  patients  with  severe  heart  disease 
elevated  serum  transaminase,  alkaline  phosphatase,  lactate  dehydrogenase 

DRUG  INTERACTIONS  Palients  receiving  catecholamine-depleting  drugs  such  as  reser- 
pine  should  be  closely  observed  if  INDERAL  is  administered  The  added  catecholamine- 
blocking aclion  may  produce  an  excessive  reduction  of  resting  sympathetic  nervous  activity 
which  may  result  in  hypotension,  marked  bradycardia,  vertigo,  syncopal  altacks.  or  orthostatic 
hypotension 

Carcinogenesis.  Mutagenesis.  Impairment  ol  Fertility  Long-term  studies  m animals  have 
been  conducted  to  evaluate  toxic  elfects  and  carcinogenic  potential  In  18-month  studies  in 
both  rats  and  mice,  employing  doses  up  lo  150  mg/kg/day.  there  was  no  evidence  of  significant 
drug-induced  toxicity  There  were  no  drug-related  tumorigenic  effects  at  any  ol  the  dosage 
levels  Reproductive  studies  in  animals  did  not  show  any  impairment  of  fertility  that  was 
attributable  to  the  drug 

Pregnancy  Pregnancy  Category  C INDERAL  has  been  shown  to  be  embryotoxic  in 
animal  studies  at  doses  about  10  times  greater  than  the  maximum  recommended  human  dose 
There  are  no  adequate  and  well-controlled  studies  in  pregnant  women  INDERAL  should 
be  used  during  pregnancy  only  il  ihe  potential  benelit  justifies  the  potential  risk  to  the  fetus 
Nursing  Mothers.  INDERAL  is  excreted  in  human  milk  Caution  should  be  exercised  when 
INDERAL  IS  administered  to  a nursing  woman 

Pediatric  Use  Safety  and  effectiveness  in  children  have  not  been  established 
ADVERSE  REACTIONS.  Most  adverse  effects  have  been  mild  and  transient  and  have 
rarely  required  the  withdrawal  of  therapy 

Cardiovascular,  bradycardia,  congestive  heart  failure,  intensification  of  AV  block  hypo- 
tension. paresthesia  of  hands,  thrombocytopenic  purpura,  arterial  insufficiency,  usually  ol  the 
Raynaud  type 

Central  Nervous  Syslem  lightheadedness.  mental  depression  manifested  by  insomnia, 
lassitude,  weakness,  fatigue,  reversible  mental  depression  progressing  to  catatonia,  visual 
disturbances,  hallucinations;  an  acute  reversible  syndrome  characterized  by  disorientation  for 
time  and  place,  short-term  memory  loss,  emotional  lability,  slightly  clouded  sensorium,  and 
decreased  performance  on  neuropsychomelrics 

Gastrointestinal  nausea,  vomiting,  epigastric  distress,  abdominal  cramping,  diarrhea, 
constipation,  mesenteric  arterial  thrombosis,  ischemic  colitis 

Allergic  pharyngitis  and  agranulocytosis,  erythematous  rash,  fever  combined  with  aching 
and  sore  throat,  laryngospasm  and  respiratory  distress 
Respiratory  bronchospasm 

Hematologic  agranulocytosis,  nonthrombocytopenic  purpura,  thrombocytopenic 
purpura 

Aulo-lmmune  In  extremely  rare  instances,  systemic  lupus  erythematosus  has  been 
reported 

Miscellaneous,  alopecia,  LE-like  reactions,  psoriasiform  rashes,  dry  eyes,  male  impo- 
tence, and  Peyronie's  disease  have  been  reported  rarely  Oculomucocutaneous  reactions 
involving  the  skin,  serous  membranes  and  conjunctivae  reported  for  a beta  blocker  (practolol) 
have  not  been  associated  with  propranolol 

DOSAGE  AND  ADMINISTRATION.  INDERAL  LA  provides  propranolol  hydrochloride  in  a 
sustained-release  capsule  tor  administration  once  daily  If  patients  are  switched  from  INDERAL 
tablets  to  INDERAL  LA  capsules,  care  should  be  taken  to  assure  that  the  desired  therapeutic 
effect  IS  maintained  INDERAL  LA  should  not  be  considered  a simple  mg  for  mg  substitute  for 
INDERAL  INDERAL  LA  has  different  kinetics  and  produces  lower  blood  levels  Retitration  may 
be  necessary  especially  to  maintain  effectiveness  at  the  end  of  Ihe  24-hour  dosing  interval 
HYPERTENSION — Dosage  must  be  individualized  The  usual  inilial  dosage  is  80  mg 
INDERAL  LA  once  daily,  whether  used  alone  or  added  to  a diuretic  The  dosage  may  be 
increased  to  120  mg  once  daily  or  higher  until  adequate  blood  pressure  control  is  achieved 
The  usual  maintenance  dosage  is  120  to  160  mg  once  daily  In  some  instances  a dosage  of  640 
mg  may  be  required  The  time  needed  for  full  hypertensive  response  to  a given  dosage  is 
variable  and  may  range  from  a few  days  to  several  weeks 

ANGINA  PECTORIS — Dosage  musi  be  individualized  Starting  with  80  mg  INDERAL  LA 
once  daily,  dosage  should  be  gradually  increased  at  three  to  seven  day  intervals  until  optimum 
response  is  obtained  Although  individual  patients  may  respond  at  any  dosage  level,  the 
average  optimum  dosage  appears  to  be  160  mg  once  daily  In  angina  pectoris  the  value  and 
safety  of  dosage  exceeding  320  mg  per  day  have  not  been  established 

II  treatment  is  to  be  discontinued,  reduce  dosage  gradually  over  a period  of  a few  weeks 
(see  WARNINGS) 

MIGRAINE— Dosage  must  be  individualized  The  initial  oral  dose  is  80  mg  INDERAL  LA 
once  daily  The  usual  effective  dose  range  is  160-240  mg  once  daily  The  dosage  may  be 
increased  gradually  to  achieve  optimum  migraine  prophylaxis  II  a satisfactory  response  is  not 
obtained  within  tour  to  six  weeks  after  reaching  the  maximum  dose.  INDERAL  LA  therapy 
should  be  discontinued  It  may  be  advisable  to  withdraw  the  drug  gradually  over  a period  of 

HYPERTROPHIC  SUBAORTIC  STENOSIS— 80-160  mg  INDERAL  LA  once  daily 
PEDIATRIC  DOSAGE— At  this  time  the  data  on  the  use  of  the  drug  in  this  age  group  are  too 
limited  to  permit  adequate  directions  for  use 

REFERENCES 

1.  Holland  OB,  Nixon  JV,  Kuhnert  L:  Diuretic-induced  ventricular  ectopic 
activity,  /Am  J /Wed  1981:70  762-768  2.  Holme  I.  Helgeland  A,  Hjermann 
I,  et  al:  Treatment  of  mild  hypertension  with  diuretics.  The  importance  of  ECG 
abnormalities  in  the  Oslo  study  and  in  MRFIT  JAMA  1984,251 ,1298-1299 


AYERST  LABORATORIES 
New  York.  N Y 10017 


Ayersfc 


Copyright  © 1984  AYERST  LABORATORIES 

Division  of  AMERICAN  HOME  PRODUCTS  CORPORATION 


MANAGE  YOUR  OFFICE  MORE  EFFECTIVELY  WITH 
THE  MPM  1000  SYSTEM  AVAILABLE  THROUGH 
SOUTHERN  MEDICAL  ASSOCIATIONS 
PHYSICIANS’  PURCHASING  PROGRAM 


Manage  your  office  more 
effectively  with  the  MPM 
1000  System  available 
through  the  Physicians’ 
Purchasing  Program. 

Managing  your  office 
shouldn’t  be  hard; 
however,  with  the  current 
insurance  requirements  and 


the  impending  Medicare 
changes  looming  on  the 
horizon,  it  will  get  more 
difficult.  You  should  call 
Curtis  1000  Information 
Systems  or  Southern 
Medical  Association  to  find 
out  how  the  MPM  1000  can 
help  make  your  practice 
run  more  effectively. 


AVAILABLE  ON  IBM  A/T 


MPM  1000  Simplifies  Your  Paperwork 

You  will  be  able  to  reduce  the  mountains  of  paper- 
work  by  using  your  MPM  1000  system  to  process  all 
your  insurance,  complete  your  billing  plus  instan- 
taneously sort  and  file  necessary  information. 

MPM  1000  Speeds  Up  Your  Cash  Flow 

The  MPM  1000  system  will  increase  your  daily  bank 
deposits  by  processing  all  your  insurance  and  pa- 
tients’ receivables  quickly. 

MPM  1000  Improves  Your  Practice  Management 

With  the  MPM  1000  system  you  can  easily  and  intel- 
ligently manage  your  practice  with  computer  gene- 
rated reports.  Trends  and  problems  are  easily  iden- 
tified so  you  can  take  corrective  action  before  they 
become  serious. 


MPM  1000  Is  A One  Source  Solution 

The  MPM  1000  is  a one  source  solution.  With  your 
system  you  receive  all  hardware  (IBM  or  Texas  In- 
struments), software,  complete  five  day  training  pro- 
gram and  responsive  after  sale  support. 

IBM  PC/AT  At  Discount 

Best  of  all,  these  systems  are  available  through  SMA 
Services,  Inc.,  Physicians’  Purchasing  Program  with 
substantial  discounts  on  IBM  and  Texas  Instrument 
equipment. 

FOR  MORE  INFORMATION,  please  fill  out  the 
coupon  below  and  mail  it  to  Southern  Medical  Asso- 
ciation, or  for  faster  service  call  Southern  Medical  at 
(205)  945-1840  or  Curtis  1000  Information  Systems  at 
800-241-4780. 


□ YES!  I would  like  more  information  on  MPM  1000 

My  interests  are:  □ Immediate  □ Long  term  □ Please  contact  me  for  a survey 
I am  a member  of  SMA  □ 


Name 

(Please  Print) 

Address 

City 

State 

Zip 

( ) 

Specialty  Office  Phone 

Mail  to:  CURTIS  1000  INFORMATION  SYSTEMS 


2296  Henderson  Mill  Road 
Suite  402 

Atlanta,  Georgia  30345 


There's  one  simple  reason 
win  more  Mississippi 
physicians  are  choosing 
Mediciii  Assurance  Compain 
of  Mississippi: 


Physicians' 

Risk 

Preference 


It's  the  professional  liabiliU 
company  of  Mississippi 
physicians,  by  Mississippi 
physicians,  and  for 
Mississippi  physicians. 


A\ailabilit\'  and  attdrd- 
abilit\\  . . the  t^^()  factors 
to  consider  in  selecting 
a professional  liabilit)’ 
insurance  pro\ider. 
Medical  Assurance 
C.ompam’  of  Mississippi 
is  the  preferred  choice 
of  Mississippi  doctors 
because  it  pro\  ides  the 
best  in  both  areas. 
Medical  Assurance 
('ompam'  of  Mississippi 
pro\  ides  a rate  stmeture 
that  is  affordable  and 
realistic ...  to  assure  that 
policyholders  have  the 
most  cost-effective 
co\  erage  backed  b\'  a 
financially  sound 
company 


Further  sa\  ings  and 
financial  strength  are 
pnn  ided  b\'  a program 
of  sound  investments 
and  strong  underw  riting 
guidelines.  And  because 
the  plan  is  totally 
administered  by 
physicians,  Medical 
Assurance  Compam'  of 
Mississippi  is  responsive 
to  your  needs. 

For  answ  ers  to  am' 
questions  you  might 
ha^'e  regarding 
medical 


malpractice  insurance, 
call  on  us . . . 
1-800-682-6415  or 
944-0072  in  Jackson. 


Medical  Assurance  Company  Of 
Mississippi  Board  of  Directors 
SEATED:  ( Left  to  tight ) John  F. 
Lucas,  Jr,  M.D.,  Greetmood,  MS; 

R.  Riser  Triplett,  M.  D„  Jackson, 

MS;  Ma,x  L.  Plxin;  M.  D.,  Jackson,  MS. 
BACK  ROW:  (Left  to  right)  D.B. 
Conerly  M.  D.,  Hattiesburg,  MS; 
James  M.  Cooper,  M.  D.,  Tupelo,  MS; 
Ralph  L.  Brock,  M.  D.,  McComb,  MS; 
Louis  A.  Barber,  M.  D„  Jackson,  MS; 
Paul  H Moore,  Sr,  M.  D.,  Pascagoula, 
MS;  Joe  S.  Coiington,  M. D., 


Medical  Assurance  Compan\ 
of  Mississippi 


735  Riverside  Drive 
P.O.  Box  4625 
Jackson,  MS  39216 


JOURNAL  OF  THE  MISSISSIPPI  STATE  MEDICAL  ASSOCIATION 
July  1985,  Volume  XXVI,  Number  7 


ORIGINAL  PAPERS 


Bat  Rabies  in  Mississippi 

BETTY  JANE  PHILLIPS,  DR.P.H. 

Jackson,  Mississippi 


Rabies  is  an  almost  invariably  fatal,  acute  central 
nervous  system  disease  of  man,  domestic  animals 
and  wild  animals.  Man  is  infected  when  virus-laden 
saliva  of  a rabid  animal  gets  past  the  normal  skin 
barrier  by  a bite  or  stratch,  or  when  virus-laden 
saliva  comes  in  contact  with  intact  mucous  mem- 
branes. Clinical  disease  can  be  prevented  by  prompt 
administration  of  human  diploid  cell  vaccine 
(HDCV)  in  combination  with  rabies  immune  globu- 
lin (RIG).  Since  bats  are  the  only  animals  in  Missis- 
sippi known  to  be  infected  with  rabies  in  the  past  24 
years,  the  following  discussion  is  intended  to  shed 
more  light  on  the  types  of  bats  found  in  Mississippi, 
their  part  in  the  transmission  and  maintenance  of  the 
rabies  virus,  and  the  management  of  individuals 
exposed  to  rabid  bats.  In  addition,  an  attempt  is 
made  to  define  exposure. 

Rabies  in  bats  was  first  reported  in  the  United 
States  in  1953.*  Since  then,  bat  rabies  has  been 
reported  from  all  48  contiguous  states.  In  1982,  975 
cases  of  bat  rabies  were  reported,  including  13  from 
Mississippi.^  Bats  are  second  only  to  skunks  as  the 
animals  most  frequently  reported  to  be  infected  with 
rabies  in  the  United  States.  The  mechanism  for 
maintenance  of  the  rabies  virus  in  the  bat  population 
is  unclear.  Indications  are  that  the  interscapular 
brown  fat  present  in  bats  serves  as  a rabies  virus 
reservoir  tissue.  The  virus  survives  in  the  bat  during 
hibernation  only  to  become  active  with  increasing 
temperatures  and  increased  metabolic  rate.^ 

Transmission  of  the  virus  from  bat  to  bat  is  also 
poorly  understood.  It  is  easier  to  advance  theories  of 
transmission  for  the  colonial  species  than  for  the 


Dr.  Phillips  is  chief,  Bureau  of  Technical  Services,  Mississippi 
State  Department  of  Health,  Jackson,  MS. 


Since  1966,  169  bats  were  found  to  be 
infected  with  rabies  in  Mississippi.  Currently 
bats  are  the  only  possible  source  of  rabies 
infection  for  humans  and  domestic  and  wild 
animals  in  the  state.  Although  no  human 
cases  in  Mississippi  have  been  traced  to  an 
exposure  to  a rabid  bat,  documented  evi- 
dence does  exist  for  bat-to-human  transmis- 
sion. The  author  provides  information  on 
rabies  in  bats  in  Mississippi  to  aid  physicians 
in  deciding  whether  to  administer  post- 
exposure prophylaxis  to  individuals  who 
have  come  in  contact  with  rabid  bats. 


solitary  species.  Colonial  species  are  crowded 
together  when  they  roost  and  have  been  observed 
biting  each  other  and  fighting  among  themselves  for 
position.'*  In  addition,  infection  by  aerosol  has  been 
suggested  as  a major  route  of  transmission  for  colo- 
nial species  of  bats  roosting  in  caves. ^ 

Solitary  species,  on  the  other  hand,  roost  dis- 
persed over  wide  areas,  and  yet  they  account  for  the 
largest  percent  of  bats  found  infected.  Studies  have 
shown  that  “up  to  25  percent  of  the  solitary  bats 
submitted  to  laboratories  are  rabid  and  many  have 
attacked  humans  or  animals,  or  were  lying  prostrate 
on  the  ground,  while  less  than  1 percent  of  the 
colonial  species  submitted  were  rabid.”'  These  data 
are  seemingly  paradoxical  in  that  it  would  appear 
that  infection  would  be  spread  more  readily  in  the 
crowded  roosting  sites  of  colonial  species.  There 
may,  however,  be  a bias  inherent  in  the  sampling  of 
bats  to  be  sent  to  the  laboratory  for  testing.  Colonial 
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TABLE  1 

MISSISSIPPI  BATS* 


Common  Name 

Scientific  Name 

Distribution,  Occurrence  and  Status 

Colonial  or 
Solitary 

Little  brown  bat 

Myotis  lucifigus 

Caves  in  northern  part  of  state,  rare. 

Colonial 

Southeastern  myotis 

Myotis  austroriparius 

Cases  in  northern  and  southeastern  parts  of  state; 
fairly  common. 

Colonial 

Gray  myotis 

Myotis  grisescens 

Caves  in  northern  part  of  state;  endangered. 

Colonial 

Keen's  myotis 

Myotis  keenii 

Caves  in  northern  part  of  state;  rare. 

Colonial 

Indiana  myotis 

Myotis  sodalis 

Caves  in  northern  part  of  state,  endangered. 

Colonial 

Eastern  Pipistrelle 

Pipistrellus  subflavus 

Statewide;  common. 

Colonial 

Big  brown  bat 

Eptesicus  fuscus 

Statewide;  common. 

Solitary 

Red  bat 

Lasiurus  borealis 

Statewide;  fairly  common. 

Solitary 

Seminole  bat 

Lasiurus  seminolus 

Southern  part  of  state,  common. 

Solitary 

Hoary  bat 

Lasiurus  cinereus 

Central  part  of  state;  rare. 

Solitary 

Eastern  yellow  bat 

Lasiurus  intermedius 

Roosts  in  Spanish  moss;  rare. 

Solitary 

Evening  bat 

Nycticeius  humeralis 

Statewide;  common. 

Colonial 

Eastern  big-eared  bat 

Plecotus  rafmesquii 

Statewide;  fairly  common. 

Colonial 

Free-tailed  bat 

Tadarida  brasiliensis 

Southern  parts  of  state;  common. 

Colonial 

* From  Mississippi  Mammals,  a Publication  of  the  Mississippi  Department  of  Wildlife  Conservation. 


bats  are  easy  to  capture  in  large  numbers  at  their 
roosting  sites,  while  a solitary  bat  is  likely  to  be 
detected  and  captured  only  if  it  is  ill  and  is  found  on 
the  ground.  Some  researchers  have  advanced  the 
idea  that  infection  in  solitary  species  takes  place  at  or 
soon  after  birth.  * This  theory  is  based  on  laboratory 
data  showing  that  mother  bats  and  their  suckling 
babies  often  are  all  positive  for  rabies.  The  Kansas 
State  University  Diagnostic  Laboratory  found  seven 
rabid  red  bats  in  1966.  Of  these,  five  were  a mother 
and  her  four  young. ^ 

Much  discussion  has  centered  around  whether  a 
carrier  state  may  exist  in  insectivorous  species  as  it 
does  with  vampire  bats.  To  date,  no  evidence  sup- 
ports the  existence  of  a carrier  state.  In  every  case 
where  the  rabies  virus  was  found  in  salivary  glands  it 
has  also  been  found  in  the  brain.  In  addition,  bats 
infected  artificially  in  the  laboratory  exhibit  clinical 
illness,  although  they  may  excrete  virus  in  the  saliva 
for  an  extended  period  of  time  before  overt  illness 
appears. 

In  spite  of  numerous  reports  of  contact  between 
rabid  and  non-rabid  bats  and  pets,  no  cases  of  rabies 
in  domestic  animals  or  wildlife  (other  than  bats) 
have  been  reported  to  the  Mississippi  State  Depart- 
ment of  Health  for  over  20  years.  In  addition,  rabid 
bats  have  been  reported  from  other  states  for  the  past 
20  years  or  more,  while  rabies  in  other  species  in 
those  states  is  absent.^  Consequently,  even  though 
the  possibility  of  bat-to-domestic-animals-and- 
wildlife  transmission  should  not  be  underestimated, 
it  is  more  limited  than  one  might  suppose. 


TABLE  2 

NUMBER  OF  BATS  TESTED  AND  NUMBER  OF  BATS 
POSITIVE  FOR  RABIES  VIRUS,  MISSISSIPPI,  1966-1984 


Year 

Number 

Tested 

Number 

Positive 

Percent 

Positive 

1966 

414 

39 

9 

1967 

223 

25 

11 

1968 

107 

12 

11 

1969 

62 

9 

15 

1970 

55 

5 

9 

1971 

26 

2 

8 

1972 

52 

7 

13 

1973 

61 

4 

7 

1974 

35 

2 

6 

1975 

50 

3 

6 

1976 

39 

2 

5 

1977 

40 

1 

2 

1978 

27 

6 

22 

1979 

47 

7 

15 

1980 

32 

4 

12 

1981 

41 

4 

10 

1982 

78 

13 

17 

1983 

63 

9 

14 

1984 

98 

15 

15 

Total 

1549 

169 

11 

Documented  evidence  does  exist  for  bat-to- 
human  transmission.  At  least  11  human  cases  of 
rabies  (none  of  which  occurred  in  Mississippi)  have 
resulted  from  exposure  to  rabid  bats.* 

Fourteen  species  of  bats  are  found  in  Mississippi 
(See  Table  1).  Of  these,  one  is  commonly  found  to 
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have  rabies  — the  red  bat  (Lasiiirus  borealis).  The 
free-tailed  bat  (Tadarida  brasiliensis)  and  the  big 
brown  bat  (Eptesiciis  fuscus)  as  well  as  the  others 
listed  are  occasionally  found  to  be  positive. 

The  big  brown  bat  (a  solitary  species)  may  cohabit 
houses  and  is  a public  health  hazard  as  it  is  occa- 
sionally found  to  be  rabid.  The  Centers  for  Disease 
Control  can  grant  approval  to  use  DDT  to  rid  struc- 
tures of  bats.  Subsequently,  mechanical  barriers 
should  be  constructed  to  prevent  reentry. 

Since  1966,  1,549  bats  have  been  tested  by  the 
Mississippi  Public  Health  Laboratory  (See  Table  2). 
Of  these,  169  were  found  to  be  infected  with  rabies 
for  an  overall  positive  rate  of  1 1 percent.  As  shown 
in  the  table,  the  rate  has  varied  from  a low  of  two 
percent  in  1977  to  a high  of  22  percent  in  1978.  Of 
course,  more  bats  and  more  rabid  bats  are  found 
when  people  look  for  them.  It  is  not  unusual  for  a 
report  of  one  positive  bat  from  a location  (especially 
if  it  is  reported  in  the  newspaper)  to  stimulate  the 
submission  of  other  bats  from  the  same  locality. 

Figure  1 shows  the  number  and  location  of  rabid 
bats  identified  by  the  Division  of  Public  Health 
Laboratories  from  1966-1984.  Only  1 10  of  the  169 
total  rabid  bats  found  are  listed  on  the  map  as  some 
county  specific  data  are  not  available.  Nonetheless, 
this  map  illustrates  the  wide  distribution  of  cases  in 
Mississippi,  and  it  is  safe  to  assume  that  rabid  bats 
are  present  in  every  county  in  the  state. 

Bats  are  less  likely  to  be  positive  if  pulled  from 
radiator  grills  of  cars  or  from  swimming  pools  than  if 
they  are  found  lying  prostrate  on  the  ground  in  the 
daylight  hours.  If  a bat  is  out  in  the  daytime  and 
appears  “sick,”  something  is  wrong  with  it,  and 
frequently  that  something  is  rabies.  Most  recent  hu- 
man exposures  in  Mississippi  have  been  due  to  chil- 
dren, and  occasionally  adults,  finding  disabled  bats 
lying  on  the  ground  and  handling  them  in  an  in- 
appropriate manner. 

An  exposure  occurs  when  a human  has  live  rabies 
virus  introduced  into  his  body  via  contact  with  a 
rabid  animal.  It  is  important  to  note  that  although 
bite  and  non-bite  exposures  are  discussed,  rarely  do 
human  rabies  cases  result  from  non-bite  exposures. 
Some  250  cases  of  human  rabies  were  reported  in  the 
United  States  from  1946  through  1973.*  Of  these, 
only  three  were  due  to  non-bite  exposure:  one  a 
laboratory  accident  and  the  other  two  attributed  to 
exposure  to  aerosolized  virus  in  bat  caves. 

A bite  exposure  occurs  when  a rabid  animal  bites 
sufficiently  hard  to  puncture  or  tear  the  skin  and 
introduce  rabies  virus  into  the  body.  A non-bite 
exposure  occurs  when  saliva  from  a rabid  animal 
gets  into  a scratch  or  other  minor  wound  or  on  a 


Figure  1 . Number  and  location  of  rabid  bats  identified 
by  the  Division  of  Public  Health  Laboratories,  Mississip- 
pi State  Department  of  Health,  1966-1984 . 


mucous  membrane.  For  example,  a non-bite  expo- 
sure can  result  from  an  individual  handling  a rabid 
bat  (alive  or  dead)  and  then  putting  his  fingers  in  his 
mouth  or  rubbing  his  eyes.  Children  are  especially  at 
risk  for  this  kind  of  exposure. 

In  1982,  seven  children  required  post  exposure 
prophylaxis  when  they  dissected  a rabid  bat  and 
played  with  the  viscera.  The  cost  of  the  biologicals 
was  approximately  $2,664. 

An  exposure  may  also  be  said  to  have  occurred 
when  aerosolized  rabies  virus  in  a confined  environ- 
ment (such  as  a cave)  is  introduced  via  the  respira- 
tory route. 

When  exposure  to  a rabid  bat  occurs  or  if  exposure 
to  a bat  that  cannot  be  captured  occurs,  treatment 
should  begin  as  soon  as  possible.  The  bite  area 
should  be  thoroughly  cleansed  with  large  amounts  of 
soap  and  water.  To  encourage  free  drainage,  the 
wound  should  not  be  sutured.  Five  1.0  ml  doses  of 
human  diploid  cell  rabies  vaccine  (HDCV)  should 
be  given  intramuscularly  on  days  0,  3,  7,  14,  and  28 
in  conjunction  with  rabies  immune  globulin  (RIG) 
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on  day  0 (20  lU/kg  body  weight).  Up  to  half  the  RIG 
should  be  infiltrated  in  the  area  around  the  wound 
and  the  rest  administered  intramuscularly.  For 
mucous  membrane  exposure,  all  the  RIG  should  be 
administered  intramuscularly.  These  biologicals  can 
be  purchased  by  most  hospital  and  free-standing 
pharmacies.  If  any  difficulty  is  encountered,  the 
Office  of  Epidemiology,  Mississippi  State  Depart- 
ment of  Health  (354-6660  or,  after  hours , 354-66 1 2) 
will  assist  in  obtaining  the  vaccine  and  immune 
globulin. 

The  attending  physician  has  the  responsibility  for 
deciding  whether  to  begin  prophylaxis.  Frequently, 
the  choice  is  not  easy.  Again,  the  Office  of 
Epidemiology  is  available  on  a 24-hour  basis  for 
consultation.  If  necessary,  personnel  at  the  Centers 
for  Disease  Control  can  be  contacted. 

Anyone  wishing  to  have  a bat  examined  for  rabies 
should  contact  the  Mississippi  Public  Health  Labora- 
tory or  the  local  health  department  for  instructions  or 
assistance  in  transporting  the  specimen  to  the  labora- 
tory. It  should  be  emphasized,  however,  that  no  one 
should  attempt  to  capture  a live  bat  if  there  is  a risk  of 
being  bitten. 


The  fluorescent  antibody  (FA)  test  is  used  to  ex- 
amine animal  brains  for  rabies  virus  particles.  The 
test  takes  about  five  hours  and  is  routinely  done  on 
Monday,  Wednesday,  and  Friday.  The  test  can  be 
and  is  done  at  other  times  when  it  is  determined  that  a 
rapid  diagnosis  is  necessary.  The  FA  test  is  extreme- 
ly sensitive  and  if  no  virus  particles  are  found  in  the 
brain,  it  is  safe  to  assume  that  none  were  in  the 
salivary  glands.  ★★★ 

P.O.  Box  1700  (39205) 
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A Community  Cancer  Program  Looks 
at  Carcinoma  of  the  Larynx 


LINDA  M.  GRIMES,  A.R.T.  and 
LARRY  H.  DAY,  M.D. 

Hattiesburg,  Mississippi 

The  Hattiesburg  Cancer  Program  is  a unique 
joint  effort  between  Methodist  and  Forrest  General 
Hospitals.  Each  hospital’s  Tumor  Registry  is  both 
singly  and  jointly  approved  by  the  American  College 
of  Surgeons.  An  example  of  a cancer  program  at  its 
best,  the  medical  staffs  (overlapping)  of  both  hospi- 
tals take  an  active  interest  in  the  work  of  the  reg- 
istries by  utilizing  Tumor  Registry  data  often.  When 
the  Tumor  Registry  prepares  one  of  its  required  site 
studies,  a liaison  physician  works  closely  with  both 
registrars  to  produce  a meaningful  group  of  statis- 
tics. 

The  following  paper  is  based  on  one  such  group  of 
statistics.  There  is  a growing  concept  that  the  com- 
munity hospital  — where  85%  of  all  cancer  patients 
are  treated  — is  a valid  source  for  compiling 
meaningful  data.  We,  of  course,  support  that  theory. 

The  first  portion  of  this  paper  is  addressed  to  1 12 
patients  with  carcinoma  of  the  larynx  diagnosed  and/ 
or  treated  in  Hattiesburg  between  January  1968  and 
October  1983.  An  overwhelming  majority  of  these 
patients  were  over  50  years  of  age  at  diagnosis,  with 
about  10%  being  under  50.  White  patients  outnum- 
bered black  patients  5 : 1 ; the  ratio  of  male  to  female 
patients  was  8:1.  Eighty-one  percent  of  the  patients 
were  present  or  past  smokers,  and  a third  related  a 
history  of  substantial  alcohol  usage.  One-third  of  the 
patients  reported  a family  history  of  cancer. 

We  noted  27%  to  have  another  primary  malignan- 
cy at  some  time  during  their  lifetimes,  either  before 
or  after  diagnosis  of  the  laryngeal  cancer.  Gluckman 
and  Crissman  report  as  high  as  30%  incidence  of 
multiple  primary  carcinomas  occurring  in  the  upper 
aerodigestive  tract  alone.*  Multiple  primaries  in- 
volving other  head/neck  sites  or  lung  comprised 
10%  in  this  study. 

Many  pathologic  conditions  of  the  larynx  produce 
hoarseness,  and  cancer  is  no  exception.  A full  80% 


Dr.  Day  is  engaged  in  the  private  practice  of  otolaryngology  in 
Hattiesburg,  MS.  Ms.  Grimes  is  tumor  registrar,  Forrest 
General  Hospital,  Hattiesburg,  MS. 


A community  cancer  program  can  provide 
valid  and  significant  data  to  the  medical 
community,  the  authors  state.  They  discuss 
findings  of  the  Hattiesburg  Cancer  Program 
regarding  carcinoma  of  the  larynx,  and  de- 
scribe the  effect  of  such  monitoring  on  physi- 
cian education  and  patient  care. 


of  our  patients  presented  initially  with  hoarseness, 
and  a differential  diagnosis  was  easily  achieved  in 
most  cases  by  means  of  indirect  laryngoscopy.  Un- 
fortunately, many  patients  waited  several  months 
after  the  onset  of  hoarseness  before  consulting  a 
physician  who  examined  the  larynx.  Other  present- 
ing symptoms  included  sore  throat,  neck  mass, 
cough,  shortness  of  breath,  and  difficulty  breathing. 

As  part  of  their  workup,  every  patient  had  indirect 
laryngoscopy,  direct  laryngoscopy,  and  chest  x-ray. 
Almost  half  the  lesions  were  located  on  the  true 
cords  (glottic  area).  One-fourth  were  found  in  the 
area  we  categorized  “supraglottic”;  6%  were  sub- 
glottic lesions;  and  20%  involved  two  or  more  of  the 
previously  listed  locations. 

Using  documentation  strictly  from  the  medical 
record,  we  found  19%  of  the  lesions  could  not  be 
staged.  The  remainder  were  staged  by  the  system 
adopted  by  the  American  Joint  Committee  on  Can- 
cer. This  TNM  classification  system  was  used  to 
stage  the  tumors  by  clinical  findings.  The  largest 
number  of  patients  fell  into  the  T2  grouping  (see 
Figure  1),  eg,  those  lesions  that  have  tumor  exten- 
sion from  their  original  site  to  adjacent  areas  but 
without  vocal  cord  fixation.^ 

Concerning  size  of  lesions  at  diagnosis,  we  found 
that  the  largest  group  had  lesions  that  measured  1-2 
cm  (38%).  Most  of  these  were  true  cord  lesions. 
Because  hoarseness  is  noted  earliest  in  true  cord 
lesions^  (hence  the  small  size  of  the  lesions  at  di- 
agnosis), we  found  the  expected  correlation  between 
size  of  lesion  at  diagnosis  and  prognosis. 
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Unusually  large  lesions  or  palpation  of  neck  nodes 
is  generally  considered  indication  for  radical  neck 
dissection.  Eleven  patients  had  clinical  presence  of 
neck  nodes  or  > 4 cm  lesions  at  diagnosis.  Nine  of 
these  underwent  radical  neck  dissection;  the  two 
who  did  not  undergo  radical  neck  dissection  were 
considered  justified  (ie,  disease  was  too  extensive 
and/or  not  considered  good  surgical  candidates). 

The  remaining  portion  of  the  paper  concerns  a 
select  group  of  74  patients  from  within  the  total 
group.  These  patients  were  exposed  to  the  risk  of 
dying  for  at  least  five  years,  having  been  diagnosed 
within  the  time  frame  January  1968  to  October  1978. 
The  “direct  method”  of  computing  survival  was 
utilized.’  Survival  was  calculated  using  various  sub- 
groupings of  the  total  sample;  however,  only  the 
most  significant  findings  are  mentioned  here. 

Survival  by  stage  at  diagnosis  revealed  the  ex- 
pected decrease  in  percentage  of  survival  as  the  stage 
of  disease  increased  (see  Figure  2).  The  TNM  stag- 
ing system  was  applied  here  to  keep  the  samples 
large  enough  to  be  significant.  At  five  years,  16  of 
20  Stage  I patients  were  alive;  19  of  29  Stage  II 
patients  were  alive;  six  of  fourteen  Stage  III  patients 
were  alive;  while  none  of  the  three  Stage  IV  patients 
were  alive.  In  fact,  no  Stage  IV  patients  lived  two 
years  beyond  diagnosis. 

The  location  of  the  original  lesions  played  an 
important  role  in  survival  (see  Figure  3).  The  true 
cord  lesions  enjoyed  the  best  survival,  while  the 
other  three  subgroups  had  significantly  lower  survi- 
val rates. 

In  this  relatively  small  sampling,  we  were  able  to 
exhibit  the  best  five  year  survival  figures  for  those 
patients  who  underwent  surgery  only  as  treatment  of 
their  disease  (see  Figure  4).  Patients  with  Stage  I 
disease  face  a choice  of  treatment,  since  either 
surgery  or  radiation  therapy  is  equally  effective. 
Radiation  therapy  is  known  to  provide  excellent  lo- 
cal control  in  early  stage  disease  while  preserving 
the  voice  as  well.'^'  ^ 

Within  the  realm  of  survival  according  to  treat- 
ment, we  compared  Stage  II  patients  who  had 
surgery  with  the  Stage  II  patients  who  had  radiation 
therapy.  The  surgery  group  demonstrated  a 69% 
survival  rate  at  five  years  while  the  radiation  therapy 
group  had  only  33%.  A very  small  group  of  Stage  111 
and  IV  patients  who  had  radiation  therapy  rated  0% 
survival  at  five  years,  while  a somewhat  larger  group 
of  Stage  III  and  IV  patients  who  had  surgery  showed 
a 43%  survival  rate  at  five  years. 

Admittedly,  the  best  place  for  radiation  in  the 
treatment  of  laryngeal  cancer  remains  in  early  stage 
disease.  The  conclusions  drawn  in  the  preceding 


IN  SITU  3 


Figure  I . Stage  at  diagnosis  (TI  — Tumor  confined  to 
site  or  origin;  T2  — Tumor  involving  adjacent  areas  of 
larynx;  T3  — Tumor  confined  to  larynx  with  cord  fix- 
ation; T4  — Massive  tumor  with  cartilage  destruction  or 
extension  beyond  confines  of  larynx;  N — Any  “T”  with 
nodal  involvement;  M — Distant  metastasis). 


188 


JOURNAL  MSMA 


paragraph  bear  this  out.  On  a positive  note,  our  small 
group  of  Stage  I patients  who  chose  radiation  ther- 
apy enjoyed  100%  survival  at  five  years. 

Finally,  consider  survival  in  these  simple  terms. 
Of  our  original  74  patients  diagnosed  between  Janu- 
ary 1968  and  October  1978, 44  patients  were  alive  at 
five  years.  We  termed  this  a 60%  “raw  survival 
rate.”  At  the  same  time,  30  patients  were  dead:  40% 
“raw  failure/non-survival  rate.”  However,  a further 
breakdown  is  even  more  interesting.  The  44  living 
patients  were  all  free  of  their  cancer.  A majority  of 
these  “alive”  patients  were  initially  treated  with 
surgery  alone;  two  of  these  had  radiation  therapy  as  a 
subsequent  treatment  for  recurrence  and  were  sal- 
vaged (they  are  now  alive  and  free  of  neoplasm  at 
nine  and  ten  years).  No  patients  were  found  that 
could  be  classified  as  “alive  with  disease”  at  five 
years  post  treatment. 

Eleven  patients  ( 14%)  who  were  dead  at  five  years 
actually  died  of  their  disease.  These  patients,  as 
expected,  were  victims  of  a higher  stage  disease  at 
diagnosis  than  the  others  who  fared  better,  and  were 
treated  by  many  combinations  of  surgery,  radiation 
therapy,  and  chemotherapy  in  an  attempt  to  modify 
the  course  of  their  disease.  Therefore,  only  19  pa- 
tients, or  26%,  died  from  carcinoma  of  the  larynx 
(all  stages  combined).  Based  on  this  study,  three  out 
of  four  patients  with  cancer  of  the  larynx  do  not  die 
from  their  cancer. 

Because  the  American  College  of  Surgeons  now 
requires  reporting  by  the  Tumor  Registrar  to  be 
“problem-oriented,”  we  strove  to  discover  some 
areas  for  improvement.  Current  literature  suggests 
that  all  laryngeal  cancer  patients  have  one  of  the 
following  for  staging;  tomogram,  CT  scan,  or  con- 
trast laryngogram.^  Unfortunately,  we  found  that 
72%  of  our  patients  did  not  have  one  of  these  tests 
documented  on  their  medical  records.  The  most 
plausible  reason  for  this  finding  is  that  direct  laryn- 
goscopy with  biopsy  was  done  early  in  the  diagnos- 
tic workup.  The  biopsy  tends  to  distort  the  radio- 
graphic  anatomy  and  makes  accurate  staging  diffi- 
cult. At  any  rate,  the  medical  staff  was  urged  to  use 
these  tools  during  workup  of  the  patient.  Physicians 
were  also  urged  to  document  staging  whenever 
possible,  and  to  further  delineate  for  the  registrar 
whether  staging  is  clinical  or  pathological.  We  con- 
cluded, as  others  before  us,  that  early  diagnosis 
remains  the  key  to  reducing  mortality  from  carcino- 
ma of  the  larynx. 

We  recognize  the  deficiencies  of  this  study:  very 
small  samples  within  some  subgroupings  made  some 
figures  less  than  reliable;  treatment  was  selective; 
and  the  broad  span  of  some  samples  made  some 


Figure  3.  Siirx’ival  by  location  of  tumor,  all  stages. 


YEARS 

Figure  4.  Survival  by  treatment,  all  stages. 


conclusions  a bit  general  in  nature.  What  we  wish  to 
emphasize,  however,  is  that  a community  cancer 
program  can  provide  valid  and  significant  data  to  the 
medical  community.  Very  little  research  is  presently 
being  conducted  by  Hattiesburg  physicians  that  will 
change  the  medical  world.  We  have  a fine  educa- 
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tional  structure  in  both  hospitals,  but  we  generally 
teach  each  other  rather  than  “manufacture”  new 
doetors.  The  basic  premise  here  is  that  we,  a com- 
munity cancer  center,  can  make  unique  and  valuable 
contributions  toward  improving  quality  of  patient 
care.  Because  of  the  meticulous  monitoring  of  every 
cancer  patient  by  the  Tumor  Registries,  physicians 
are  further  educated,  criteria  for  workup  and  staging 
are  established  and  periodically  updated,  problem 
areas  are  identified  and  presented  to  each  hospital’s 
executive  eommittee  for  recommendation,  and  pa- 
tients ultimately  receive  the  best  care  available. 

★★★ 

5 Medical  Boulevard  (39401) 
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Procedures  in  Family  Medicine: 
A Survey 


H.  T.  MILHORN,  JR.,  M.D.,  Ph.D.,  R.  E.  SMITH,  M.D., 
B.  NASH,  M.D.,  W.  R.  GILLIS,  M.D.  and 
J.  G.  ROBBINS,  M.S. 

Jackson,  Mississippi 


Family  medicine,  as  a discipline,  is  currently 
attempting  to  determine  the  procedures  (psychomo- 
tor skills)  which  should  be  taught  in  family  medicine 
residency  programs.  To  approach  this  question  we 
sent  questionnaires  to  practicing  family  physicians 
in  the  state  of  Mississippi.  The  questionnaire  listed 
109  procedures  in  five  categories  — emergency 
medicine,  general  medicine,  surgery,  pediatrics, 
and  obstetrics/gynecology.  In  addition,  an  area  on 
the  form  allowed  for  placing  a check-mark  in  a 
square  to  indicate  whether  or  not  the  physician  had 
completed  a family  medicine  residency  program. 
Each  procedure  was  ranked  in  regard  to  its  frequency 
of  use  (frequently,  occasionally,  rarely  or  never)  and 
its  importance  to  the  physician’s  practice  (very  im- 
portant, moderately  important,  little  or  no  impor- 
tance). 

Methods 

The  questionnaire  described  above  was  mailed 
with  a self-addressed  return  envelope  to  the  335 
family  physicians  listed  as  members  of  the  American 
Academy  of  Family  Physicians  in  the  state  of  Mis- 
sissippi. It  was  completed  and  returned  by  162 
physicians.  Two  sequential  mailings,  six  weeks 
apart,  were  required  to  obtain  this  number  of  returns. 
Of  these,  127  physicians  were  non-residency  trained 
and  35  were  residency  trained.  The  responses  of 
both  groups  were  converted  to  percentages  and  tabu- 
lated. These  raw  data  are  available  on  request. 

Results 

Several  basic  differences  were  found  between  the 
two  groups.  The  non-residency  trained  (NRT)  group 
reported  doing  orthopedic,  surgical,  and  certain  ob- 


From  the  Department  of  Family  Medicine,  University  Medical 
Center,  Jackson,  MS. 


To  determine  the  frequency  and  impor- 
tance of  109  selected  procedures  (psycho- 
motor skills)  in  family  medicine,  a question- 
naire was  mailed  to  335  family  physicians  in 
the  state  of  Mississippi.  The  questionnaire 
was  returned  by  162  physicians.  Of  these, 
127  were  non-residency  trained  and  35 
were  residency  trained.  The  authors  com- 
pare results  for  both  groups  and  discuss  dif- 
ferences, which  are  believed  to  be  due  to  (1) 
training,  (2)  age  and  thus  experience,  and 
(3)  practice  location.  Sixty  procedures  that 
should  be  taught  in  family  medicine  res- 
idency programs  are  identified. 


stetrical  procedures  (low  forceps  delivery,  saddle 
block,  manual  placenta  removal,  primip  breech  de- 
livery, and  breech  delivery)  more  frequently  than  the 
residency  trained  (RT)  group.  However,  the  RT 
group  reported  a greater  frequency  of  other  obstet- 
rical procedures  (fetal  monitoring,  oxytocin  chal- 
lenge test,  insert  fetal  scalp  monitor)  than  the  NRT 
group.  This  emphasis  on  fetal  surveillance  by  the  RT 
group  is  undoubtedly  due  to  the  more  recent  obstet- 
rical training  of  the  RT  group. 

Other  procedures  done  more  frequently  by  the  RT 
group  than  the  NRT  group  are  pneumatic  otoscopy, 
laryngoscopy,  central  venous  lines,  nerve  block, 
CO2  pencil/liquid  N2,  arterial  puncture  in  children, 
4th  degree  vaginal  laceration  repair,  and  suprapubic 
bladder  aspiration.  Pneumatic  otoscopy  was  the  only 
procedure  reported  as  being  done  frequently  by  the 
RT  group  but  rarely  or  never  by  the  NRT  group. 

The  NRT  group  felt  that  certain  procedures  were 
more  important  to  their  practices  than  the  RT  group. 
These  fell  into  orthopedic,  surgical,  and  certain  ob- 
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TABLE  1 

FREQUENTLY-TO-OCCASIONALLY  DONE  OR  VERY-TO-MODERATELY  IMPORTANT  PROCEDURES 


Both 


NRT 


RT 


Abscess.  1 & D 
Bladder  aspiration,  suprapubic 
Breast  mass  aspiration 
Cast  application 
Cauterize  nasal  bleed 
Cerumen  removal 
Cervical  biopsy,  punch 
Central  venous  line 
Cervical  cautery 
Cervical  laceration 
Circumcision 
Cutdown  vein 
Delivery',  breech 
Delivery',  low  forceps 
Delivery,  simple 
Diaphragm  fitting 
D & C 

Dislocation,  shoulder 
Endometrial  biopsy 
Endotracheal  intubation 
Epistaxis,  nasal  packing 
Fetal  monitoring 
Foreign  body,  ear 
Foreign  body,  nose  & throat 
Fracture,  fibula  (closed) 
Fracture,  humerus  (closed) 
Fracture,  radius  (closed) 
Hyfrecation 
1 & D,  breast  abscess 
I & D,  hordeolum 
Ingrown  toenail,  excision 
Inject  joint 

Insert  fetal  monitor,  scalp 
Intubate,  newborn 
lUD  insertion 
Joint  aspiration 
Labor  induction 
Laceration,  deep  w/tendon 
Laceration,  infected 
Laceration,  simple 
Laryngoscopy 
L.  P.  (child) 

L.  P.  (adult) 

Nerve  block 
Oxytocin  challenge  test 
Packing  of  uterus 
Paronchyia,  1 & D 
Pilonidal  cyst,  I & D 
Placenta,  manual  removal 
Pneumatic  otoscopy 
Proctosigmoidoscopy 
Pudental  block 
Remove  venereal  warts 
Skin  biopsy,  punch 
Skin  lesion,  excision 
Stress  testing 
Thoracentesis 

Thrombosed  hemorrhoid,  drain 
Tracheostomy 

Vaginal  laceration,  4th  degree 


Bartholin  cyst,  1 & D 
Biopsy,  lymph  node 
Biopsy,  rectum 
Breast  mass,  excision 
Cesarean  section 
Chest  tube 

Dilation,  female  urethra 
Excision  cervical  polyps 
Fracture  pelvis,  closed 
Fracture  tibia,  closed 
Myringotomy 
Paracentesis 
Peritonsillar  abscess 
Primip,  breech  presentation 
Saddle  block 


Arterial  puncture 
Audiogram 
Co2  pencil/liquid  N2 
Culdocentesis 
Subclavian  line 
Umbilical  vessel 
catherization 
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stetrical  procedures  (saddle  block,  primip  breech, 
cesarean  section. ) The  RT  group  felt  that  insertion  of 
uterine  monitor  was  more  important  than  did  the 
NRT  group.  In  fact,  the  RT  group  reported  this 
procedure  as  being  very  important  whereas  the  NRT 
group  reported  it  to  be  of  little  or  no  importance. 
Again,  this  probably  reflects  the  more  recent  train- 
ing of  the  RT  group. 

Intubation  of  the  newborn  was  the  only  procedure 
reported  by  both  groups  as  being  very  important  but 
rarely  or  never  done. 

On  the  109  procedures  in  the  questionnaire,  60 
were  identified  by  greater  than  or  equal  to  50  percent 
of  both  groups  as  being  at  least  occasionally  done  or 
moderately  important  (Table  1).  The  NRT  group 
identified  an  additional  15  and  the  RT  group  6. 

Discussion 

Rosenblatt  et  al,  in  1982,  reported  that  differences 
exist  between  the  diagnostic  resources  used  by 
younger  residency  trained  physicians  and  their  older 
non-residency  trained  colleagues.^  These  differ- 
ences can  probably  be  attributed  to  three  factors:  ( 1 ) 
difference  in  training,  (2)  difference  in  age  and, 
thus,  experience,  and  (3)  difference  in  community 
size,  with  larger  communities  having  more  consul- 
tants available.  The  average  age  of  non-residency 
trained  family  physicians  in  the  state  of  Mississippi 
is  in  the  mid-fifties,  whereas  the  average  age  of 
residency  trained  family  physicians  is  in  the  early 
thirties.  Thus,  both  the  training  and  experience  fac- 
tors are  present.  In  addition,  residency  trained  fami- 
ly physicians  tend  to  practice  in  larger  communities 
than  their  non-residency  trained  counterparts  (see 
Figure  1). 

As  shown  in  Table  1,  sixty  procedures  were  iden- 
tified by  both  groups  as  being  at  least  occasionally 
done  or  moderately  important.  These  include  all  of 
the  minimal  recommended  procedures  by  the  Amer- 
ican Board  of  Family  Physicians^  with  the  excep- 
tions of  (1)  cardiopulmonary  resuscitation,  (2)  un- 
complicated reduction  of  dislocated  finger,  (3)  epi- 
siotomy,  (4)  fecal  impaction,  (5)  removal  of  superfi- 
cial foreign  body  in  the  eye,  (6)  gastric  lavage,  (7) 
sprains  and  strains,  (8)  tonometry,  (9)  venous  punc- 
ture, (10)  fundoscopy,  (11)  arterial  puncture,  and 
(12)  paracentesis.  The  first  ten  were  not  included  in 
our  list  of  109  procedures.  Two  of  these  (venous 
puncture  and  fundoscopy)  were  considered  too 
elementary  to  include  because  they  are  universally 


POPULATION 

Figure  1 . Distribution  of  family  physicians  in  Missis- 
sippi by  community  size. 


taught  in  medical  schools.  Arterial  puncture  is  listed 
in  the  RT  column  of  Table  1 and  paracentesis  in  the 
NRT  column. 

It  is  felt  that  the  60  procedures  listed  in  the  Both 
column  of  Figure  1 should  be  taught  in  family  medi- 
cine residency  programs.  The  procedures  recom- 
mended by  the  American  Board  of  Family  Physi- 
cians which  are  not  included  in  this  column  should 
also  be  taught.  Additional  procedures  that  should  be 
taught  remain  to  be  identified. 

Rosenblatt  et  al  also  pointed  out  that  differences 
exist  in  the  practices  of  family  physicians  depending 
on  the  region  of  the  country  and  the  socioeconomic 
class  of  the  patients.^  Thus,  the  results  of  our  study 
may,  to  some  extent,  be  limited  to  the  southeastern 
part  of  the  United  States.  ★★★ 

2500  North  State  Street  (39216) 
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The  President  Speaking 


Keeping  the  Home  Court  Advantage 


Ralph  L.  Brock,  M.D. 
McComb,  Mississippi 


Most  people  who  follow  any  type  of  sport  will  be  familiar  with 
the  effort  made  by  coaches  and  teams  to  keep  the  home  court 
advantage.  In  some  instances  this  makes  the  difference  between 
victory  and  defeat. 

Using  this  same  principle,  I think  there  are  things  we  can  use  to 
our  advantage  in  the  rapidly  changing  environment  of  medicine  in 
which  we  find  ourselves  today.  At  almost  every  turn  there  is 
someone  telling  us  what  to  do,  when  to  do  it,  when  not  to  do  it,  and 
ready  to  be  critical  when  we  don’t  seem  to  do  it  the  way  they  ask 
us. 

During  the  past  decade,  the  Mississippi  State  Medical  Associa- 
tion has  been  instrumental  in  forming  two  significant  organiza- 
tions that  influence  the  practice  of  medicine  and  help  us  to  keep  our 
home  court  advantage.  The  first  of  these  was  the  Mississippi 
Foundation  for  Medical  Care,  which  is  actively  involved  in  review 
process  and  is  now  the  official  Professional  Review  Organization 
for  the  State  of  Mississippi.  The  second  is  the  Mississippi  Medical 
Fraternal  and  Educational  Society  which  later  changed  its  name  to 
the  Medical  Assurance  Company  of  Mississippi,  and  which  is 
providing  malpractice  insurance  coverage  for  approximately  half 
of  our  membership. 

One  of  the  most  frequently  heard  statements  when  the  Missis- 
sippi Foundation  for  Medical  Care  was  being  formed  was  that  “If 
we  don’t  do  it,  someone  else  will  do  it  for  us.’’  This  was  referring 
to  the  review  process  for  the  federal  programs,  and  today  this 
statement  is  even  more  applicable  to  the  rapidly  increasing  private 
review  program,  both  for  industry  and  insurance  companies. 

The  cost  of  providing  health  care  has  become  such  a large 
portion  of  operating  expenses  that  industries  and  insurance  com- 
panies alike  are  looking  for  ways  to  reduce  these  costs.  One 
method  that  is  rapidly  appearing  on  the  scene  is  the  review  process, 
which  includes  pre-admission  review  for  elective  hospital  admis- 
sions, review  for  appropriateness  of  care,  approving  length  of 
stay,  and  verification  of  ancillary  services. 

The  Mississippi  Foundation  for  Medical  Care  is  one  of  the  54 
Professional  Review  Organizations  in  the  United  States  currently 
approved  by  the  Department  of  Health  and  Human  Services.  Much 
experience  has  been  gained  during  the  past  ten  years  in  reviewing 

(Continued  on  page  195) 
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The  Time  Has  Come 

At  our  recent  MSMA  Annual  Session  on  the  Gulf 
Coast,  I had  the  opportunity  to  hear  Dr.  Paul 
Ellwood,  president  of  Interstudy  and  the  “father’  ’ of 
the  HMO,  IP  A,  PPO  and  more  recently  MeSH, 
speak  at  the  Hospital  Medical  Staff  Section  meeting. 
He  described  the  delivery  of  health  care  for  the 
1990’s  and  beyond,  and  the  role  Mississippi  might 
play. 

He  predicted  that  in  the  large  metropolitan  areas 
you  will  find  “super-Meds”  owned,  financed  and 
operated  by  giant  medical  complexes  such  as  HCA, 
Prudential,  etc.  In  smaller  cities  you  will  have  hos- 
pital-medical staff  joint  ventures  with  tertiary  cen- 
ters, and  in  the  peripheral  areas,  primary  and  sec- 
ondary treatment  centers.  The  rural  areas  would  re- 
main basically  as  they  are  now,  fee-for-service. 

Dr.  Ellwood  felt  Mississippi  was  not  a prime  area 
for  development  of  any  of  these  systems  because  of 
two  factors:  (1)  only  a few  large  employers  and  (2) 
the  cost  of  medical  care  in  Mississippi  was  relatively 
low,  so  no  one  could  offer  it  for  any  less  and  still 
make  any  money  out  of  it. 

Mississippi  is  on  several  lists  for  the  development 
of  an  alternate  health  care  delivery  system  but  is  way 
down  on  the  bottom.  Coming  from  Dr.  Ellwood,  this 
was  a compliment  to  all  of  us  involved  in  health  care 
in  Mississippi. 

Two  days  later  at  the  Medicine  Plenary  Session  I 
had  the  opportunity  to  hear  Mr.  Roger  N.  Struble  of 
Memphis,  vice  president.  Baptist  Memorial  Health 
Care  Systems,  speak  on  “New  Trends  in  Mid-South 
Health  Care  Delivery.”  In  that  address,  he  described 
a four-state  medical  complex  (Mississippi,  Arkan- 
sas, Tennessee,  and  Kentucky)  with  the  hub  being  in 
Memphis.  Negotiations  were  proceeding  toward  ac- 
quiring part  ownership  or  a merger  with  Blue  Cross 
of  Memphis.  He  also  said  there  were  negotiations 
with  Baptist  of  Jackson,  Little  Rock  and  Kentucky. 


All  of  these  would  be  under  a prepaid  health  care 
delivery  system.  Baptist  of  Memphis  owns  at  least 
one  hospital  in  Mississippi  — in  Booneville. 

Here  you  have  two  reports  each  about  1 80  degrees 
from  the  other.  Dr.  Ellwood  stated  he  relied  on  the 
latest  statistics  for  the  basis  of  his  talk.  As  good  as 
that  sounds.  I’ll  have  to  go  along  with  someone  who 
is  closer  to  the  situation.  I have  first-hand  knowledge 
of  some  of  the  things  Mr.  Struble  mentioned,  and  I 
feel  they  will  come  to  pass. 

At  a recent  allergy  meeting  in  Texas,  I was 
amazed  at  the  number  of  medical  society-owned  and 
operated  IPAs.  I think  the  time  has  come  for  the 
Mississippi  State  Medical  Association  to  form  an 
HMO  and  for  each  component  society  area  to  form 
an  IP  A,  if  they  so  desire,  under  the  auspices  of  the 
MSMA  HMO.  On  the  recommendation  of  Dr.  Whit- 
man B.  Johnson  at  the  1984  Annual  Session,  the 
House  of  Delegates  directed  that  the  association  be 
ready  with  an  alternative  delivery  plan.  I think  the 
time  has  come. 

Ellis  M.  Moffitt,  M.D. 

Jackson,  Mississippi 

THE  PRESIDENT  SPEAKING 

(Continued  from  page  194) 

Medicare  and  Medicaid  programs;  and  efforts  are 
being  expanded  to  use  this  experience  in  review  in 
the  private  sector.  Contracts  with  both  industry  and 
insurance  companies  are  being  sought  with  a variety 
of  optional  services  being  offered  at  very  competi- 
tive prices. 

Frequently  heard  when  you  are  discussing  review 
process  is  that  a retired  physician,  a dedicated  nurse, 
a personal  computer,  and  a WATS  line  is  all  that  is 
needed  to  set  up  a review  program.  We  are  begin- 
ning to  see  some  of  these  show  up.  This  is  an  exam- 
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pie  of  losing  our  home  court  advantage.  We  need  to 
promote  the  experience  and  availability  of  the  Mis- 
sissippi Foundation  for  Medical  Care  to  conduct 
review  in  all  areas  of  the  state.  This  is  a case  where  it 
is  being  done,  it  is  going  to  be  done,  and  if  we  don't 
do  it,  others  will  do  it  for  us. 

Leaders  in  industry  and  insurance  all  have  person- 
al physicians,  and  many  times  they  come  to  their 
doctors  for  advice  on  how  to  get  the  best  health  care 
for  their  employees  or  their  customers.  Most  of  us 
have  at  least  one  such  person  in  our  practice.  I 
suggest  to  you  that  it  would  be  providing  a service  to 
your  good  friend,  plus  helping  the  practitioners  of 
medicine  in  our  state,  if  you  would  contact  this 
executive  and  encourage  him  to  talk  to  the  Mississip- 
pi Foundation  for  Medical  Care  and  give  them  an 
opportunity  to  show  what  they  have  to  offer. 

The  Mississippi  Foundation  for  Medical  Care  has 
maintained  a good  on-going  relationship  with  the 
Mississippi  State  Medical  Association  since  its  orga- 
nization. The  Foundation  will  be  a tenant  in  the 
expanded  state  headquarters  building  and  will 
occupy  more  than  one-third  of  the  building  when  it  is 
completed. 

The  Foundation’s  review  process  has  always  been 
physician  oriented  and  has  a broad  base  of  Mississip- 
pi physicians  making  vital  decisions  that  will  best  fit 
the  review  program  into  the  current  methods  of  the 
practice  of  medicine. 

I encourage  all  physicians  to  become  more  famil- 
iar with  the  activities  of  the  Mississippi  Foundation 
for  Medical  Care  and  help  promote  its  activities. 
Let’s  keep  the  game  at  home  and  “keep  the  home 
court  advantage.’’ 

(Next  month  I will  discuss  the  Medical  Assurance 
Company  of  Mississippi.) 


COMMENT 


Doctors  Caught 
In  Medical  Quandary 

The  reported  refusal  of  three  Oxford  physicians  to 
deliver  babies  of  mothers  who  receive  public  health 
care,  cited  in  recent  news  stories,  points  to  major 
problems  with  modem  medicine. 

While  some  might  view  their  stand  with  suspi- 
cion, there  is  even  better  reason  to  view  it  as  a 
cautious  and  realistic  decision  based  on  the  risks 
they  would  run  in  treating  such  patients.  The  doctors 
are  asked  to  deliver  babies,  frequently  high-risk 
cases,  with  no  real  knowledge  of  the  prenatal  care 
received  or  problems  during  pregnancy. 

Obstetricians,  in  particular,  have  been  among  the 
most  frequent  targets  in  recent  years  in  the  flurry  of 
malpractice  litigation.  Asking  a physician  to  take 
high-risk  patients  with  no  direct  knowledge  of  their 
past  treatment  is  putting  them  on  the  legal  spot. 

There  is  certainly  a problem  with  care  and  deliv- 
ery of  babies  to  low-income  mothers,  and  one  that 
must  be  more  fully  addressed  by  the  state  and  local 
governments.  It’s  a public  question,  not  a private 
one. 

The  problem  of  Oxford  does  not  appear  one  of 
hard-hearted  physicians  as  much  as  of  pmdent  prac- 
titioners caught  up  in  a modem  health  care  delivery 
quandary. 

{Reprinted  from  the  Clarion-Ledger, 
April  15,  1985). 


A Word  of  Thanks 

The  Mississippi  State  Medical  Association  is  grateful  to  the  following  com- 
panies for  their  financial  support  of  the  117th  Annual  Session: 

Blue  Cross-Blue  Shield  of  Mississippi,  Inc. 

Canton  Exchange  Bank 
Deposit  Guaranty  National  Bank 
Eli  Lilly  and  Company 
Hoescht-Roussel  Pharmaceuticals,  Inc. 

Medical  Assurance  Co.  of  Mississippi 
Pfizer  Laboratories 
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MiDICAL  ORGANIZATION 


Dr.  Brock  Is  Inaugurated, 

Dr.  Burnett  Named  President-Elect 


Dr.  Ralph  L.  Brock  of  McComb  was  inaugurated 
1985-86  president  of  the  MSMA  at  the  closing  meet- 
ing of  the  117th  Annual  Session  held  in  Biloxi  in 
May.  He  succeeds  Dr.  Ellis  M.  Moffitt  of  Jackson. 
Dr.  W.  Joseph  Burnett  of  Oxford  was  named  presi- 
dent-elect. 

More  than  700  registered  for  the  five-day  session, 
which  featured  a full  program  of  scientific,  business 
and  fellowship  activities. 

Among  special  guests  was  Dr.  Joseph  Boyle, 
president  of  the  AMA,  who  addressed  the  House  of 
Delegates.  He  described  the  opportunities  for  the 


AMA  to  represent  the  profession  in  seeking  solu- 
tions to  the  issues  facing  medicine  today,  and 
emphasized  the  importance  of  unity  of  purpose. 

The  House  later  voted  to  approve  a resolution 
calling  for  unified  membership.  The  provision,  re- 
quiring MSMA  members  to  belong  also  to  a local 
component  society  and  to  the  AMA,  goes  into  effect 
with  payment  of  1986  dues.  Termination  of  the  pro- 
vision would  be  1989,  unless  re-approved  by  the 
House  at  that  time. 

A summary  of  House  of  Delegates  actions  appears 
on  pages  201  and  202  of  this  issue. 


Dr.  Ralph  L.  Brock  of  McComb,  left,  was  inaugurated  president  of  the  association  during  the  117th  Annual  Session. 
With  him,  from  left,  are  Dr.  W . Joseph  Burnett  of  Oxford,  president-elect,  and  Dr.  Ellis  M . Moffitt  of  Jackson,  immediate 
past  president. 
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Dr.  Joe  Burnett,  left,  administers  the  oath  of  office  to  Dr.  Brock.  He  is 
assisted  by  MSMA  executive  director  Charles  Mathews  and  immediate 
past  president  Dr.  Ellis  Moffitt,  right. 


Dr.  Brock  addresses  the  House. 


Dr.  C.  P.  Crenshaw,  left,  presents  the  James  Grant 
Thompson  Memorial  Past  President’ s Pin  to  Dr.  Moffitt. 


Dr.  Carl  Evers  of  Jackson  presided  as  speaker  of  the 
House  of  Delegates. 
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Elections  Highlight 
House  of  Delegates  Sessions 

In  addition  to  electing  Dr.  Joseph  Burnett  of  Ox- 
ford to  the  post  of  president-elect,  delegates  to  the 
117th  Annual  Session  cast  ballots  to  elect  other 
MSMA  officers. 

Dr.  Lee  Rogers  of  Tupelo  was  elected  to  the 
Board  of  Trustees,  representing  District  3.  Dr.  Vir- 
ginia Tolbert  of  Ruleville  was  re-elected  to  the 
Board. 

One  vice  president  post  was  filled.  Dr.  James  O. 
Stephens  was  named  vice  president  from  the  Central 
District.  Dr.  Joseph  E.  Johnston  of  Mt.  Olive  was 
re-elected  as  associate  editor. 

Re-elected  as  chairman  of  the  Medical  Planning 
Group  was  Dr.  Billy  W.  Long  of  Jackson.  Two  other 
Jackson  physicians.  Dr.  James  L.  Hughes  and  Dr. 
John  D.  Morgan,  were  elected  as  chairmen  of  the 
Surgical  Planning  Group  and  the  Hospital  Medical 
Staff  Section,  respectively. 

Twenty-two  physicians  were  elected  to  council 
posts,  including:  Council  on  Budget  and  Finance  — 
Drs.  Karl  Horn  of  Pascagoula  and  J.  George  Smith 
of  Jackson;  Council  on  Constitution  and  Bylaws  — 
Dr.  Eric  Lindstrom  of  Laurel;  Judicial  Council  — 
Drs.  Joseph  Johnston  of  Mt.  Olive,  William  God- 
frey of  Natchez  and  Thomas  Singley  of  Pascagoula; 

Council  on  Legislation  — Drs.  Eugene  Wood  of 
Jackson  and  Richard  Vise  of  Meridian;  Council  on 
Medical  Education  — Drs.  Douglas  Thomas  of  Hat- 
tiesburg, John  E.  Shell  of  Vicksburg,  and  Katherine 
A.  Pyron  of  Gulfport;  Council  on  Medical  Service 
— Drs.  Jerald  Jackson  of  Hattiesburg,  Tom  Mitchell 
of  Vicksburg,  and  Leonard  Ball  of  Gulfport; 

Council  on  Public  Information  — Drs.  James  S. 
Robbins  of  Greenwood,  Stanley  Hartness  of  Kos- 
ciusko, Samuel  Creekmore  of  New  Albany,  J. 
Glenn  Peters  of  Louisville,  John  Pendergrass  of  Hat- 
tiesburg, Randolph  Tillman  of  Natchez,  David  Clip- 
pinger  of  Gulfport,  and  Ted  Blanton  of  Jackson, 
chairman. 

Board  of  Trustees 
Elects  New  Officers 

Dr.  Roy  D.  Duncan  of  Pascagoula  was  elected 
chairman  of  the  MSMA  Board  of  Trustees  during  the 
board’s  meeting  May  19  in  Biloxi.  Dr.  David  Sleek- 
ier of  Natchez  was  named  vice  chairman  and  Dr.  W. 
Bernard  Hunt  of  Grenada  was  elected  secretary. 

Other  members  of  the  Board  are:  Drs.  Virginia 
Tolbert,  Ruleville;  Martin  McMullan  and  C.  G. 
Sutherland  of  Jackson;  George  L.  Arrington  of 
Meridian;  David  M.  Owen  of  Hattiesburg;  and  Lee 
H.  Rogers  of  Tupelo. 


Dr.  Lee  Rogers  of  Tupelo,  left,  was  elected  to  the 
Board  of  Trustees.  Dr.  Bill  Gates  of  Columbus,  right,  was 
named  alternate  delegate  to  the  AM  A. 


Dr.  Virginia  Tolbert,  pictured  here  as  she  presented 
the  Nominating  Committee  report  to  the  House  of  Dele- 
gates, was  re-elected  to  the  Board  of  Trustees. 
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Dr.  Francis  Morrison  of  Jackson,  delegate  from  Central  Medi- 
cal Society’,  raises  a point  of  discussion  as  Dr.  Rod  Jenkins  of 
Laurel  waits  to  address  the  House. 


Dr.  Sidney  Graves  of  Natchez,  a past  presi- 
dent, comments  during  discussion. 


Delegates  prepare  to  vote.  In  foreground,  from  left,  are  Dr.  Richard  Riley  and  Dr.  Stanley  Wade,  both  of  Meridian, 
and  Dr.  Steve  Parvin  of  Starkville . 


117th  Annual  Session,  May  15-19,  1985 


HOUSE  OF  DELEGATES  APPROVES  UNIFIED  MEMBERSHIP 

Unified  membership  requirement  will  go  into  effect  with  payment  of  1986  MSMA  dues  as  a 
result  of  action  taken  by  delegates  to  the  117th  Annual  Session. 

In  recommending  approval  of  the  requirement  that  MSMA  members  also  belong  to  their 
local  component  society  and  the  AMA,  the  association’s  Reference  Committee  on  Constitution  and  Bylaws 
cited  the  need  for  a stronger  federation  representing  a unified  profession  in  addressing  issues  currently  facing 
the  profession. 

Central  Medical  Society,  which  endorsed  the  unified  membership  concept  in  April,  intro- 
duced a resolution  urging  an  MSMA  bylaws  amendment  to  provide  for  the  requirement. 

Delegates  subsequently  approved  the  reference  committee  report  which  recommended  that 
the  requirement  be  in  force  until  1989,  at  which  time  it  would  be  continued  only  by  affirmative  vote  of  the 
House  of  Delegates. 

In  addition  to  adopting  unified  membership,  the  House  took  these  other  major  actions: 

• Approved  plans  for  a $2  million  construction  project  to  expand  the  MSMA  headquarters 

building. 

• Voted  to  support  legislation  to  expand  the  authority  of  the  Mississippi  State  Board  of 
Medical  Licensure  to  inspect  medical  records  of  a physician  on  its  own  initiative  or  when  a complaint 
based  on  incompetence  is  received  from  a hospital  medical  staff,  component  society  or  the  MSMA. 

• Voted  to  establish  a committee  to  study  alternative  delivery  programs  for  Medicaid 

recipients. 

• Called  on  the  Governor  to  appoint  a task  force  to  study  the  medical  malpractice  situation 
in  Mississippi. 

• Called  on  the  Mississippi  Hospital  Association  to  join  in  a study  of  the  problems  facing 
small  rural  hospitals. 

• Reestablished  the  Council  on  Scientific  Assembly  to  coordinate  planning  for  annual 
sessions  of  the  association. 

• Made  all  MSMA  general  officers  voting  members  of  the  House  of  Delegates. 

• Called  for  a mandatory  seat  belt  law. 

• Urged  that  the  per  diem  to  community  hospitals  for  indigent  care  be  raised  to  the  level 
paid  state  charity  hospitals. 

• Endorsed  local  government  efforts  to  utilize  community  hospitals  for  care  of  the 

indigent. 

• Directed  the  Board  of  Trustees  to  study  methods  for  paying  annual  dues  in  installments. 

• Appointed  an  ad  hoc  committee  on  membership  recruitment  and  directed  that  each 
MSMA  member  be  mailed  a list  of  non-members  in  his/her  area  and  be  urged  to  solicit  these 
non-members  to  join. 

• Emphasized  the  need  to  improve  the  health  education  curriculum  in  schools  in  Missis- 
sippi. 

• Directed  that  a committee  be  appointed  to  strengthen  relationships  between  MSMA  and 
the  UMC  housestaff  and  medical  students. 

• Approved  publication  of  an  annual  calendar  of  medical  meetings  in  the  state. 
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• Called  for  the  development  of  voluntary  guidelines  for  CME  attendance. 

• Presented  $25,281.71  to  the  University  of  Mississippi  School  of  Medicine.  The  gift 
represents  1984  AMA-ERF  contributions  to  the  school  from  Mississippi  physicians  and  spouses. 

• Presented  the  MSMA  Community  Service  Award  to  Dr.  W.  W.  Walley  of  Waynesboro. 

• Commended  Mr.  H.  Cody  Harrell  for  his  many  years  of  dedicated  work  for  the 
association. 

Serving  on  reference  committees  of  the  House  were: 


Reference  Committee  on  Rules  and  Order  of  Business 


Credentials  Committee 


Stanley  A.  Hill,  M.D.,  Chairman 
W.  Moncure  Dabney,  M.D. 
Charles  R.  Jenkins,  M.D. 


J.  Elmer  Nix,  M.D.,  Chairman 
George  C.  Furr,  M.D. 

Eric  E.  Lindstrom,  M.D. 


Reference  Committee  on  Reports  of  Officers,  Board  of 
Trustees  and  Councils 

Orin  F.  Guidry,  M.D.,  Chairman 
James  O.  Stephens,  M.D. 

Walter  Mack  Gorton,  M.D. 

Stanley  A.  Wade,  Jr.,  M.D. 

Donald  A.  Hopkins,  M.D. 

Reference  Committee  on  Constitution  and  Bylaws 

Frederick  E.  Tatum,  M.D.,  Chairman 
Everett  H.  Crawford,  M.D. 

Max  L.  Pharr,  M.D. 


Nominating  Committee 

Arthur  A.  Derrick,  M.D.,  Chairman 
Virginia  S.  Tolbert,  M.D. 

William  T.  Oakes,  M.D. 

William  F.  Sistrunk,  M.D. 

Kent  Allen  Darsey,  M.D. 

Gerald  P.  Gable,  M.D. 

Mai  G.  Morgan,  M.D. 

J.  Berlyn  Edwards,  M.D. 


1 1 8th  Annual  Session 
June  2-4,  1986 
Royal  d'Iberville  Hotel,  Biloxi 
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Dr.  Nina  Mojfitt  of  Jackson  dis- 
cusses an  issue  before  the  House. 


Dr.  David  Steckler  of  Natchez 
suggests  an  amendment . 


port  clarifies  a point  of  discussion. 


Top  photo:  Dr.  Mojfitt,  right, 
presents  the  1985  MSMA  Communi- 
ty Service  Award  to  Dr . W.  W.  Wal- 
ley  of  Waynesboro.  Bottom  photo: 
During  the  reference  committee 
hearing,  delegates  listen  attentively 
to  discussion  on  a resolution. 
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Dr.  Bill  Sistrunk  of  Jackson 


Dr.  Faser  Triplett  of  Jackson 


Dr.  Vann  Craig  of  Natchez 


Dr.  Fred  Guidry  of  Jackson  presents  the  report  of  the 
Reference  Committee  on  Reports  of  Officers,  Board  of 
Trustees  and  Councils. 

Dr.  Fred  Tatum  of  Hattiesburg,  chairman  of  the  Refer- 
ence Committee  on  Constitution  and  Bylaws,  presents  the 
committee’ s recommendations . 
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Above,  Dr.  Mojfitt  and  Dr.  Joe  Boyle,  AM  A president, 
prepare  to  greet  guests  at  the  annual  President’s  Recep- 
tion. At  right,  MSMA  Auxiliary  president  Mrs.  Ted  Blan- 
ton welcomes  Mrs.  William  McPhee,  president-elect  of 
the  AM  A Auxiliary. 


Mrs.  Ben  Martin  of  Columbus,  third  from  left,  was  inaugurated  1985-86  president  of  MSMA  Auxiliary.  With  her,  from 
left,  are:  Mrs.  Joe  Herrington  of  Natchez,  first  vice  president;  Mrs.  James  Waites  of  Laurel,  president-elect;  Mrs.  RoyD. 
Duncan  of  Pascagoula,  second  vice  president;  Mrs.  David  Owen  of  Hattiesburg,  third  vice  president;  and  Mrs.  Terrell 
Blanton  of  Jackson,  immediate  past  president. 
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Reference  committee  members  received  instructions  during  their  annual  breakfast.  Above,  from  left,  are  Dr.  Stanley 
Hill  of  Corinth,  Dr.  Moncure  Dabney  of  Crystal  Springs,  Dr.  Don  Hopkins  of  Biloxi,  Dr.  James  O.  Stephens  of  Magee, 
and  Dr.  J . Elmer  Nix  of  Jackson,  MSMA  secretary-treasurer . 


“Boss”  Moffitt  and  his  wife,  Nina,  arrive  at 
the  Saturday  night  casino  party,  ‘ ‘Boss  Moffitt’ s 
Speakeasy .” 


Dr.  Arthur  St.  Clair  of  Jackson  pauses  to  obserx'e  a scientific 
exhibit.  Winners  of  the  Aesculapius  Award  for  excellence  of  pre- 
sentation in  the  scientific  exhibit  were  Drs.  Mart  McMullan,  T. 
Kilgore,  C.  S.  O’ Mara  and  Mike  Maples  of  Jackson  for  “Repeat 
Aortic  Coronary’  Bypass:  Indications  and  Results.”  Second  place 
went  to  Dr.  Henry  B.  Tyler  of  Jackson. 
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Displaying  winning  trophies  in  the  golf  tournament  and 
fishing  rodeo  are,  Dr.  Elmer  Nix,  above  left,  with  Dr. 
Fred  McMillan.  At  right  is  Mrs.  Bob  Montgomery  of 
Canton. 


Dr.  Paul  Moore,  center,  presented  trophies  to  mens’ 
doubles  winners  Dr.  Sydney  Smith,  left,  and  Dr.  Thomas 
Graves. 


Winners  in  womens’  doubles  competition  were  Miriam 
Etheridge  and  Brenda  Etheridge,  pictured  above  with  Dr. 
Paul  Moore. 
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Banquet  speaker  Jeanne  Robertson,  after  selecting  five  contestants  for  the  “Mr.  MSMA  Beauty  Pageant,”  prepares  to 
put  the  contestants  through  their  routines.  From  left  are  Drs . Gerald  Gable,  Faser  Triplett,  Ed  Hill,  BillWiener,  and  Ellis 
Moffitt. 


Jeanne  hugs  Dr.  Triplett  as  she  tells  him  he’ s been  eliminated  from  the 
competition. 


Jeanne  declares  Dr.  Gable  the  winner. 
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PERSONALS 


George  Abraham,  II  of  Vicksburg  was  guest 
speaker  at  a recent  meeting  of  the  Vicksburg  Rotary 
Club. 

Leonard  Ball  of  Gulfport  has  been  named  chair- 
man of  the  Guardian  Society  of  the  University  of 
Mississippi  Alumni  Association.  Eugene  G. 
Wood,  Jr.  of  Jackson  was  named  vice-chairman. 

William  Bates  of  UMC  taught  a postgraduate 
course  sponsored  by  the  American  Fertility  Society 
in  San  Juan,  Puerto  Rico. 

Richard  C.  Boronow  of  Jackson  presented  a paper 
at  recent  meetings  of  the  Felix  Rutledge  Society  in 
Munich,  West  Germany  and  Graz,  Austria. 

Robert  Currier  of  UMC  was  examiner  for  the 
American  Board  of  Neurology  in  Atlanta. 

John  K.  Drake  of  Ocean  Springs  has  been  named  a 
member  of  the  Arthroscopy  Association  of  North 
America. 

William  W.  East  and  T.  Keith  Everett  of  Me- 
ridian announce  the  association  of  Randy  H.  Rus- 
sell for  the  practice  of  ophthalmology. 

Joe  Clark  Files  of  Jackson  has  been  elected  to 
fellowship  in  the  American  College  of  Physicians. 

Armin  H aerer  of  UMC  was  examiner  for  the  Amer- 
ican Board  of  Neurology  in  Atlanta. 

John  N.  Harrington  of  Columbus  announces  the 
association  of  Chris  J.  Searcy  for  the  practice  of 
obstetrics  and  gynecology. 


Next  Month  in  JOURNAL  MSMA 

Address  of  the  President 

Malpractice  Situation  — Historical  Back' 
ground  and  Present  Status 

Physician's  Role  in  Rape  Victim  Manage^ 
ment:  An  Examination  of  Rape  Epidemiolo' 
gy  in  Mississippi 


James  Hughes  of  UMC  taught  a New  England  Resi- 
dents’ Workshop  in  Boston,  Massachusetts. 

Michael  Lewis  King  of  Oxford  has  been  named  a 
fellow  of  the  American  College  of  Surgeons. 

J.  Keith  Mansell  has  associated  with  The  Medical 
Clinic,  746  Manship  Street,  Jackson,  for  the  practice 
of  pulmonary  medicine  and  internal  medicine. 

James  Martin  of  UMC  was  guest  speaker  at  a 
conference  on  antepartum  maternal  fetal  assessment 
in  Natchez. 

William  M.  McKell,  formerly  of  Jackson,  has 
been  named  chief  medical  officer  for  Choctaw 
Health  Department  in  Philadelphia,  Mississippi. 

Richard  Miller  of  UMC  attended  a committee  of 
the  National  Board  of  Medical  Examiners  in  Phil- 
adelphia, Pennsylvania. 

William  Nicholas  of  UMC  participated  in  a di- 
abetes seminar  in  Meridian  and  also  spoke  on  di- 
abetes at  a medical  staff  program  at  Hinds  General 
Hospital  in  Jackson. 

Wendell  Stockton  of  Amory  was  named  Doctor 
of  the  Year  by  the  Mississippi  Society  of  the  Amer- 
ican Association  of  Medical  Assistants. 

The  new  critical  care  unit  at  Tippah  County  Hospital 
was  named  in  honor  of  Orville  P.  Stone  during 
dedication  ceremonies  in  May. 

David  Thomas  of  UMC  was  elected  a fellow  of  the 
American  College  of  Physicians.  In  May  he  partici- 
pated in  a Phase  IV  drug  study  in  West  Palm  Beach, 
Florida. 

James  C.  Waites  of  Laurel  has  been  recertified  by 
the  American  Academy  of  Family  Physicians. 

Joseph  B.  Witty,  Jr.  has  associated  with  Woman’s 
Clinic  in  Pascagoula  for  the  practice  of  obstetrics 
and  gynecology. 


DEATHS 


Brown,  Marion  H.,  Brookhaven.  Bom  Lucedale, 
MS,  Jan.  18,  1930;  M.D.,  Jefferson  Medical  Col- 
lege of  Medicine,  Philadelphia,  PA,  1955;  interned. 
University  Medical  Center,  Jackson,  one  year;  fami- 
ly practice  residency,  Lafayette  Charity  Hospital, 
Lafayette,  LA,  one  year;  died  March  30,  1985,  age 
55. 
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A Great  Ifotd. 
The  Rpval  ” 


It’s  a great  hotel  because  the  Royal  is 
serious  about  great  vacations.  And  great 
meetings. 

There’s  a staff  of  180  smiling,  friendly  peo- 
ple and  every  facility  and  activity  you  could 
wish  for. 

That  includes  two  huge  pools,  with  lots  of 
sunning  space,  tennis,  golf  nearby,  and  the  Gulf 
of  Mexico’s  wide  beaches. 

That  includes  roomy  guest  rooms, 
comfortable  meeting  rooms,  sumptuous  food, 
and  entertainment  in  the  lounge. 

And  all  for  a lot  less  than  you’d  expect. 
That’s  why  it’s  a great  hotel. 

Call  toll-free  for  reservations  or  meeting 
information.  In  Mississippi,  1-800-222-390^ 
(From  outside  the  state,  1-800-647-3955 ) 


The  Reasonably  Priced  Resort  & Meeting  Place  in  Biloxi. 


3420  West  Beach  Blvd.  ‘U.S.  Highway  90*  Biloxi,  Mississippi  39531 


“When  I realized  my  chances  of 
becoming  disabled  by  age  65 
were  three  times  greater  than  the 
chances  of  death  . . . 

I compared  disability  insurance 
plans.  And  I decided  that  my 
MSMA-endorsed  disability  in- 
surance plan 

SERVES  ME  BEST! 

It’s  not  group  insurance,  but  an 
individually-owned  policy 
which  is  non-cancellable  and 
guaranteed  renewable. 

If  you’re  a member  of  the  Mississippi  State  Medical  Association  you  may  be 
eligible  for  this  outstanding  professional  disability  plan  at  discounted  pre- 
miums. 

• Non-cancellable,  guaranteed  renewable  • Cost  of  living  rider 

• Medical  specialty  protection  • Future  disability  insurance  option 

• Presumptive  loss  provision  • Lifetime  accident  and  sickness  rider 

• Indexing  of  prior  earnings  • Total  and  residual  disability  protection 

• Waiver  of  premium 

Offered  by  Paul  Revere  Insurance  Company  to  MSMA  members  through  its 
exclusive  representatives,  Professional  Disability  Specialists. 

Jon  B.  Wimbish,  Disability  Specialist 

1501  Lakeland  Drive,  Suite  200  Jackson,  MS  39216  Telephone  362-9800 
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Chilimigras,  Roberta  M.,  Senatobia.  Born  Celi- 
na,  OH,  July  29,  1949;  M.D.,  Ohio  State  University 
College  of  Medicine,  Columbus,  1973;  interned 
Bronson  Methodist  Hospital,  Kalamazoo,  MI  one 
year;  family  practice  residency.  Northwestern  Uni- 
versity, Chicago,  IL,  one  year;  elected  by  North 
Mississippi  Medical  Society. 

Defraites,  Emanuel G.,  Jr.,  Ocean  Springs.  Bom 
New  Orleans,  June  6,  1948;  M.D.,  Tulane  Universi- 
ty School  of  Medicine,  New  Orleans,  1973;  interned 
Touro  Infirmary,  New  Orleans,  one  year;  psychiatry 
residency,  Stanford  University,  Palo  Alto,  CA, 
1974-76;  psychiatry  residency.  National  Institutes  of 
Mental  Health,  Bethesda,  MD,  1976-77;  elected  by 
Singing  River  Medical  Society. 

Koumjian,  Kevin  J.,  Ashland.  Bom  Ft.  Juachuca, 
AZ,  April  1,  1957;  M.D.,  University  of  California 


School  of  Medicine,  San  Francisco,  1983;  interned, 
San  Francisco  General  Hospital,  one  year;  elected 
by  North  Mississippi  Medical  Society. 

Madden,  David  D.,  Hattiesburg.  Born  Forest,  MS, 
Feb.  4,  1952;  M.D.,  University  of  Mississippi 
School  of  Medicine,  Jackson,  1982;  interned  Uni- 
versity Medical  Center,  Jackson,  one  year;  elected 
by  South  Mississippi  Medical  Society. 

Nash,  Binford  T.,  Jr.,  Jackson.  Bom  Hattiesburg, 
MS,  Oct.  3,  1951;  M.D.,  University  of  Mississippi 
School  of  Medicine,  Jackson,  1976;  family  practice 
residency.  University  Medical  Center,  Jackson, 
1976-79;  elected  by  Central  Medical  Society. 

Nayak,  Kamlesh  D.,  Laurel.  Bom  India,  June  1 1 , 
1952;  M.D.,  NHL  Municipal  Medical  College,  In- 
dia, 1975;  interned  and  medicine  residency, 
Lafayette  Charity  Hospital,  Lafayette,  LA,  1976-80; 
adult  cardiology  fellowship,  Deborah  Heart  and 
Lung  Center,  Browns  Mills,  NJ,  1980-82;  elected 
by  South  Mississippi  Medical  Society. 


No  need  for  dosage  caloulotions... 


VBtMQX 


CHEWABLE 

TABLETS 

JANSSEN 

PHARMACEUTICA 
Piscataway,  NJ  08854-3998 
© Janssen  Phormoceutlca  Inc.  1985 
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Medico-legal  Brief 

Hospital  Held  Accountable 
For  ER  Physician  Actions 

Mississippi’s  hospitals  can  now  be  held  account- 
able for  the  actions  of  emergency  room  physicians 
even  if  the  doctors  are  not  staff  physicians,  accord- 
ing to  a decision  rendered  in  May  by  the  Mississippi 
Supreme  Court. 

In  a 7 to  1 vote,  the  high  court  ruled  that  a family 
was  entitled  to  a new  trial  to  determine  whether  a 
hospital  and  one  of  its  emergency  room  physicians 
were  negligent  in  the  treatment  of  a patient. 

Returning  the  case  for  retrial  was  strictly  a pro- 
cedural decision,  the  court  said,  not  a decision  on  the 
malpractice  issue. 

The  patient,  complaining  of  stomach  pains,  had 
been  taken  to  a hospital  emergency  room,  where  he 
was  treated  for  heat  exhaustion  and  then  released. 
He  returned  to  the  hospital  the  next  day,  where  he 
died.  Autopsy  results  showed  the  cause  of  death  to 
be  a perforated  duodenal  ulcer  and  peritonitis. 

During  the  trial  of  a $3  million  wrongful  death 
lawsuit  filed  by  the  patient’s  family,  the  judge  had 
ruled  against  allowing  an  out-of-state  physician  to 
testify  and  delivered  a directed  verdict  against  the 
patient’s  family.  The  high  court  ruled  that  the  out-of- 
state  physician  should  have  been  allowed  to  testify 
as  a specialist  in  emergency  medicine.  With  that 
testimony,  the  family  would  have  sufficient  evi- 
dence to  present  to  a jury,  the  high  court  noted. 

The  court  denied  arguments  by  the  hospital  that  it 
was  not  liable  because  it  cannot  and  does  not  control 
a doctor’s  judgments  or  decisions.  Attorneys  for  the 
family  argued  that  if  a doctor  practices  at  a hospital, 
using  its  equipment  and  nurses,  the  doctor  is  acting 
as  an  employee  of  the  hospital.  The  court  noted  that 
if  the  doctors  do  their  job  well,  the  hospital  profits 
because  of  the  quality  of  care,  and  said  the  hospital 
cannot  escape  liability  when  the  quality  of  care  de- 
livered is  below  minimally  acceptable  standards. 


Journal  MSMA  invites  your  participation. 
Please  send  your  letters,  inquiries,  and  sugges- 
tions to  the  Editors,  P.O.  Box  5229,  Jackson, 
MS  39216. 


PLACEMENT  SERVICE 


Physicians  Wanted 

Consulting  Physicians.  Board  eligible  orthopedic 
and  psychiatric  consultants  needed  25-30  hours  per 
week  for  evaluation  of  Social  Security  disability 
claims.  Positions  available  immediately.  For  addi- 
tional information,  please  call  Deborah  Warriner, 
Medical  Staff  Coordinator,  Disability  Determina- 
tion Services,  (601)  923-2153. 

Emergency  physician  and  primary  care;  We  are 
looking  for  a career  oriented  physician  to  join  our 
established  and  expanding  group  which  includes  two 
ambulatory  care  facilities  and  a family  practice  clin- 
ic. Full  specialty  backup,  excellent  salary  and  ben- 
efits, including  pension  plan  and  insurance,  in  a 
family-oriented  community.  Please  send  curriculum 
vitae  to  First  Medical,  Inc.,  P.O.  Drawer  3047, 
Hattiesburg,  MS  39401. 


Physicians  Available 

Family  Practice.  1981  UMC  graduate,  residency 
trained,  board  certified;  interested  in  partnership  or 
group  experience,  primarily  in  Mississippi.  Reply 
to:  1822  Laurel  Street,  Jackson,  MS  39202  (601) 
352-6629. 

Anesthesiologist.  B.C.  university-trained;  20 
years  experience;  proficient  in  all  types  of  anesthe- 
sia; excellent  credentials;  Reply  4110-A,  Chico 
Road,  Pascagoula,  MS  39567. 

UMC  Graduate  completing  residency  in  family 
practice  in  1986  seeks  small  community  practice  in 
association  with  one  or  more  physicians.  Informa- 
tion on  potential  practice  locations  should  be  sent  to 
Box  A,  c/o  Journal  MSMA,  P.O.  Box  5229,  Jack- 
son,  MS  39216. 
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PHYSICIANS  NEEDED 

Physicians  (especially  specialists  such  as 
ophthalmologists,  pediatricians,  orthopedists, 
neurologists,  etc.)  interested  in  performing 
consultative  evaluations  (according  to  Social 
Security  guidelines)  should  contact  the  Medi- 
cal Relations  Office.  WATS  1-800-962-2330, 
extensions  2276,  2275,  or  2190;  Jackson,  922- 
6811,  extensions  2276,  2275,  or  2190. 

The  Mississippi  Disability  Determination 
Services  now  has  a program  available  for 
medical  society  meetings  and  hospital  staff 
meetings.  The  purpose  of  this  program  is  to 
explain  how  the  disability  determination  pro- 
cess works,  its  historical  background,  its  basis 
in  legality  and  its  documentation  requirements. 
Any  group  interested  in  this  presentation 
should  also  contact  the  Medical  Relations 
Office. 
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For  sale.  Upright  Bovine  unit.  For  information 
contact,  Mrs.  James  Grant  Thompson,  43 1 8 Council 
Circle,  Jackson,  MS  39206;  (601)  366-5434. 

For  sale:  Examining  table  with  vinyl  cover.  Like 
new.  $150.  Contact  Mary  Wheatley,  M.D.,  982- 
8531. 
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EXCERPTS  FROM  A SYMPOSIUM 
'THE  TREATMENT  OF  SLEEP  DISORDERS"® 

ii.  . . highly  effective 
for  both  sleep  induction  and 
sleep  maintenance  ff 

Sleep  Laboratory  Investigator 
Pennsylvania 


t . . onset  of  action  is 
rapid. . .provides  sleep  with 
no  rebound  effect  to  agitate  the 
patient  the  following  day  fs# 


References:  1.  Kales  J,  etol:  Clin  Pharmacol  Ther  12  691- 
697,  Jul-Aug  1971  2.  Kales  A,  eta!  Clin  Pharmacol  Ther 
/S  356-363,  Sep  1975  3.  Kales  A,  elal  Clin  Pharmacol 
Ther  19  576-583,  May  1976  4.  Kales  A,  elal:  Clin  Pharma- 
col Ther  32  T8I -788.  Dec  1982  5.  Frost  JD  Jr,  DeLucchl 
MR;  J Am  Gerlatr  Sac  27.8A\-b^8.  Dec  1979  6.  Dement 
WC,  elal:  BehavMed,  pp  25-31,  Oct  1978  7.  Kales  A, 

Kales  JD:  J Clin  Psychopharmacol  S.l'iO-lbO,  Apr  1983 
8.  Tennant  FS,  el  oT  Symposium  on  the  Treatment  of  Sleep 
Disorders,  Teleconterence,  Oct  16,  1984  9.  Greenblatt  DJ, 
Allen  MD,  Shader  Rl:  Clin  Pharmacol  Ther  21  358-381 , 
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of  the  benzodiazepines 
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the  best  safety  record 
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of  any 


Psychiatrist 

California 


DALMANE*® 

flurazepam  HCI/Roche 

Before  prescribing,  pleose  consulf  complefe  producf  infor- 
maflon,  a summary  of  which  follows: 

Indications:  Effective  in  all  types  of  insomnia  characterized 
by  difficulty  in  falling  asleep,  frequent  nocturnal  awakenings 
and/or  early  morning  awakening.  In  patients  with  recurring 
insomnia  or  poor  sleeping  habits;  in  ocute  or  chronic  medical 
situations  requiring  restful  sleep  Objective  sleep  laboratory 
data  have  shown  effectiveness  for  at  least  28  consecutive 
nights  of  administration.  Since  insomnia  is  often  transient 
intermittent,  prolonged  administration  is  generally  not 
icessary  or  recommended  Repeated  therapy  should  only 
undertaken  with  appropriate  patient  evaluation. 
Contraindications:  Known  hypersensitivity  to  flurazepam  FICI, 
~ ignancy.  Benzodiazepines  may  cause  fetal  damage  when 
ministered  during  pregnancy  Several  studies  suggest  an 
incased  risk  of  congenital  malformations  associated  with 
I "-'“^^odiazepine  use  during  the  first  trimester  Warn  patients  of 

A ■ riskstothefetusshouldthepossibilitvotbecom- 

Wlh.L)lv/ilm^regnanf  exist  while  receiving  flurazepam.  Instruct  patient 
to  discontinue  drug  prior  to  becoming  pregnant  Consider  the 
possibility  of  pregnancy  prior  to  instituting  therapy. 

Warnings:  Caution  patients  about  possible  combined  effects 
with  alcohol  and  other  CNS  depressants.  An  additive  effect 
may  occur  if  alcohol  is  consumed  the  day  following  use  for 
nighttime  sedation.  This  potential  may  exist  for  several  days 
following  discontinuation.  Caution  against  hazardous  occu- 
pations requiring  complete  mental  alertness  (e  g.,  operating 
machinery,  driving).  Potential  impairment  of  performance  of 
such  activities  may  occur  the  day  following  ingestion.  Not 
recommended  for  use  in  persons  under  15  years  of  age 
Though  physical  and  psychological  dependence  have  not 
been  reported  on  recommended  doses,  abrupt  discontinua- 
tion should  be  avoided  with  gradual  tapering  of  dosage  for 
those  patients  on  medication  for  a prolonged  period  of  time. 
Use  caution  in  administering  to  addiction-prone  individuals 
or  those  who  might  increase  dosage. 


After  15  years,  the  experts  still  concur  about  the 
continuing  value  of  Dolmone  (flurazepam  HCI/ 
Roche).  It  provides  sleep  that  satisfies  patients. . . 
and  the  wide  margin  of  safety  that  satisfies  you. 

The  recommended  dose  in  elderly  or  debilitated 
patients  is  15  mg.  Contraindicated  in  pregnancy 

dalmane; 

flurazepam  HCI/Roche 

sleep  that  satisfies 

1 5-mg/30-nng 
capsules 


Precautions:  In  elderly  and  debilitated  patients,  it  is  recom- 
mended thot  the  dosage  be  limited  to  15  mg  to  reduce  risk  of 
oversedation,  dizziness,  confusion  and/or  ataxia.  Cansider 
potential  additive  effects  with  other  hypnotics  or  CNS  depres- 
sants Employ  usual  precautions  in  severely  depressed 
patients,  or  in  those  with  latent  depression  or  suicidal  tenden- 
cies, or  in  those  with  impaired  renal  or  hepatic  function. 
Adverse  Reactions:  Dizziness,  drowsiness,  lightheadedness, 
staggering,  ataxia  and  falling  have  occurred,  particularly  in 
elderly  or  debilitated  patients.  Severe  sedation,  lethargy,  dis- 
orientation and  coma,  prabably  indicative  of  drug  intolerance 
or  overdosage,  have  been  reported.  Also  reported:  headache, 
heartburn,  upset  stomach,  nausea,  vomiting,  diarrhea,  can- 
stipation,  Gl  pain,  nervousness,  talkativeness,  apprehension, 
irritability,  weakness,  palpitations,  chest  pains,  bady  and  joint 
pains  and  GU  complaints.  There  have  alsa  been  rare  accur- 
rences  of  leukopenia,  granulocytopenia,  sweating,  flushes, 
difficulty  in  focusing,  blurred  vision,  burning  eyes,  faintness, 
hypotension,  shortness  of  breath,  pruritus,  skin  rash,  dry 
maufh,  bitter  taste,  excessive  salivatian,  anorexia,  euphoria, 
depression,  slurred  speech,  confusion,  restlessness,  halluci- 
nations, and  elevated  SGOT,  SGPT,  total  and  direct  bilirubins, 
and  alkaline  phosphatase,  and  paradoxical  reactions,  e.g., 
excitement,  stimulation  and  hyperactivity 
Dosage:  Individualize  for  maximum  beneficial  effect.  Adults. 
30  mg  usual  dosage,  15  mg  may  suffice  in  some  patients 
Elderly  or  debilitated  patients.  15  mg  recommended  initially 
until  respanse  is  determined. 

Supplied:  Capsules  containing  15  mg  ar  30  mg  flurazepam 
HCI. 


Roche  Products  Inc 
Manati,  Puerto  Rico  00701 


/ 


IN  EXPERIENCE 

Worldwide,  ifs  a known  quantity. . . known  know  it  better  than  any  other  hypnd 
for  sleep  that  satisfies.  only  benzodiazepine  hypnotic  with 


than  15  years  of  continuing  satisfa 
You  know  it  helps  patients  tall  asleep  quickly  performance.  As  always,  caution 
and  stay  asleep  till  morning.  ^ ® You  know  its  about  driving  or  drinking  alcohol. 

exceptionally  wide  margin  of  safety. You  Please  see  references  and  summary  of  producf  informafion  on  rev 
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MSNA 

Benefit  Plan  and  Trust 


MSMA  Benefit  Plan  and  Trust  is 
a superior  insurance  program  which 
fulfills  the  quality  of  coverage  and 
affordability  that  everyone  wants. 

Sponsored  by  the  Mississippi 
State  Medical  Association,  the 
MSMA  Benefit  Plan  and  Trust  offers 
life  and  health  benefits  to  physician 
members  of  MSMA,their  employees 
and  families. 


• $1,000,000  lifetime  benefits. 

• Life  Coverage  up  to  $50,000. 

• Broad  benefits  with  fair  and 
equitable  rates. 

• Management  by  and  for 
physicians. 

• Non-profit  and  administered 
at  lowest  possible  cost. 


For  Complete  Description  of  Benefits  Write: 

MSMA  Benefit  Plan  and  Trust 
P.O.Box  55509 
Jackson,  MS  39216 
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ON  CALL 

1-800-352-2 


fall 


When  you  come  down 
with  the  urge  or  necessity 
to  travel,  call  Avanti  for 
expert  service.  Everything 
we  do  for  you  is  free  of  charge, 
even  the  phone  call. 

travel  specialists  will  take  care 
your  plans,  plane  reservations, 
rental,  hotel  accommodations  and 
uch  more.  We’re  here  to  help  you  with 
alters,  tours,  cruises,  personal  vacations, 
business  meetings  and 
conventions. 

The  next  time  you  make 
travel  arrangements, 
remember  Avanti  is  always 
on  call,  toll-free. 

TT=l/=^yEL_.  itnjci:. 

5025 1-55  North  •Jackson,  Mississippi  39206  • 981-9111 
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There's  one  simple  reason 
win  more  Mississippi 
pinsicians  are  choosing 
Mediciii  Assurance  Company 
of  Mississippi: 


Physicians'  ^ 
Risk 

Preference 


Ifs  the  professional  liability 
company  of  Mississippi 
physicians,  by  Mississippi 
physicians,  and  for 
Mississippi  physicians. 


malpractice  insurance, 
call  on  us . . . 

1-800-325-4172  or 
957-2855  in  Jackson. 


A\'ailabilir>'  and  iilildrd- 
abilin  . . . the  two  factors 
to  consider  in  selecting 
a professional  liability 
insurance  provider. 
Medical  Assurance 
(a)mpany  of  Mississippi 
is  the  preferred  choice 
of  Mississippi  doctors 
because  it  provides  the 
best  in  both  areas. 
xMedical  Assurance 
( Company  of  Mississippi 
pnn  ides  a rate  stmeture 
that  is  affordable  and 
realistic ...  to  assure  that 
polic'yholders  have  the 
most  cost-effective 
c(n  erage  backed  b\'  a 
financially  sound 
company. 


Further  sav  ings  and 
financial  strength  are 
pro\  ided  b\^  a program 
of  sound  investments 
and  strong  underw  riting 
guidelines.  And  because 
the  plan  is  totally 
administered  b\' 
physicians.  Medical 
Assurance  (.ompany^  of 
Mississippi  is  responsive 
to  your  needs. 

For  answers  to  any 
questions  you  might 
have  regarding 
medical  /f* 


Medical  Assurance  Company 
of  Mississippi 


100  Business  Park  Drive 
Jackson,  MS  39213 
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Mississippi  Board  of  Directors 
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MS;  Max  L.  Plxirr,  M.  D.,  Jackson,  MS. 
BACK  ROW:  (Left  to  right ) D.  B. 
Conerly,  M.  D.,  Hattiesburg,  MS; 
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Meridian,  MS. 
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Dear  Doctor: 

Members  of  the  Mississippi  State  Medical  Association  now  have  exclusive 
access  to  the  AMA  Membership  Ombudsman,  Wende  L.  Corbett  by  virtue  of 
the  association's  status  as  a unified  medical  society. 

This  position  was  mandated  by  the  AMA  House  of  Delegates  at  its 
1984  Interim  Meeting  as  a special  benefit  to  members  from  unified 
societies.  Ms.  Corbett  will  personally  handle  your  inquiries, 
requests  and  complaints  as  well  as  coordinate  services  with  other 
AMA  areas  in  order  to  provide  unified  members  with  exclusive  and 
unique  access  to  AMA  services.  You  may  call  collect  using  the 
unified  member  hotline  (312)  645-5323. 

Medicare  reimbursement  for  hospitals  would  be  frozen  in  fiscal  year  1986 
at  the  current  payment  level  if  a proposed  regulatory  modification  of  the 
prospective  pricing  system  goes  into  effect.  The  AMA,  citing  a GAO  report 
indicating  that  the  PPS  may  encourage  some  hospitals  to  discharge  patients 
too  soon,  has  stated  that  the  proposal  would  have  "detrimental  effects  on 
the  quality  of  care  available  to  Medicare  beneficiaries  in  need  of  hos- 
pitalization." The  AMA's  statement  also  noted  the  proposed  freeze  might 
force  some  institutions  out  of  business,  further  limiting  access  to 
hospital  care  for  Medicare  beneficiaries. 

Medical  practice  has  become  increasingly  integrated  with  hospitals, 
according  to  the  AMA  Council  on  Long  Range  Planning  and  Development  in 
its  report,  "The  Environment  of  Medicine."  In  1982,  8.9%  of  non-federal 
patient  care  physicians,  excluding  residents,  were  full-time  hospital 
employees.  About  29%  of  pathologists  and  17%  of  radiologists  were 
full-time  hospital  employees. 

Physicians  seeking  a practice  site  may  want  to  contact  the  AMA  Dept,  of 
Physician  Practice  Services,  535  N.  Dearborn,  Chicago,  IL  60610  for  a 
Market  Area  Profile.  It  includes  a report  on  an  area  with  profiles  on 
population,  physicians,  hospitals,  etc. 


Sincerely , 


Patsy  ^Iver 


Managing  Editor 
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WANTED 

Board  Certified  physicians  or 
finishing  residents  in  the  following 
specialties  who  desire  an  attractive 
alternative  to  civilian  practice: 


NEUROSURGERY 
ORTHOPEDIC  SURGERY 


Positions  are  available  at  both  Army  teaching  facilities  and 
community  hospitals  throughout  the  Southeastern  United  States. 

Every  Army  physician  is  a commissioned  officer.  The  Army  offers  a 
rewarding  practice  without  the  burdens  of  malpractice  insurance 
premiums  and  other  non-medical  distractions. 

Army  medicine  provides  a reasonable  salary  while  stressing  a good 
clinical  practice.  Some  positions  offer  teaching  appointments  in  an 
affiliated  status  with  nearby  civilian  medical  schools  or  teaching 
programs.  The  Army  might  be  just  the  right  prescription  for  you  and 
your  family. 

To  obtain  more  information  on  eligibility,  salary,  and  fringe  benefits 
write  or  call  collect: 


NORTHERN 

AMEDD  Personnel  Counselor 
Mid-Memphis  Tower 
Building 
Suite  407 

1407  Union  Avenue 
Memphis,  TN  38104 
(901)  725-4445 


SOUTHERN 

AMEDD  Personnel  Counselor 
144  Elk  Place 
Suite  1504 

New  Orleans,  LA  70112 
(504)  589-2373 


Angina  conies  in 
many  forms... 


So  does 

SORBITRATF 

(ISOSORBDE  DINITFWE) 

Unsurpassed  flexibility 
in  nitrate  therapy. 


2.5  mg  5 mg  10  mg 
Sublingual  Tablets 


5 mg  10  mg  5 mg  10  mg  20  mg  30  mg  40  mg  40  mg 

Chewable  Tablets  Orar'Swallow"  Tablets  Sustained  Action 

“Swallow”  Tablets 


1985  ICI  AMERICAS  INC. 


See  following  page  for  brief  summary  of  prescribing  information 


SORBITRATE 

(BOSOFBDE  aNITFWE) 

Ptsaae  consuK  full  prescribing  Infonnatlon  before  use.  A summary  follows: 

INDICATIONS  AND  USAGE:  SORBITRATE  (isosortxde  dinitrate)  is  indicated  for  the  treatment 
and  preventron  of  angina  pectons.  All  dosage  forms  of  isosorbde  dinitrate  may  be  used 
prophytactically  to  decrease  frequency  and  seventy  of  anginal  attacks  and  can  be  expected  to 
decrease  the  need  for  sublingual  nitroglycenn 

The  sublingual  and  chewable  forms  of  the  drug  are  indicated  tor  acute  prophylaxis  of  angina 
pectons  when  taken  a few  minutes  before  situations  likely  to  provoke  anginal  attacks  Because 
of  a slower  onset  of  effect,  the  oral  forms  of  isosorbxJe  dinitrate  are  not  indicated  for  acute 
prophylaxis 

CONTRAlNOfCATTONS:  SORBITRATE  is  contraindicated  in  patients  who  have  shown 
purported  hypersensitrvily  or  idiosyncrasy  to  it  or  other  nitrates  or  nitrites.  Epinephnne  and 
related  compounds  are  ineffective  in  reversing  the  severe  hypotensive  events  associated  with 
overdose  and  are  contraindicated  in  tNs  situation 

WARNINGS:  The  benefits  of  SORBITRATE  dunng  the  early  days  of  an  acute  myocardial 
infarction  have  not  been  established  If  one  elects  to  use  organic  nitrates  in  early  infarction, 
hemodynamic  monitoring  and  frequent  clinical  assessment  should  be  used  because  of  the 
potential  deletenous  effects  of  hypotension 

PRECAUTIONS:  General:  Severe  hypotensive  response,  particularly  with  upnght  posture,  may 
occur  with  even  small  doses  of  SORBITRATE  The  drug  should  therefore  be  used  with  caution  in 
subiects  who  may  have  blood  volume  depletion  from  diuretic  therapy  or  in  subjects  who  have 
low  systolic  blood  pressure  (eg.  below  90  mmHg)  Paradoxical  bradycardia  and  increased 
angina  pectons  may  accompany  nitrate-induced  hyjXftension,  Nitrate  therapy  may  aggravate 
the  angina  caused  by  hypertrophic  cardiomyopathy 

Marked  symptomatic,  orthostatic  hypotension  has  been  reported  whe#  calcium  channel 
blockers  and  organic  nitrates  were  used  in  combination  Dose  adjustment  of  either  class  of 
agents  may  be  necessary 

Tolerance  to  this  drug  and  cross-tolerance  to  other  nitrates  and  nitntes  may  occur  Tolerance 
to  the  vascular  and  antianginal  effects  of  isosorbkfe  dinitrate  or  nitroglycenn  has  been 
demonstrated  in  clinical  tnals,  experience  through  occupational  exposure,  and  in  isolated 
tissue  expenments  in  the  laboratory  The  importance  of  tolerance  to  the  appropriate  use  of 
isosortude  dinitrate  in  the  management  of  patients  with  angina  pectons  has  not  been 
determined  However,  one  clinical  tnal  using  treadmill  exercise  tolerance  (as  an  end  point)  found 
an  8-hour  duration  of  action  of  oral  isosorbide  dinitrate  following  the  first  dose  (after  a 2-week 
placebo  washout)  and  only  a 2-hour  duration  of  effect  of  the  same  dose  after  1 week  of 
repetitive  dosing  at  conventional  dosing  intervals.  On  the  other  hand,  several  tnals  have  been 
able  to  differentiate  isosortude  dinitrate  from  placebo  after  4 weeks  of  therapy  and,  in  open 
tnals.  an  effect  seems  detectable  for  as  long  as  several  months. 

Tolerance  clearly  occurs  in  industnal  workers  continuously  exposed  to  nitroglycerin. 
Moreover,  physical  dependence  also  occurs  since  chest  pain,  acute  myocardial  infarction,  and 
even  sudden  death  have  occurred  dunng  temjxirary  withdrawal  of  nitroglycerin  from  the 
workers  In  clinical  trials  in  angina  patients,  there  are  reports  of  anginal  attacks  being  more 
easily  provoked  and  of  rebound  in  the  hemodynamic  effects  soon  after  nitrate  withdrawal.  The 
relative  imjjortance  of  these  observations  to  the  routine,  clinical  use  of  isosorbde  dinitrate  is  not 
known  However,  it  seems  prudent  to  gradually  withdraw  patients  from  isosorbde  dinitrate 
when  the  therapy  is  being  terminated,  rather  than  stopping  the  drug  abruptly 

Infoimation  lor  Patients:  Headache  may  occur  during  initial  therapy  with  SORBITRATE 
Headache  is  usually  relieved  by  the  use  of  standard  headache  remedies  or  by  lowering  the 
dose  and  tends  to  disappear  after  the  first  week  or  two  of  use. 

Drug  Interactions:  Alcohol  may  enhance  any  marked  sensitivity  to  the  hypotensive  effect  of 
nitrates 

Isosorbide  dinitrate  acts  directly  on  vascular  smooth  muscle;  therefore,  any  other  agent  that 
depends  on  vascular  smooth  muscle  as  the  final  common  path  can  be  expected  to  have 
decreased  or  increased  effect  depending  on  the  agent 

Carcinogenesis,  Mutagenesis,  Impairment  of  Fertility:  No  long-term  studies  in  animals 
have  been  jserformed  to  evaluate  the  carcinogenic  potential  of  this  drug.  A modified  two-litter 
reproduction  study  in  rats  fed  isosorbide  dinitrate  at  25  or  100  mg/kg/day  dxi  not  reveal  any 
effects  on  fertility  or  gestation  or  any  remarkable  gross  pathology  in  any  parent  or  offspring  fed 
isosorbde  dinitrate  as  compared  with  rats  ted  a basal-controlled  diet. 

Pregnancy  Category  C:  Isosorbide  dinitrate  has  been  shown  to  cause  a dose-related 
increase  in  embryotoxicity  (increase  in  mummified  pups)  in  rabbits  at  oral  doses  35  and  150 
times  the  maximum  recommended  human  daily  dose.  There  are  no  adequate  and 
well-controlled  studies  in  pregnant  women  SORBITRATE  should  be  used  during  pregnancy 
only  if  the  jX)tential  benefit  justifies  the  potential  risk  to  the  fetus. 

Nursing  Mothers:  It  is  not  known  whether  this  drug  is  excreted  in  human  milk , Because 
many  drugs  are  excreted  in  human  milk,  caution  should  be  exercised  when  SORBITRATE  is 
administered  to  a nursing  woman 

Pediatric  Use:  The  safety  and  effectiveness  of  SORBITRATE  in  children  has  not  been 
established 

ADVERSE  REACTIONS:  Adverse  reactions,  particularly  headache  and  hypotension,  are 
dose-related  In  clinical  trials  at  various  doses,  the  following  have  been  observed 

Headache  is  the  most  common  (reported  incidence  varies  widely,  apparently  being 
dose-related,  with  an  average  occurrence  of  about  25%)  adverse  reaction  and  may  be  severe 
and  persistent  Cutaneous  vasodilation  with  flushing  may  occur.  Transient  episodes  of 
dizziness  and  weakness,  as  well  as  other  signs  of  cerebral  ischemia  associated  with  postural 
hypotension,  may  occasionally  develop  (the  incidence  of  reported  symptomatic  hypotension 
ranges  from  2%  to  36%).  An  occasional  individual  will  exhibit  marked  sensitivity  to  the 
hypotensive  effects  of  nitrates  and  severe  responses  (nausea,  vomiting,  weakness,  restless- 
ness, pallor,  perspiration,  and  collapse)  may  occur  even  with  the  usual  therapeutic  dose  Drug 
rash  and/or  exfoliative  dermatitis  may  occasionally  occur  Nausea  and  vomiting  appear  to  be 
uncommon.  Case  reports  of  clinically  significant  methemoglobinemia  are  rare  at  conventional 
doses  of  organic  nitrates  The  formation  of  methemoglobin  is  dose-related  and,  in  the  case  of 
genetic  abnormalities  of  hemoglobin  that  favor  methemoglobin  formation,  even  conventional 
doses  of  organic  nitrate  could  produce  harmful  concentrations  of  methemoglobin. 

DOSAGE  AND  ADMINISTRATION:  For  the  treatment  of  angina  pectoris,  the  usual  starting 
dose  for  sublingual  SORBITRATE  is  2.5  to  5 mg;  for  chewable  tablets,  5 mg;  for  oral  (swallowed) 
tablets.  5 to  20  mg,  and  for  controlled-release  forms,  40  mg 

SORBITRATE  should  be  titrated  upward  until  angina  is  relieved  or  side  effects  limit  the  dose 
In  ambulatory  patients,  the  magnitude  of  the  incremental  dose  increase  should  be  guided  by 
measurements  of  standing  blood  pressure 

The  initial  dosage  of  sublingual  or  chewable  SORBITRATE  for  prophylactic  therapy  in  angina 
pectoris  patients  is  generally  5 or  10  mg  every  2 to  3 hours  Adequate  controlled  clinical  studies 
demonstrating  the  effectiveness  of  chronic  maintenance  therapy  with  these  dosage  forms 
have  not  been  reported 

SORBITRATE  in  oral  doses  of  10  to  40  mg  given  every  6 hours  or  in  oral  controlled-release 
doses  of  40  to  80  mg  given  every  8 to  12  hours  is  generally  recommended  The  extent  to  which 
development  of  tolerance  should  modify  the  dosage  program  has  not  been  defined.  The  oral 
controlled-release  forms  of  isosorbide  dinitrate  should  not  be  chewed 
DOSAGE  FORMS  AVAILABLE:  Sublingual  Tablets  (2,5,5,10  mg),  Chewable  Tablets  (5, 10  mg); 
Oral  Tablets  (5, 10, 20, 30. 40  mg);  Suslained  Action  Tablets  (40  mg) 


Be  preparetd,  Doctor.  More  patients 
will  be  asking  about  colorectal  cancer. 
Accor(ding  to  a surv'ey*  conducted  by  the 
American  Cancer  Sociem,  many  people 
would  like  to  receive  more  information 
about  colorectal  cancer,  and  83%  said 
they  would  want  to  be  checked  for  it. 
Further,  they  are  learning  that  this  cancer 
can  be  detected  before  symptoms  appear. 
The  present  cure  rate  is  44%.  The  cure 
rate  could  be  as  high  as  75%,  with  early 
deteiAion  and  appropriate  management. 

For  asymptomatic  persons  the  Sociem 
recommends  annual  digital  rectal  exam- 
ination at  age  40  and  over;  at  age  50  and 
over,  an  annual  stool  blood  test,  as  well  as 
sigmoidoscopy  ev^eiy  three  to  hve  years, 
following  tw’O  initial  annual  negative 
sigmoidoscopies. 

We’re  here  to  help.  You  can  reach  us  at 
your  local  American  Cancer  Society'  office 
or  write  to  our  Professional  Education 
Department  at  National  ffeadquarters, 

90  Park  Avenue,  New  York,  N.Y  10016. 

Ask  about  the  Society^'s  Colorectal  Check 
program  of  professional  and  public 
education  for  the  early  detection  of 
colorectal  cancer. 
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Before  prescribing,  see  complete  prescribing  information  In  SK&F  CO. 
literatore  or  POR.  The  following  is  a brief  sommary. 


WARNING 

This  drug  is  not  indicated  for  initiai  therapy  of  edema  or  hypertension. 
Edema  or  hypertension  requires  therapy  titrated  to  the  individual.  If  this 
combination  represents  the  dosage  so  determined,  its  use  may  be 
mote  convenient  in  patient  management.  Treatment  of  hypertension 
and  edema  is  not  static,  but  must  be  reevaluated  as  conditions  in 
each  patient  warrant. 


Contraindications:  Concomitant  use  with  other  potassium-sparing  agents 
such  as  spironoiactone  or  amiloride  Further  use  in  anuria,  progressive 
renai  or  hepatic  dysfunction,  hyperkaiemia.  Pre-existing  elevated  serum 
potassium.  Hypersensitivity  to  either  component  or  other  sulfonamide- 
derived  drugs. 

Warnings:  Do  not  use  potassium  supplements,  dietary  or  otherwise,  unless 
hypokalemia  develops  or  dietary  intake  of  potassium  is  markedly  Impaired. 
If  supplementary  potassium  is  needed,  potassium  tablets  should  not  be 
used.  Hyperkalemia  can  occur,  and  has  been  associated  with  cardiac  irregu- 
larities. It  is  more  likely  in  the  severely  ill.  with  urine  volume  less  than 
one  liter/day  the  elderly  and  diabetics  with  suspected  or  confirmed  renal 
insufficiency.  Periodically,  serum  K'*'  levels  should  be  determined.  If  hyper- 
kalemia develops,  substitute  a thiazide  alone,  restrict  K"*"  intake.  Asso- 
ciated widened  QRS  complex  or  arrhythmia  requires  prompt  additional 
therapy.  Thiazides  cross  the  placental  barrier  and  appear  in  cord  blood. 
Use  in  pregnancy  requires  weighing  anticipated  benefits  against  possible 
hazards,  including  fetal  or  neonatal  jaundice,  thrombocytopenia,  other 
adverse  reactions  seen  in  adults.  Thiazides  appear  and  triamterene  may 
appear  in  breast  milk.  If  their  use  is  essential,  the  patient  should  stop 
nursing.  Adequate  information  on  use  in  children  is  not  available.  Sensitivity 
reactions  may  occur  in  patients  with  or  without  a history  of  allergy  or 
bronchial  asthma.  Possible  exacerbation  or  activation  of  systemic  lupus 
erythematosus  has  been  reported  with  thiazide  diuretics. 

Precautions:  The  bioavailability  of  the  hydrochlorothiazide  component  of 
'Dyazide'  is  about  50%  of  the  bioavailability  of  the  single  entity.  Theoreti- 
cally, a patient  transferred  from  the  single  entities  of  Dyrenium  (triamterene, 
SK&F  CO.)  and  hydrochlorothiazide  may  show  an  increase  in  blood  pressure 
or  fluid  retention.  Similarly,  it  is  also  possible  that  the  lesser  hydro- 
chlorothiazide bioavailability  could  lead  to  increased  serum  potassium  levels. 
However,  extensive  clinical  experience  with  'Dyazide'  suggests  that  these 
conditions  have  not  been  commonly  observed  in  clinical  practice.  Do 
periodic  serum  electrolyte  determinations  (particularly  important  in  patients 
vomiting  excessively  or  receiving  parenteral  fluids,  and  during  concurrent 
use  with  amphotericin  B or  corticosteroids  or  corticotropin  [ACTH]). 
Periodic  BUN  and  serum  creatinine  determinations  should  be  made, 
especially  in  the  elderly,  diabetics  or  those  with  suspected  or  confirmed 
renal  insufficiency.  Cumulative  effects  of  the  drug  may  develop  in  patients 
with  impaired  renal  function.  Thiazides  should  be  used  with  caution  in 
patients  with  impaired  hepatic  function.  They  can  precipitate  coma  in 
patients  with  severe  liver  disease.  Observe  regularly  for  possible  blood 
dyscrasias,  liver  damage,  other  idiosyncratic  reactions.  Blood  dyscrasias 
have  been  repotted  in  patients  receiving  triamterene,  and  leukopenia, 
thrombocytopenia,  agranulocytosis,  and  aplastic  and  hemolytic  anemia 
have  been  reported  with  thiazides.  Thiazides  may  cause  manifestation  of 
latent  diabetes  mellitus.  The  effects  of  oral  anticoagulants  may  be 
decreased  when  used  concurrently  with  hydrochlorothiazide:  dosage  adjust- 
ments may  be  necessary.  Clinically  insignificant  reductions  in  arterial 
responsiveness  to  norepinephrine  have  been  reported.  Thiazides  have  also 
been  shown  to  increase  the  paralyzing  effect  of  nondepolarizing  muscle 
relaxants  such  as  tubocurarine.  Triamterene  is  a weak  folic  acid  antagonist. 
Do  periodic  blood  studies  in  cirrhotics  with  splenomegaly.  Antihypertensive 
effects  may  be  enhanced  in  post-sympathectomy  patients.  Use  cautiously 
in  surgical  patients.  Triamterene  has  been  found  in  renal  stones  in  asso- 
ciation with  the  other  usual  calculus  components.  Therefore,  'Dyazide' 
should  be  used  with  caution  in  patients  with  histories  of  stone  formation. 
A few  occurrences  of  acute  renal  failure  have  been  reported  in  patients  on 
'Dyazide'  when  treated  with  indomethacin.  Therefore,  caution  is  advised  in 
administering  nonsteroidal  anti-inflammatory  agents  with  'Dyazide'.  The 
following  may  occur:  transient  elevated  BUN  or  creatinine  or  both,  hyper- 
glycemia and  glycosuria  (diabetic  insulin  requirements  may  be  altered), 
hyperuricemia  and  gout,  digitalis  intoxication  (in  hypokalemia),  decreasing 
alkali  reserve  with  possible  metabolic  acidosis.  'Dyazide'  interferes  with 
fluorescent  measurement  of  quinidine.  Hypokalemia  is  uncommon  with 
Dyazide',  but  should  it  develop,  corrective  measures  should  be  taken  such 
as  potassium  supplementation  or  increased  dietary  intake  of  potassium- 
rich  foods.  Corrective  measures  should  be  instituted  cautiously  and  serum 
potassium  levels  determined.  Discontinue  corrective  measures  and 
Dyazide'  should  laboratory  values  reveal  elevated  serum  potassium. 
Chloride  deficit  may  occur  as  well  as  dilutional  hyponatremia.  Concurrent 
use  with  chlorpropamide  may  increase  the  risk  of  severe  hyponatremia. 
Serum  PBI  levels  may  decrease  without  signs  of  thyroid  disturbance.  Cal- 
cium excretion  is  decreased  by  thiazides.  'Dyazidfe'  should  be  withdrawn 
before  conducting  tests  for  parathyroid  function. 

Thiazides  may  add  to  or  potentiate  the  action  of  other  antihypertensive 
drugs. 

Diuretics  reduce  renal  clearance  of  lithium  and  increase  the  risk  of  lithium 
toxicity. 

Adverse  Reactions:  Muscle  cramps,  weakness,  dizziness,  headache,  dry 
mouth:  anaphylaxis,  rash,  urticaria,  photosensitivity,  purpura,  other  dermat- 
ological conditions;  nausea  and  vomiting,  diarrhea,  constipation,  other 
gastrointestinal  disturbances;  postural  hypotension  (may  be  aggravated  by 
alcohol,  barbiturates,  or  narcotics).  Necrotizing  vasculitis,  paresthesias, 
icterus,  pancreatitis,  xanthopsia  and  respiratory  distress  including  pneu- 
monitis and  pulmonary  edema,  transient  blurred  vision,  sialadenitis,  and 
vertigo  have  occurred  with  thiazides  alone.  Triamterene  has  been  found  in 
renal  stones  in  association  with  other  usual  calculus  components.  Rare 
incidents  of  acute  interstitial  nephritis  have  been  reported.  Impotence  has 
been  reported  in  a few  patients  on  'Dyazide',  although  a causal  relationship 
has  not  been  established. 

Supplied:  ‘Dyazide’  is  supplied  as  a red  and  white  capsule,  in  bottles  of 
1000  capsules:  Single  Unit  Packages  (unit-dose)  of  100  (intended  for 
institutional  use  only);  In  Patient-Pak™  unit-of-use  bottles  of  100. 
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Tbday,  our  children  are  computing  basic  math.  Tomorrow, 
they’ll  be  programming  the  future. 

But  before  they  can  fill  the  computer  screen  with  new 
information,  we’ll  have  to  help  fill  fteir  minds.  With 
ideas.  Information.  Dreams.  With  the  stimulation  only  a first- 
rate  college  education  can  provide. 

But  theyTl  need  your  help. 

Because  only  with  your  help  will  colleges  be  able  to  cope 
with  the  high  cost  of  learning. 

Rising  costs  and  shrinking  revenues  are  threatening  the 
ability  of  colleges  to  provide  the  kind  of  education 
tomorrow’s  leaders  need  to  solve  tomorrow’s  problems. 

So  please  give  generously  to  the  college  of  your  choice. 

You’ll  be  programming  America  for  success  for  years 
to  come. 

Give  to  the  college  of  your  choice. 
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A Case  In  Point 
For  Early  Intervention: 
Coronary  Artery  Disease 


A 38  year  old  male  enters  the  emergency 
room  with  severe  substernal  chest  pain 
with  ECG  findings  indicating  significant 
ischemic  changes  involving  the  distribution 
of  the  left  coronary  artery.  Despite  avail- 
able medical  intervention  the  chest  pain 
becomes  more  severe.  What  is  the  next 
course  of  action? 

VASODILATOR  THERAPY  — NO  EFFECT 

BETA  - BLOCKADE  — NO  EFFECT 

CA  - CHANNEL  BLOCKADE  — NO  EFFECT 

IMPRESSION:  CRITICAL  CORONARY  LE- 
SION WITH  PREINFARCTION  ANGINA 

RECOMMENDATION:  INVASIVE 
DIAGNOSTIC  AND  THERAPEUTIC 
MEASURES 

How  do  you  get  this  patient  safely  to 
a facility  which  can  provide  immediate 
coronary  catheterization  and  possible  per- 
cutaneous coronary  angioplasty  and  if 
angioplasty  is  not  successful  has  the 
availability  of  emergency  coronary  surgery? 


SOLUTION:  CALL  OCHSNER  FLIGHT 
CARE:  1-800-624-7637 
1-800-OCHSNER 

A call  was  received  at  Ochsner  at  8:30 
p.m.  Ochsner  Flight  Care  lifted  off  at  8:40 
p.m.  and  arrived  at  the  hospital  at  9:00 
p.m.  The  patient  was  transported  back  to 
Ochsner  m the  hands  of  a Critical  Care 
physician  and  nurse  by  10:15  at  which  time 
a proximal  left  anterior  descending  coron- 
ary artery  lesion  was  identified.  Coronary 
artery  angioplasty  was  successful  in  reliev- 
ing his  angina.  ECG  and  laboratory  studies 
the  following  day  revealed  no  evidence  of 
myocardial  infarction.  The  patient  was  dis- 
charged m three  days  to  his  family  physi- 
cian for  follow-up  care. 


Ochsner  Flight  Care 
Ochsner  Medical  Institutions 
1512-1516  Jefferson  Highway 
New  Orleans,  Louisiana  70121 


For  an 

Arthritis 
Consultation, 
Call  a Specialist. 
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The  UAB  Multipurpose  Arthritis  Center,  using  a compre- 
hensive team  approach,  provides  therapies  for  such  disorders 
as:  rheumatoid  arthritis,  systematic  lupus  erythematosus  (SLE), 
polymyositis,  scleroderma,  vasculitis,  and  related  connective 
tissue  diseases.  As  one  of  the  first  federally  designated 
Multipurpose  Arthritis  Centers,  it  maintains  active  research  into 
such  aspects  of  rheumatic  disease  as  hereditary  factors  of 
susceptibility  and  connective  tissue  biochemistry,  cellular 
pathophysiology  of  rheumatoid  arthritis,  and  the  possible 
role  of  viruses  in  the  autoimmune  diseases. 

The  Center  emphasizes  a team  approach  involving  rheuma- 
tologists, orthopedists,  physical  and  occupational  therapists, 
psychologists,  social  workers,  pharmacists,  nutritionists,  specially 
trained  nurses  and  patient  educators. 

Special  areas  of  treatment  at  the  UAB  Multipurpose  Arthritis 
Center  include  the  following: 

■ Reconstructive  Joint  Surgery 

■ Diagnostic  Arthroscopy  and  Joint  Scans 

■ Physical  and  Occupational  Therapy 

■ Clinical  Trials  of  New  Drugs  Using  Specific  Protocols 

The  following  outpatient  specialty  clinics  are  also  offered  by  the 

Center: 

■Adult  Rheumatology:  Diagnosis,  Treatment  and 
Follow-up 

■Juvenile  Arthritis  (JA) 

■ Gold  Clinic 

The  Multipurpose  Arthritis  Center  is  one  of  60  depart- 
ments, divisions  and  centers  of  the  University  of  Alabama 
Medical  Center  accessible  to  you  through  this  service. 

The  Center  welcomes  physician  inquiries.  To  speak  with  a 
physician,  to  consult  about  a patient,  to  refer  a patient  or  to 
request  a patient  transfer  via  the  Critical  Care  Transport  Service, 
telephone  by  using  the  MIST  number. 


MIST 

'ledical  Information  Service  vialelephone 

University  of  Alabama  Hospitals 
University  of  Alabama  at  Birmingham 


A Sign  of  the  Times? 


In  1983,  22  physician-owned  professional 
liability  insurance  companies  were  forced  to 
raise  their  premiums  an  average  of  17  percent. 
At  that  rate,  high-risk  insurance  coverage  that 
cost  $63,000  in  1983  could  top  $300,000  in  just 
ten  years. 

These  costs  are  leading  to  an  affordability 
crisis  which  affects  everyone.  Physicians  are 
concerned  about  rising  premiums,  exorbitant 
awards  and  continued  insurance  availability. 
Patients  pay  the  price  in  increased  costs  and 
limited  access  to  care. 

Liability  problems  exact  a high  toll  on  physi- 
cians—in  time  and  money,  and  even  on  their 
health.  Some  have  been  forced  into  early  retire- 
ment; others  have  modified  their  practices  to 
avoid  high-risk  procedures. 

There  is  help.  The  American  Medical  Asso- 
ciation's Special  Task  Force  on  Professional 
Liability  and  Insurance  has  developed  an  ambi- 
tious plan  of  action  to  respond  to  the  crisis. This 
includes  reviewing  tort  reform,  working  with 
the  nation's  policymakers  to  address  the  issue. 


promoting  state  coalitions  to  deal  with  the 
problem,  distributing  patient  information 
materials  and  instructing  physicians  on  how  to 
avoid  lawsuits. 

If  you  want  something  done  about  the  pro- 
fessional liability  problem,  become  part  of  the 
solution:  join  the  AMA. 

For  more  information  about  membership,  call  toll-free 
800/621-8335  (in  Illinois,  call  collect  312/645-4783),  or  return  this 
coupon  to: 


The  American  Medical 
Association 

Division  of  Membership 
535  North  Dearborn,  Chicago,  Illinois  60610 

□ Please  send  me  AMA  membership  information. 

1 am  a member  of  my  county  medical  society. 

Name 
Street 

City  State  Zip 

County 


Dues  Reduction 
For  MSMA  Members 


Jackson,  MS  - Members  of  the  MSMA  and  Kansas 
Medical  Association  will  be  excluded  from  an  AMA 
dues  increase  in  1986,  following  action  of  the 
AMA  House  of  Delegates  at  its  June  meeting.  The  two  state  associations 
recently  adopted  unified  membership  and  will  receive  exemption  from  dues 
Increases  for  one  year.  Instead  of  $375  for  AMA  dues,  MSMA  members  will  pay 
$300.  Some  75%  of  MSMA  members  paid  AMA  dues  in  1985. 


Indigent  Care  Jackson,  MS  - A Special  Study  Committee  on 

Committee  Formed  Indigent  Care  has  been  formed  by  the  state 

legislature.  State  health  agencies  and 
private  health  associations  have  been  asked  to  name  representatives  to  the 
committee,  which  will  include  among  its  members  four  legislators.  Senators 
George  Smith  and  Bill  Canon  and  Representatives  Ed  Buelow,  Jr.,  and  John 
Junkin.  MSMA's  House  of  Delegates  recommended  the  committee  be  formed. 


Medicare  Fee  Freeze  Washington,  DC  - Physicians  electing  to  be 

Gets  Committee  Approval  "participating”  physicians  for  the  period 

beginning  October  1,  1985  would  be  allowed  an 
Increase  in  their  Medicare  reimbursement  under  a proposal  approved  by  the 
House  Ways  and  Means  Committee.  The  fee  freeze  for  "non— participating" 
physicians  would  continue.  The  proposal  promises  an  October  1,  1986 
increase  in  Medicare  reimbursement  for  all  physicians. 


Dementia  Demands  Chicago,  IL  — The  Incidence  of  severe  senile 

Greater  Attention  dementia  of  the  Alzheimer’s  type  Increases 

with  advanced  age  and  has  a higher  prevalence 
among  women,  according  to  a study  in  the  August  Archives  of  Neurology.  The 
authors  conclude  that  as  the  elderly  population  increases,  the  problem 
needs  greater  attention.  The  study  of  Copiah  County,  Mississippi  residents 

found  prevalence  ratios  about  twice  as  high  for  women  as  for  men. 


Leukemia  Linked  to  Chicago , IL  - Groundwater  contaminated  by 

Radium  in  Groundwater  radium  may  be  a contributing  factor  for 

leukemia  in  humans,  according  to  a report  in 
the  August  1 JAMA.  Investigators  found,  in  27  Florida  counties,  that 
12.4%  of  groundwater  samples  exceeded  EPA-established  maximum  contaminant 
levels  of  radium  and  that  the  incidence  of  leukemia  in  high  exposure 
areas  was  significantly  greater  than  that  in  low  exposure  areas. 


Consider  the 
causative  organisms... 


cefaclor 


250>mg  Pulvules^  t.i.d. 

offers  effecfiveness  againsf 
the  major  causes  of  bacterial  bronchitis 


H.  influenzae,  H.  influenzae,  S.  pneumoniae,  S.  pyogenes 

(ampicillin-susceptible)  (ampicillin-resistant) 


Brief  SummarY  Consult  the  package  literature  for  prescribing 
information 

Indications  and  Usage  Ceclor'  icetaclor,  Lilly)  is  indicated  in  the 
treatment  of  the  tollowmo  infections  when  caused  by  susceptible 
strains  of  the  designated  microorganisms 
Lower  respiratory  infections  including  pneumonia  caused  by 
Sireoiococcus  pneumoniae  iDipiococcus  pneumoniae)  Haemopti 
ilus  infiuemae  and  S pyogenes  igroup  A beia-hemolytic 
streptococci) 

Appropriate  culture  and  susceptibility  studies  should  be 
performed  to  determine  susceptibility  of  the  causative  organism 
to  Ceclor 

Contraindication  Ceclor  is  contraindicated  in  patients  with  known 
allergy  to  the  cephalosporin  group  ol  antibiotics 
Wamingi  IN  PENICILLIN-SENSITIVE  PATIENTS.  CEPHALO 
SPOflIN  ANTIBIOTICS  SHOULD  BE  ADMINISTERED  CAUTIOUSLY 
THERE  IS  CLINICAL  AND  LABORATORY  EVIDENCE  OF  PARTIAL 
CROSS  ALLERGENICITY  Of  THE  PENICILLINS  AND  THE 
CEPHALOSPORINS  AND  THERE  ARE  INSTANCES  IN  WHICH 
PATIENTS  HAVE  HAD  REACTIONS  INCLUDING  ANAPHYLAXIS 
TO  BOTH  DRUG  CLASSES 

Antrbrottcs  including  Ceclor  should  be  administered  cautiously 
to  any  patient  who  has  demonstrated  some  form  of  allergy 
particularly  to  drugs 

Pseudomembranous  colitis  has  been  reported  with  virtually  all 
broad  spectrum  antibiotics  iincluding  macrolides  semisynthetic 
penicillins  and  cephalosporins)  therefore  it  is  important  to 
consider  its  diagnosis  in  patients  who  develop  diarrhea  in 
association  with  the  use  ol  antibiotics  Such  colitis  may  range  m 
seventy  from  mild  to  life-threatening 
Treatment  with  broad-spectrum  antibiotics  alters  the  normal 
flora  of  the  colon  and  may  permit  overgrowth  of  Clostridia  Studies 
indicate  that  a lonn  produced  by  CiosinPium  difficile  is  one 
primary  cause  ol  antibioiic  associated  colitis 
Mild  cases  of  pseudomembranous  colitis  usually  respond  to 
drug  discontinuance  alone  in  moderate  to  severe  cases  manage 


ment  should  include  sigmoidoscopy,  appropriate  bacteriologic 
studies,  and  fluid,  electrol/te.  and  protein  supplementation 
When  the  colitis  does  not  improve  after  the  drug  has  been 
discontinued,  or  when  it  is  severe,  oral  vancomycin  is  the  drug 
ol  choice  for  antibioiic-associaied  pseudomembranous  colitis 
produced  by  C difficile  Other  causes  of  colitis  should  be 
ruled  out 

Precautions  General  Piecauims  - It  an  allergic  reaction  to 
Ceclor’  icetaclor  Lilly)  occurs,  the  drug  should  be  discontinued 
and.  It  necessary,  the  patient  should  be  treated  with  appropriate 
agents  e g . pressor  amines,  antihistamines,  or  corticosteroids 
Prolonged  use  of  Ceclor  may  result  in  the  overgrowth  ol 
nonsusceptible  organisms  Careful  observation  of  the  patient  is 
essential  If  superinfection  occurs  during  therapy,  appropriate 
measures  should  be  taken 

Positive  direct  Coombs  tests  have  been  reported  during  treat- 
ment with  the  cephalosporin  antibiotics  In  hematologic  studies 
or  in  transfusion  cross  matching  procedures  when  antiglobulin 
tests  are  performed  on  the  minor  side  or  in  Coombs'  testing  of 
newborns  whose  mothers  have  received  cephalosporin  antibiotics 
before  parturition,  it  should  be  recognised  that  a positive 
Coombs  test  may  be  due  to  the  drug 
Ceclor  should  be  administered  with  caution  in  the  presence  of 
markedly  impaired  renal  function  Under  such  conditions,  careful 
clinical  observation  and  laboratory  studies  should  be  made 
because  sale  dosage  may  be  lower  than  that  usually  recommended 
As  a result  ol  aoministraiion  of  Ceclor.  a false-positive  reaction 
for  glucose  in  the  urine  may  occur  This  has  been  observed  with 
Benedict  s and  Fehling  s solutions  and  also  with  Clinitest* 
tablets  but  not  with  Tes  Tape’  iGlucose  Enzymatic  Test  Strip. 
USP.  Lilly) 

Broad-spectrum  antibiotics  should  be  prescribed  with  caution  in 
individuals  with  a history  of  gastrointestinal  disease  particularly 
colitis 

Usage  in  Pregnancy  - Pregnancy  Category  B - Reproduction 
studies  have  been  performed  in  mice  and  rats  at  doses  up  to  12 
times  the  human  dose  and  in  ferrets  given  three  times  the  maximum 


human  dose  and  have  revealed  no  evidence  ol  impaired  fertility 
or  harm  to  the  fetus  due  to  Ceclor’  icetaclor.  Lilly)  There  are. 
however,  no  adequate  and  well-controlled  studies  in  pregnant 
women  Because  animal  reproduction  studies  are  not  always 
predictive  ol  human  response,  this  drug  should  be  used  during 
pregnancy  only  if  clearly  needed 
Nursing  Mothers  ~ Small  amounts  of  Ceclor  have  been  detected 
in  mother  s milk  following  administration  of  single  500-mg  doses 
Average  levels  were  0 18  0 20. 0 21 . and  0 16  mcg/ml  at  two 
three,  four,  and  live  hours  respectively  Trace  amounts  were 
detected  at  one  hour  The  effect  on  nursing  infants  is  not  known 
Caution  should  be  exercised  when  Ceclor  is* administered  to  a 
nursing  woman 

Usage  in  Children  - Safety  and  effectiveness  of  this  product  lor 
use  in  infants  less  than  one  month  of  age  have  not  been  established 
Adverse  Reactions  Adverse  effects  considered  related  to  therapy 
with  Ceclor  are  uncommon  and  are  listed  below 
Gastrointestinal  symptoms  occur  in  about  2 5 percent  of 
patients  and  include  diarrhea  (1  in  70) 

Symptoms  of  pseudomembranous  colitis  may  appear  either 
during  or  alter  antibiotic  treatment  Nausea  and  vomiting  have 
been  reported  rarely 

Hypersensitivity  reactions  have  been  reported  in  about  1 5 
percent  of  patients  and  include  morbiliform  eruptions  (1  in  100) 
Pruritus,  urticaria,  and  positive  Coombs'  tests  each  occur  in  less 
than  1 in  200  patients  Cases  ol  serum-sickness-like  reactions 
(erythema  multilorme  or  the  above  skin  manifestations  accompanied 
by  arthritis/arthralgia  and.  frequently  fever)  have  been  reoorted 
These  reactions  are  apparently  due  to  hypersensitivity  and  have 
usually  occurred  during  or  following  a second  course  of  therapy 
with  Ceclor  Such  reactions  have  been  reported  more  frequently 
in  children  than  in  adults  Signs  and  symptoms  usually  occur  a tew 
days  after  initiation  ol  therapy  and  subside  within  a few  days 
after  cessation  of  therapy  No  serious  sequelae  have  been  reported 
Antihistamines  and  corticosteroids  appear  to  enhance  resolution 
ol  the  syndrome 

Cases  ol  anaphylaxis  have  been  reported,  half  of  which  have 


occurred  in  patients  with  a history  of  penicillin  allergy 
Other  effects  considered  related  to  therapy  included 
eosinophilia  |1  in  50  patients)  and  genital  pruritus  or  vaginitis 
(less  than  1 in  100  patients). 

Causal  Relationship  Uncertain  - Transitory  abnormalities  in 
clinical  laboratory  test  results  have  been  reported  Although  they 
were  of  uncertain  etiology,  they  are  listed  below  to  serve  as 
alerting  information  tor  the  physician 
Hepatic  - Slight  elevations  m SCOT.  SGPT.  or  alkaline 
phosphatase  values  |l  in  40) 

Hematopoietic  - Transient  fluctuations  in  leukocyte  count 
predominantly  lymphocytosis  occurring  in  infants  and  young 
children  |1  in  40) 

Renal  - Slight  elevations  in  BUN  or  serum  creatinine  dess  thv 
1 in  500)  or  abnormal  urinalysis  (less  than  1 in  200) 

|06l762Ri 


Note  Ceclor’  icetaclor.  Lilly)  is  contraindicated  in  patients 
with  known  allergy  to  the  cephalosporins  and  should  be  given 
cautiously  to  penicillin-allergic  patients 
Penicillin  is  the  usual  drug  of  choice  in  the  treatment  and 
prevention  ol  streptococcal  infections,  including  the  prophyiais 
of  rheumatic  fever  See  prescribing  information 
© 1984,  ELI  LILLY  AND  COMPANY 


Additional  information  avaitat^  to 
the  profession  on  reguesi  from 
£li  Lilly  and  Company 
Indianapolis  Indiana  46285 
Ell  Lilly  indastrMs.  Inc 
Carolina  Puerto  Rico  00630 
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helping  you  change  things 
for  the  better 


Canton  Exchange  Bank 

A FULL  SERVICE  BANK 

"Your  Account  Handled  in 
Strict  Confidence" 


Each  depositor  insured  to  $100,000 


Branch  Offices 

Canton  East  Branch  [ I ^ 
Bank  Of  Madison  I I ^ 
Bank  Of  Ridgeland 


Branch  of 
First  National 
Bank, 

Jackson,  MS 


Federal  Deposit  Insurance  Corporation 


PRINTING-OFFICE  SUPPLIES 
EQUIPMENT—  FURNITURE 


Premier  Printing  Company 

2485  West  Capitol  Jackson,  Mississippi 

Phone  352-4091 


No  need  for  dosage  calculations... 


VBtMOX 


JANSSEN 

PHARMACEUTICA 
PiscQtawoy,  NJ  08854-3998 
©Janssen  Pharmaceutica  Inc.  1985 


Pathology  Laboratories,  Ltd. 

Hattiesburg,  Mississippi 

Announces 
Its  New  Name 


Thomas  F. 

Puckett  Laboratory 


In  the  be^innin^,  in  January  1955, 
the  Pathology  Laboratories,  Ltd.  of  today  was 

' PUCKETT  LABS 

Now  our  first  name  is  our  brand  new  name. 
Because  Pathology  Laboratories,  Ltd.  is  now 
PUCKE  TT  LABOR  A TOR  Y. 

Over  the  past  30  years  we've  evolved  into  the  first  name 
in  full  service  reyonal  reference  laboratory  testing. 

And,  in  honor  of  our  founder 
Dr.  Thomas  F.  Puckett, 

our  name  reflects  our  original  commitments  to  quality 
and  service  shared  by  every  member  of  our  laboratory  team. 

So  it’s  with  ^reat  pride  that 
Pathology  Laboratories,  Ltd. 
adopts  the  name  everyone  knows. 

A t PUCKE  TT  LABOR  A TOR  Y 

our  name  may  have  changed  but  our  dedication  to 
"personalized  laboratory  service"  never  will. 
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Aftera  nitrate, 
add  1S0PHM 

(verapamil  HCl/Knoll) 


To  protect  your  patients,  as  well  as  their  quality  of  life, 
add  Isoptin  instead  of  a beta  blocker. 


First,  Isoptin  not  only  reduces  myocardial  oxygen  demand 
by  reducing  peripheral  resistance,  but  also  increases  coro- 
nary perfusion  by  preventing  coronary  vasospasm  and 
dilating  coronary  arteries  — both  normal  and  stenotic. 
These  are  antianginal  actions  that  no  beta  blocker 
can  provide. 

Second,  Isoptin  spares  patients  the 
beta-blocker  side  effects  that  may 
compromise  the  quality  of  life. 

With  Isoptin,  fatigue,  bradycardia  and  mental 
depression  are  rare.  Unlike  beta  blockers, 

Isoptin  can  safely  be  given  to  patients  with 
asthma,  COPD,  diabetes  or  peripheral 
vascular  disease.  Serious  adverse 
reactions  with  Isoptin  are  rare 
at  recommended  doses;  the 
single  most  common  side 
effect  is  constipation  (6.3%). 

Cardiovascular  contra- 
indications to  the  use  of 
Isoptin  are  similar  to  those 
of  beta  blockers:  severe 
left  ventricular  dysfunction, 
hypotension  (systolic  pres- 
sure <90  mm  Hg)  or  cardio- 
genic shock,  sick  sinus  syndrome 
(if  no  artificial  pacemaker  is  present) 
and  second-  or  third-degree  AV  block. 

So,  the  next  time  a nitrate  is  not  enough,  add 
Isoptin ...  for  more  comprehensive  antianginal 
protection  without  side  effects  which  may 
cramp  an  active  life  style. 


ISOPTIN.  Added 
antianginal  protection 
without  beta-blocker 
side  effects. 


Please  see  brief  summary  on  following  page 


ISOPTIN 

(verapamil  HCI/Knoll) 

80  mg  and  120  mg  scored, film-coated  tablets 


Contraindications:  Severe  left  ventricular  dysfunction  (see  Warnings),  hypo- 
tension (systolic  pressure  < 90  mm  Hg)  or  cardiogenic  shock,  sick  sinus  syn- 
drome (except  in  patients  with  a functioning  artificial  ventricular  pacemaker), 
2nd-  or  3rd-degree  AV  block  Warnings:  ISOPTIN  should  be  avoided  in  patients 
with  severe  left  ventricular  dysfunction  (e  g.,  ejection  fraction  < 30%  or 
moderate  to  severe  symptoms  of  cardiac  failure)  and  in  patients  with  any 
degree  of  ventricular  dysfunction  if  they  are  receiving  a beta  blocker.  (See 
Precautions.)  Patients  with  milder  ventricular  dysfunction  should,  if  possible,  be 
controlled  with  optimum  doses  of  digitalis  and/or  diuretics  before  ISOPTIN  is 
used.  (Note  interactions  with  digoxin  under  Precautions.)  ISOPTIN  may  occa- 
sionally produce  hypotension  (usually  asymptomatic,  orthostatic,  mild  and  con- 
trolled by  decrease  in  ISOPTIN  dose).  Elevations  of  transaminases  with  and 
without  concomitant  elevations  in  alkaline  phosphatase  and  bilirubin  have  been 
reported.  Such  elevations  may  disappear  even  with  continued  treatment;  how- 
ever, four  cases  of  hepatocellular  injury  by  verapamil  have  been  proven  by  re- 
challenge. Periodic  monitoring  of  liver  function  is  prudent  during  verapamil 
therapy.  Patients  with  atrial  flutter  or  fibrillation  and  an  accessory  AV  pathway 
(e  g.  W-P-W  or  L-G-L  syndromes)  may  develop  increased  antegrade  conduction 
across  the  aberrant  pathway  bypassing  the  AV  node,  producing  a very  rapid 
ventricular  response  after  receiving  ISOPTIN  (or  digitalis).  Treatment  is  usually 
D.C. -cardioversion,  which  has  been  used  safely  and  effectively  after  ISOPTIN. 
Because  of  verapamil's  effect  on  AV  conduction  and  the  SA  node,  1°  AV  block 
and  transient  bradycardia  may  occur.  High  grade  block,  however,  has  been 
infrequently  observed.  Marked  1°  or  progressive  2°  or  3°  AV  block  requires  a 
dosage  reduction  or,  rarely,  discontinuation  and  institution  of  appropriate 
therapy  depending  upon  the  clinical  situation.  Patients  with  hypertrophic  car- 
diomyopathy (IHSS)  received  verapamil  in  doses  up  to  720  mg/day.  It  must  be 
appreciated  that  this  group  of  patients  had  a serious  disease  with  a high  mor- 
tality rate  and  that  most  were  refractory  or  intolerant  to  propranolol.  A variety 
of  serious  adverse  effects  were  seen  in  this  group  of  patients  including  sinus 
bradycardia,  2°  AV  block,  sinus  arrest,  pulmonary  edema  and/or  severe  hypo- 
tension. Most  adverse  effects  responded  well  to  dose  reduction  and  only  rarely 
was  verapamil  discontinued.  Precautions:  ISOPTIN  should  be  given  cautiously 
to  patients  with  impaired  hepatic  function  (in  severe  dysfunction  use  about 
30%  of  the  normal  dose)  or  impaired  renal  function,  and  patients  should  be 
monitored  for  abnormal  prolongation  of  the  PR  interval  or  other  signs  of  exces- 
sive pharmacologic  effects.  Studies  in  a small  number  of  patients  suggest  that 
concomitant  use  of  ISOPTIN  and  beta  blockers  may  be  beneficial  in  patients 
with  chronic  stable  angina.  Combined  therapy  can  also  have  adverse  effects  on 
cardiac  function.  Therefore,  until  further  studies  are  completed,  ISOPTIN  should 
be  used  alone,  if  possible.  If  combined  therapy  is  used,  close  surveillance  of  vital 
signs  and  clinical  status  should  be  carried  out.  Combined  therapy  with  ISOPTIN 
and  propranolol  should  usually  be  avoided  in  patients  with  AV  conduction 
abnormalities  and/or  depressed  left  ventricular  function.  Chronic  ISOPTIN  treat- 
ment increases  serum  digoxin  levels  by  50%  to  70%  during  the  first  week  of 
therapy,  which  can  result  in  digitalis  toxicity.  The  digoxin  dose  should  be  re- 
duced when  ISOPTIN  is  given,  and  the  patients  should  be  carefully  monitored  to 
avoid  over-  or  under-digitalization.  ISOPTIN  may  have  an  additive  effect  on 
lowering  blood  pressure  in  patients  receiving  oral  antihypertensive  agents. 
Disopyramide  should  not  be  given  within  48  hours  before  or  24  hours  after 
ISOPTIN  administration.  Until  further  data  are  obtained,  combined  ISOPTIN  and 
quinidine  therapy  in  patients  with  hypertrophic  cardiomyopathy  should  prob- 
ably be  avoided,  since  significant  hypotension  may  result.  Clinical  experience 
with  the  concomitant  use  of  ISOPTIN  and  short-  and  long-acting  nitrates  sug- 
gest beneficial  interaction  without  undesirable  drug  interactions.  Adequate  ani- 
mal carcinogenicity  studies  have  not  been  performed.  One  study  in  rats  did  not 
suggest  a tumorigenic  potential,  and  verapamil  was  not  mutagenic  in  the  Ames 
test.  Pregnancy  Category  C:  There  are  no  adequate  and  well-controlled  studies 
in  pregnant  women.  This  drug  should  be  used  during  pregnancy,  labor  and 
delivery  only  if  clearly  needed.  It  is  not  known  whether  verapamil  is  excreted  in 
breast  milk,  therefore,  nursing  should  be  discontinued  during  ISOPTIN  use. 
Adverse  Reactions:  Hypotension  (2.9%),  peripheral  edema  (1 .7%),  AV  block: 
3rd  degree  (0.8%),  bradycardia:  HR  < 50/min  (1.1%),  CHF  or  pulmonary 
edema  (0.9%),  dizziness  (3.6%),  headache  (1.8%),  fatigue  (1.1%),  constipa- 
tion (6.3%),  nausea  (1.6%),  elevations  of  liver  enzymes  have  been  reported. 
(See  Warnings.)  The  following  reactions,  reported  in  less  than  0.5%,  occurred 
under  circumstances  where  a causal  relationship  is  not  certain:  ecchymosis, 
bruising,  gynecomastia,  psychotic  symptoms,  confusion,  paresthesia,  insomnia, 
somnolence,  equilibrium  disorder,  blurred  vision,  syncope,  muscle  cramp,  shaki- 
ness, claudication,  hair  loss,  macules,  spotty  menstruation  How  Supplied: 
ISOPTIN  (verapamil  HCI)  is  supplied  in  round,  scored,  film-coated  tablets  con- 
taining either  80  mg  or  120  mg  of  verapamil  hydrochloride  and  embossed  with 
"ISOPTIN  80"  or  "ISOPTIN  120"  on  one  side  and  with  "KNOLL"  on  the  reverse 
side.  Revised  August,  1984.  2385 


KNOLL  PHARMACEUTICAL  COMPANY 


knon  30  NORTH  JEFFERSON  ROAD.  WHIPPANY,  NEV7  JERSEY  07981 


2406 


EMPLOYEES 
APPRECIATE 
THEnVYROU 
SAVINGS  PLAN. 


JUST  ASK 
THE  PEOPLE  AT 
E-SYSTCMS. 


“Bonds  are  a good 
liquid  investment, 
and  if  I don’t  use 
them,  they  continue 
to  earn  interest.” 

— L.A.  Fulcher 


“I  put  myself  and 
my  children  through 
school  with  Savings 
Bonds.  They’re 
great!” 

—Ken  Sclater,  Jr. 


“I  save  them,  but 
when  1 want  some- 
thing extra,  I know 
they’re  there.  TTiey’re 
great  for  emergencies.” 
—Jose  Acosta 


U.S.  Savings  Bonds  now  offer 
higher,  variable  interest  rates  and  a 
guaranteed  return.  Your  employees 
will  appreciate  that.  They’ll  also 
appreciate  your  giving  them  the 
easiest,  surest  way  to  save. 

For  more  information,  write  to: 
Steven  R.  Mead,  Executive  Director, 
U.S.  Savings  Bonds  Division,  Depart- 
ment of  the  Treasury,  Washington,  DC 
20226. 


U5.  SAVINGS  BONDS 


Paying  Betterlhan  Ever 


A public  service  of  rhis  publication. 


JOURNAL  OF  THE  MISSISSIPPI  STATE  MEDICAL  ASSOCIATION 
August  1985,  Volume  XXVI,  Number  8 


ORIGINAL  PAPERS 


The  Continent  Ileal  Urinary 
Reservoir:  A Significant  Advance  in 
Urinary  Diversion 

WALTER  R.  JONES,  JR.,  M.D. 

Jackson,  Mississippi 


The  history  of  the  search  for  an  ideal  means  of 
permanent  urinary  diversion  is  one  replete  with  a 
variety  of  frustrating  efforts  by  some  of  the  most 
respected  and  adept  surgeons  in  the  fields  of  urology 
and  surgery. 

In  spite  of  this  work,  the  Bricker  ileal  conduit, 
first  reported  in  1950,'-  ^ remains  the  most  reliable 
and  accepted  procedure.  While  this  conduit  is  easily 
constructed  and  readily  provides  an  adequate  reser- 
voir, it  fails  to  provide  several  important  functions  of 
the  normal  urinary  bladder. 

Notably,  it  is  a conduit  only,  and  provides  no 
continent  control  of  urinary  flow,  and  an  external 
collection  appliance  must  be  worn  at  all  times.  A 
second  and  more  important  deficit  is  that  no  satisfac- 
tory antireflux  valve  has  been  adapted  to  the  Bricker 
conduit,  and  prolonged  ureteral  reflux  and  ascending 
infection  may  lead  to  deterioration  of  renal  func- 
tion.^’ This  becomes  all  important  when  this  means 
of  diversion  is  utilized  in  the  pediatric  age  group,  as 
is  often  the  case. 

The  ileal  conduit  has  been  successful,  however,  in 
avoiding  the  problems  of  urinary  reabsorption  with 
attendant  metabolic  disturbances  noted  with  uretero- 
sigmoidostomy. 

Deterioration  of  renal  function  associated  with  the 
Bricker  conduit  has  stimulated  a number  of  proce- 
dures aimed  at  “undiversion”  in  recent  years.  The 

Dr.  Jones  is  engaged  in  the  private  practice  of  general  surgery  in 
Jackson,  MS. 


Patients  who  undergo  resection  of  the 
bladder  or  experience  loss  of  bladder  func- 
tion have  previously  required  a Bricker  ileal 
conduit  for  urinary  diversion.  Recent  surgi- 
cal innovations  by  Kock  and  others  have  pro- 
vided a continent  internal  urinary  reservoir 
which  avoids  the  problems  of  ureteral  reflux 
and  requires  no  external  collection  device. 
The  author,  based  on  clinical  work  in  pa- 
tients with  the  continent  ileostomy  and  ex- 
perimental animal  studies,  feels  that  the 
continent  urostomy  has  been  further  im- 
proved for  use  in  patients.  An  initial  patient 
in  whom  a continent  urostomy  was  per- 
formed is  reported  with  satisfactory  opera- 
tive results. 


efforts  by  Hendren,  Mogg,  Tscholl,  Whitmore,  and 
others  have  resulted  in  numerous  operations,  ie, 
cecal-cystoplasty,  ileocecal  conduit,  isolated  co- 
lonic segments,  etc.  — each  with  specific  features 
failing  to  accomplish  desired  patient  compliance  or 
approximation  of  normal  urinary  tract  function. 

In  1967  Professor  N.  G.  Kock  of  Sweden  intro- 
duced a continent  ileostomy,^  which  provided  stor- 
age and  controlled  release  of  ileal  contents  in  the 
ileostomate.  Since  that  time,  this  procedure  has 
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gained  widespread  acceptance  among  ileostomates 
worldwide,  but  the  surgical  community  has  been 
slow  to  accept  the  concept.  This  reticence  has  been 
primarily  twofold.  The  procedure  itself  is  technical- 
ly very  difficult  with  potential  for  a high  complica- 
tion rate.  The  second  problem  has  been  that  of  late 
incontinence  developing  as  a result  of  valve  slippage 
or  desusception.  For  these  reasons  the  procedure  has 
been  abandoned  by  several  noted  authorities  in  the 
field  of  intestinal  surgery.^ 

The  procedure  continues  to  find  success  in  the 
hands  of  certain  surgeons,  and  the  longterm  follow- 
up by  Kock  and  others  is  promising.*’  A num- 
ber of  recent  refinements  by  Barnett  have  resulted  in 
a negligible  incidence  of  valve  slippage. 

In  1982  Kock  reported  a series  of  12  patients 
dating  from  1975  in  which  he  used  a modification  of 
his  continent  ileostomy  to  create  a continent  urinary 
reservoir.*^  This  bladder  substitute  contained  two 
non-refluxing  valves  and  represented  a significant 
advance  in  the  area  of  urinary  diversion.  Not  only 
was  the  urinary  pouch  continent  and  required  no 
external  appliance,  but  it  also  contained  a second 
valve  which  prevented  the  problem  of  ureteral  reflux 
and  ascending  infection.  Subsequent  reports  by  Ger- 
ber, Madigan,  and  Skinner  have  substantiated 
Kock’s  original  findings. 

Philipson  in  1983  reported  an  exhaustive  analysis 
of  10  patients  with  continent  ileal  urinary  reservoirs 
performed  by  Kock.  ‘*  The  mean  follow-up  time  was 
15  months,  ranging  from  5 months  to  6V2  years. 
Metabolic  studies,  mucosal  biopsies,  L-phen- 
ylalanine  absorption  studies,  radiography,  bacter- 
iological studies,  manometries,  and  reflux  studies 
were  done.  All  valves  were  continent  with  no  ureter- 
al or  cutaneous  reflux.  No  metabolic  abnormalities 
were  found.  Microscopically  the  biopsies  showed  a 
progressive  flattening  of  villi  and  loss  of  villous 
absorptive  surface  corresponding  to  a time-related 
decrease  in  L-phenylalanine  absorption. 

Bacteriologic  studies  of  urine  obtained  from  the 
reservoirs  showed  that  5 of  7 tested  showed  positive 
cultures  for  bacteria  with  none  having  symptoms  of 
clinical  urinary  tract  infections.  After  3 months  the 
reservoirs  measured  over  500  cc  in  capacity. 

Skinner  recently  reported  a series  of  104  patients 
in  which  he  performed  a Kock  continent  urostomy 
for  a variety  of  problems  including  bladder  neo- 
plasms, congenital  lesions  of  the  bladder,  neu- 
rogenic acquired  bladder  dysfunction,  and  bladder 
trauma,  and  previous  Bricker  loops. There  have 
been  15  complications  in  103  patients  — 12  in  the 
first  5 1 patients,  and  3 in  the  latter  53  patients.  Of  the 
latter  100  patients  98  are  continent,  and  10%  of  the 


Figure  1 : An  oval  intestinal  plate  with  two  invaginated 
intestinal  valves  is  used  to  form  the  continent  reservoir. 


L 


Figure  2:  The  completed  continent  urostomy  with  re- 
established intestinal  continuity.  The  ureters  are  affixed 
to  the  afferent  valve  segment  of  the  reservoir.  The  flat- 
tened continent  stoma  allows  for  easy  periodic 
catheterization  and  requires  no  external  urinary  collec- 
tion device. 


patients  required  re-operation. 

We  have  proceeded  with  a series  of  animal  labora- 
tory experiments  using  Kock’s  and  Skinner’s  tech- 
niques for  formation  of  a continent  ileal  urinary 
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reservoir.  A series  of  ten  operative  procedures  were 
carried  out  in  the  canine  model.  After  the  induction 
of  general  anesthesia,  laparotomies  were  performed 
and  ileal  pouches  fashioned  containing  two  non- 
refluxing valves.  The  ureters  were  anastomosed  to 
the  afferent  valve  segments,  and  these  pouches 
proved  both  functional  and  continent. 

Utilizing  operative  experience  gained  in  perform- 
ing 60  continent  ileostomies  in  patients,  and  ap- 
plying Barnett’s  modifications  to  avoid  valve  slip- 
page and  reservoir  leakage,  we  feel  the  Kock  conti- 
nent urostomy  has  been  further  improved  for  use  in 
patients. 

We  have  now  performed  this  procedure  in  our 
initial  patient  with  satisfactory  early  results.  A 31- 
year-old  male  paraplegic,  with  an  ileal  loop  per- 
formed 12  years  earlier,  presented  requesting  con- 
version to  a continent  type  of  reservoir.  He  was 
evaluated  by  urologic  and  surgical  consultants  with 
renal  function  studies,  an  IVP,  and  radiography  of 
his  ileal  loop.  After  thorough  pre-operative  evalua- 
tion, a continent  ileal  urostomy  was  performed.  His 
post-operative  course  was  uncomplicated,  and  prior 
to  discharge  he  was  evaluated  with  endoscopy  and 
radiography  of  his  pouch  and  follow-up  IVP.  He 
now  empties  his  pouch  by  catheterization  every  3 
hours  while  awake  and  once  at  night.  These  intervals 
will  be  gradually  increased  as  his  reservoir  capacity 
increases.  He  requires  no  external  “bag”  or  collec- 
tion device,  and  his  antireflux  valve  is  competent. 
The  patient’s  response  to  his  initial  result  has  been 
one  of  satisfaction.  ★★★ 

971  Lakeland  Drive  (39216) 
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Some  people  face  the  challenge  of  a 
lifetime  just  to  make  the  starting  line. 
The  challenge  of  physical  limitation. 

Since  1980  the  doctors,  nurses, 
therapists  and  counselors  of  Hebert 
Hospital  have  worked  to  remove 
physical  and  social  barriers  to 
independent  living  tor  persons 
disabled  bv  stroke,  brain  trauma, 
spinal  cord  injury,  amputation  and 
other  tragic  events. 

Hebert's  105-bed  Rehabilitation 
Institute  is  one  of  America's  leading 
referral  centers  for  comprehensive 
rehabilitation.  Hebert  offers  the 
complete  range  of  therapies  in  a full- 
service  hospital  setting,  and  gives 
each  patient  the  total  support  needed 
to  achieve  maximum  functional 
independence. 

Success  doesn't  come  easily.  It  isn't 
always  complete.  But  the  effort  is 
richly  rewarded. 

Sometimes,  just  reaching  the 
starting  line  is  a victory. 


Vsle  rebuild  lives. 


F.  EDWARD  HEBERT  HOSPITAL 

Rehdhilitdtion  Institute  of  New  Orleans 


Q}ic  Sanctunn/  Drivc/Ncw  Orleans,  LA  70114 
(504)  565-2494 

A National  Medical  Enterprises  Health  Care  Center 


Obstetrics  and  Gynecology  Grand  Rounds: 
Clinical  Case  Management  IX 


The  Physician^s  Role 
in  Rape  Victim  Management: 
An  Examination  of  Rape 
Epidemiology  in  Mississippi 

DARDEN  NORTH,  M.D.  and 
G.  RODNEY  MEEKS,  M.D. 

Jackson,  Mississippi 


The  management  of  a rape  victim  requires  sensitive 
gynecological  care  that  emergency  room  physicians, 
family  practitioners,  and  gynecologists  must  be  able 
to  provide.  Because  the  physician  must  collect  evi- 
dence and  may  be  required  to  provide  courtroom 
testimony,  the  legal  ramifications  surrounding  the 
rape  victim  must  be  fully  understood.  The  fact  that 
physical  injury  occurs  and  death  may  result  from 
rape  or  sexual  assault  is  confirmation  that  rape  is  not 
primarily  a sexual  act  but  rather  an  act  of  violence  in 
which  sex  is  used  as  a weapon. 

Statute  97-3-65  of  the  Mississippi  Penal  Code 
defines  rape  as  “carnal  knowledge  of  the  female 
under  twelve  years  of  age  or  over  twelve  against  her 
will.”  This  traditional  definition  of  rape  requires  a 
female  victim  as  well  as  nonconsental  penile-vaginal 
penetration  accomplished  with  force  or  the  threat  of 
force.  Penetration  can  be  partial  or  complete.  Emis- 
sion of  seminal  fluid  is  not  necessary.  Furthermore, 
mental  incompetence  of  the  victim  secondary  to 
mental  illness,  intoxication,  or  any  other  reasons  is 
considered  nonconsent. 

Other  statutes  define  statutory  rape  as  not  only 
sexual  intercourse  with  a female  under  the  age  of  12 
but  also  laceration  of  the  genitalia  which  occurs  in  an 
attempt  to  penetrate  the  vagina,  even  without  actual 
penetration.  Marital  rape  is  not  recognized  in  Mis- 
sissippi unless  the  couple  has  been  living  separately 
for  a length  of  time. 

Mississippi,  unlike  some  other  states,  still  sepa- 
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rates  rape  from  sexual  battery  and  sexual  assault. 
Sexual  battery  is  interpreted  as  accomplished  forced 
nongenital  or  anal  penetration.  The  terms  fellatio 
and  sodomy  come  under  the  classification  of  sexual 
battery  and  refer  to  forced  oral  stimulation  of  the 
penis  and  to  nonconsental  anal  intercourse,  respec- 
tively. The  penalty  for  sexual  battery  involves  a 
prison  term  not  exceeding  30  years  in  Parchman. 
Sexual  assault  differs  from  sexual  battery  in  that 
sexual  assault  is  interpreted  as  an  unsuccessful 
attempt  to  ravish  a female. 

Statistics  provided  by  the  Mississippi  Rape  Crisis 
Center  demonstrate  that  the  national  trend  of  in- 
creasing numbers  of  reported  rapes  is  also  evident  in 
the  central  area  of  Mississippi.  The  138  rapes  which 
were  reported  to  the  Rape  Crisis  Center  in  1984 
represent  a 66%  increase  over  the  preceding  six 
years.  This  increase  may,  however,  reflect  only  an 
increase  in  the  number  of  cases  reported  due  to 
improved  crisis  counselling  and  public  awareness 
and  not  an  actual  increase  in  the  number  of  rapes 
committed.  The  statistical  details  of  the  most  recent 
cases  reported  to  the  Rape  Crisis  Center  are  enumer- 
ated in  Table  I. 

Of  those  cases  which  lead  to  trial  and  conviction, 
the  jury  usually  sets  the  sentencing  at  life  imprison- 
ment for  brutal  rape  but  only  20  years  for  nonbrutal 
rape.  Parole  is  then  considered  in  both  instances 
after  approximately  one-fourth  of  the  term  is  served. 
The  penalty  for  statutory  rape  is  death  or  life  impris- 
onment in  the  state  penitentiary.  Unlike  the  Missis- 
sippi Rape  Crisis  Center,  the  Mississippi  Crime 
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Commission  is  involved  with  rape  cases  statewide 
and  has  also  noted  increases  in  the  number  of  re- 
ported cases,  most  notably  in  the  Gulf  Coast  area. 
Presently,  the  commission  deals  with  approximately 
40  to  50  cases  per  month  with  some  months  totaling 
as  many  as  60.  The  statewide  statistics  from  the 
Mississippi  Crime  Commission  show  a trend  of 
more  younger  children  and  older  women  becoming 
rape  victims. 

The  hours  from  6:00  p.m.  to  6:00  a.m.  seem  to 
have  an  affinity  for  the  incidence  of  rape  among 
cases  reported  to  the  Mississippi  Rape  Crisis  Center 
(see  Figure  1 ).  Also,  the  incidence  of  rape  as  seen  by 
the  University  Medical  Center  Social  Work  Depart- 
ment seems  to  have  a seasonal  variation  in  that  more 
rapes  occur  during  the  summer  months  (see  Figure 
2). 

Rape  victims  are  encouraged  to  seek  a hospital 
emergency  room  for  treatment  in  order  to  receive 
medical  care  as  well  as  to  preserve  evidence  for 
possible  later  courtroom  use.  Many  of  these  patients 
are  referred  to  the  University  Medical  Center 
Emergency  Department  in  Jackson,  Mississippi, 
where  a rape  management  protocol  has  been  devised 
using  the  sexual  assault  evidence  collection  kit  pro- 
vided by  the  Mississippi  Crime  Commission  and 
Jackson  Police  Department. 


TABLE  I 

MISSISSIPPI  RAPE  STATISTICS 


Year 

1983 

1984 

Total  Victims 

114 

138 

Average  Age  of  Victim 

24 

26 

Average  Age  of  Assailant 

25 

25 

Race  of  Victim: 

Black 

80% 

77% 

White 

20% 

23% 

Race  of  Assailant: 

Black 

88% 

86% 

White 

12% 

13% 

Unknown 

— 

1% 

Location  of  Attack: 

Residence 

65% 

56% 

Vehicle  and/or  Street 

17% 

16% 

Other 

18% 

28% 

Weapon  Used: 

Strongarm 

55% 

62% 

Gun 

19% 

16% 

Knife 

20% 

15% 

Other 

5% 

6% 

Unknown 

1% 

1% 

Cases  Resolved  by  Arrest  of  a Suspect 

41% 

43% 

To  care  for  possible  victims  of  sexually-related 
criminal  acts,  the  physician  must  deal  with  both  the 
physical  and  emotional  consequences  of  the  attack  in 
a systematic  fashion  which  includes  a thorough  his- 
tory-taking, careful  physical  examination,  appropri- 
ate laboratory  sampling  and  specimen  collection, 
care  of  any  physical  injuries,  administration  of 
necessary  medication,  social  work  consultation,  and 
arrangement  for  appropriate  follow-up  care.  The 
physician’s  legal  duty  is  not  to  determine  whether  or 
not  an  illegal  pseudosexual  act  has  occurred  but  to 
obtain  objective  evidence  that  could  or  could  not 
corroborate  the  victim’s  claims  and  identify  the 
assailant. 

In  taking  and  recording  a history  from  the  patient, 
the  physician  should  avoid  words  such  as  alleged 
rape  or  probable  rape.  Statements  that  seemingly 
have  no  medical  significance  may  have  a great  deal 
of  legal  significance  at  a later  time.  Particularly 
important  is  information  concerning  the  use  of  a 
weapon,  physical  restraint,  or  intoxicants  during  the 
attack  as  well  as  the  number  or  identity  of  the 
assailants. 

Next,  a medical  history  (not  unlike  that  taken 
from  any  emergency  room  patient)  should  be 
obtained  with  particular  emphasis  sought  concerning 
the  following  points:  normal  menstrual  patterns;  pre- 
vious and  present  contraceptive  practice;  any  recent 
pregnancy  symptoms;  date  and  time  of  last  inter- 
course; any  history  of  gynecological  surgery,  pre- 
vious venereal  disease,  hepatitis  or  other  hepatic 
disease;  blood  coagulation  disorders  or  mental  ill- 
ness. Also,  whether  or  not  the  patient  has  voided, 
defecated,  urinated  or  changed  clothes  since  the 
attack  may  have  forensic  importance  when  speci- 
mens are  analyzed. 

Before  collecting  those  specimens,  a thorough 
physical  examination  is  performed  as  outlined  here 
with  particular  areas  receiving  close  scrutiny  as 
directed  by  the  historical  findings.  The  physician’s 
first  impressions  of  the  patient  are  important.  Most 
rape  victims  will  display  a calm  manner  during  the 
24  hours  immediately  following  the  assault.  The 
general  physical  appearance  should  be  recorded, 
physical  and  emotional  maturity  as  well  as  sexual 
intelligence  assessed,  and  gross  evidence  of  drug  or 
alcohol  use  mentioned.  The  skin,  hair,  nails  and 
extremities  also  deserve  scrutiny.  Physical  trauma  in 
the  form  of  abrasions,  lacerations,  or  ecchymoses 
can  occur  to  the  head,  face,  neck,  chest  and  extremi- 
ties when  the  victim  is  struck,  bound,  or  otherwise 
injured  during  a struggle  with  her  assailant.  Each 
injury  should  be  accurately  described  by  the  examin- 
er in  his  written  report.  Most  authorities  do  not 
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1984  MISSISSIPPI  RAPE  CRISIS  CENTER 
REPORTED  CASES 
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of 

Rapes 


24 
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TIME  OF  OCCURRENCE 

Figure  1 . Rape  is  more  likely  to  occur  during  the  night-time  hours. 


suggest  photographic  documentation  of  physical  in- 
juries unless  this  can  be  done  at  the  time  of  general 
anesthesia,  should  that  be  required  for  examination 
or  repair  of  injuries. 

The  physician’s  primary  legal  duty  is  to  collect 
objective  physical  findings  that  may  or  may  not 
document  penetration  of  the  genitalia.  Minor 
perineal  lacerations  ranging  from  perihymenal  abra- 
sions and  contusions  to  vaginal  tears  or  lacerations 
are  generally  observed  in  80%  of  all  victims  of 
sexual  attack  examined.  Most  sexually-related 
perineal  injuries  are  external  and  involve  the  pos- 
terior fourchette,  labia  minora  or  hymen.  The  anus 
should  also  be  inspected  for  fissures  or  other  trauma. 
Sphincter  tone  should  be  assessed  and  may  be  found 
to  be  decreased  should  anal  intercourse  have  oc- 
curred. 

Prior  to  performing  internal  vaginal  examination, 
the  introitus  should  be  cleaned  with  a dry  swab  to 
avoid  subsequent  suggestions  that  semen  found  in 
the  vagina  may  have  been  carried  in  on  the  specu- 
lum. The  speculum  should  be  lubricated  with  water 


only  since  jellies  may  have  spermicidal  effects  and 
interfere  with  later  sperm  assessment. 

Any  discharges,  bleeding  or  pools  of  liquid 
should  also  be  noted  with  appropriate  specimens 
taken  using  cotton  swabs.  The  cervical  os  should  be 
described  and  a gonococcal  cervical  culture  and  pap 
smear  should  be  taken.  Any  necessary  laceration 
repair  can  be  done  after  specimen  collection  is  com- 
pleted. A bimanual  examination  should  be  done  to 
determine  the  possibility  of  concurrent  pregnancy 
and  the  presence  of  prior  gynecological  pathology  as 
well  as  to  appreciate  excessive  trauma-induced 
tenderness  or  hematoma  formation. 

Victims  of  sexual  misuse  often  manifest  a variety 
of  laboratory  evidence  which  should  also  be  meticu- 
lously assessed.  The  collection  of  specimens  during 
a rape  examination  can  be  easily  and  thoroughly 
accomplished  by  any  physician  with  the  aid  of  the 
available  standardized  rape  kits,  which  contain  the 
necessary  equipment  with  instructions.  The  forensic 
objective  here  is  to  collect  evidence  pertaining  to 
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1982  UMC  EMERGENCY  ROOM  RAPE  CASES 
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Month  of  Occurrence 

Figure  2.  Rape  seems  to  be  a seasonal  crime  and  the  summer  months  have  a higher  incidence  of  cases. 


acid  phosphatase,  sperm,  ABO  antigens,  foreign 
hair  and  skin,  as  well  as  sweat  and  saliva.  These 
specimens  can  document  that  intercourse  has  indeed 
taken  place  and  perhaps  confirm  its  time  of  occur- 
rence. 

The  presence  or  absence  of  sperm,  as  well  as  its 
state  of  mobility  and  degree  of  degradation,  can 
assist  in  determining  the  time  of  last  intercourse. 
Sperm  should  be  sought  in  or  on  the  skin,  introitus, 
endocervix,  mouth,  and  anus  as  well  as  in  the  vagi- 
na. Because  sperm  may  remain  in  the  female  genital 
tract  for  longer  and  variable  time  periods,  the  finding 
of  nonmotile  sperm  is  not  firm  evidence  of  recent 
intercourse  in  the  sexually  active  person.  However, 
due  to  the  short  half-life  of  prostatic  fraction  acid 
phosphatase,  this  is  a more  sensitive  indicator  of 
recent  intercourse  than  is  nonmotile  sperm.  Various 
congenital  abnormalities  as  well  as  surgical  and 
other  factors  may  result  in  absence  of  sperm  from  the 
assailant’s  semen  making  acid  phosphatase  deter- 
mination even  more  important  in  documenting  ejac- 
ulation. 

During  a rape  evaluation  information  may  be  col- 
lected that  may,  through  a process  of  suspect  exclu- 
sion, identify  the  assailant  and  help  to  corroborate 


the  victim’s  charges.  Since  80%  of  individuals  sec- 
rete specific  blood  group  antigens  in  saliva,  sweat, 
semen  and  vaginal  secretions  as  well  as  in  blood, 
there  is  ample  opportunity  to  find  these  proteins  on 
the  alleged  victim’s  clothes  and  body.  Furthermore, 
foreign  hairs  sampled  from  the  victim  may  also  help 
to  identify  an  assailant. 

All  specimens  should  be  submitted  to  the  forensic 
laboratory  for  interpretation  if  the  patient  signs  a 
written  consent.  The  physician,  however,  is  re- 
sponsible for  doing  a wet  prep  of  any  vaginal  secre- 
tion that  is  found  and  interpreting  it  immediately  in 
the  emergency  room  for  the  presence  of  sperm.  Im- 
portant serum  samples  to  be  obtained  are  serology 
for  syphilis,  drug  or  ethanol  screen,  depending  on 
clinical  history  and  findings,  type  and  screen  to 
determine  the  patient’s  blood  type  so  that  her  ABO 
antigens  can  be  compared  with  those  collected,  and  a 
serum  pregnancy  test  if  indicated  by  the  gyneco- 
logical history  and  examination.  Urine  specimens 
should  also  be  collected  to  examine  for  the  presence 
of  sperm,  alcohol  or  drugs,  as  well  as  for  pregnancy 
test.  While  the  details  of  specimen  collection  may 
vary  from  institution  to  institution,  the  examining 
physician  is  ultimately  responsible  for  the  proper 
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collection,  labelling,  and  delivery  of  this  material  in 
a sealed  envelope  to  law  enforcement  agents. 

Physical  trauma  resulting  from  alleged  rape  attack 
must  be  dealt  with  immediately,  of  course,  as  well 
as  the  potential  complications  of  rape  including 
pregnancy,  venereal  disease,  and  tetanus  exposure. 
Psychologic  sequelae  should  not  be  overlooked. 
While  the  risk  of  rape-related  pregnancy  is  said  to  be 
only  1%  of  all  cases,  postcoital  contraception  is  an 
option.  It  should  be  offered  to  those  patients  who  are 
not  using  an  effective  form  of  contraception. 
Although  the  mechanism  for  the  morning-after  con- 
traceptive technique  is  not  entirely  understood, 
estrogen  in  large  doses  effectively  prevents  concep- 
tion provided  it  is  administered  within  72,  but  pref- 
errably  24  hours  after  exposure. 

The  original  morning-after  pill  was  diethyl- 
stibesterol  given  25  mg  orally,  twice  daily  for  five 
days.  Alternative  oral  medications  are  ethinyl  estra- 
diol 5 mg  once  or  twice  daily  for  five  days  and 
conjugated  estrogen  25  to  40  mg  per  day  for  three  to 
five  days.  Intravenous  (IV)  regimens  are  conjugated 
estrogen  50  mg  IV  for  two  doses  24  hours  apart  or  25 
mg  IV  daily  for  three  days. 

Estrogens  given  in  the  above  manner  will  cause 
nausea  and  vomiting  in  75%  of  women,  so  anti- 
emetics should  be  given.  To  minimize  this  nausea 
and  vomiting,  some  recent  studies  have  advocated  a 
successful  estrogen  and  progesterone  combination  in 
the  form  of  two  Ovral  tablets  taken  immediately 
followed  by  a second  dose  12  hours  later.  Informed 
consent  should  be  secured  prior  to  administering 
postcoital  contraception  since  it  may  fail  to  prevent 
pregnancy  and,  perhaps,  result  in  certain  congenital 
fetal  anomalies.  Installation  of  an  lUD  as  an  alterna- 
tive postcoital  contraceptive  has  not  proven  to  be 
effective,  and  its  insertion  can  add  to  the  trauma 
already  experienced  during  the  rape  attack. 

The  potentiality  of  contracting  venereal  disease 
during  rape  is  also  a concern  with  the  risk  of  con- 
tracting gonorrhea  higher  than  that  of  syphilis. 
While  one  could  wait  for  results  of  the  gonococcal 
cervical  cultures  or  serology  titers,  the  acceptable 
management  is  to  provide  prophylactic  measures 
against  these  venereal  diseases. 

Fortunately,  prophylactic  therapy  consisting  of 
4.8  million  units  of  aqueous  procaine  penicillin  G 
given  intramuscularly  (IM)  thirty  minutes  after  one 


gram  of  probenicid  orally  (PO)  is  not  only  effective 
in  curing  gonorrhea  but  will  also  eradicate  incubat- 
ing syphilis.  Other  appropriate  regimens  are:  Ampi- 
cillin,  3.5  gm  (or  Amoxicillin  3 gm)  PO  plus  proben- 
icide,  erythromycin  500  mg  PO  four  times  daily  for 
five  days,  tetracycline  (which  of  course  is  con- 
traindicated in  pregnancy)  1.5  gm  PO  followed  by 
500  mg  PO  four  times  daily  for  five  days  or  specti- 
nomycin  4 gm  IM  for  the  penicillin-allergic  patient. 
Spectinomycin  will  cure  gonorrhea  but  not  syphilis. 
However,  doxycycline  300  mg  PO  which  is  repeated 
in  one  hour  may  prevent  syphilis.  In  light  of  the 
increased  interest  in  Chlamydia  trachomatis  as  an 
etiology  of  pelvic  inflammatory  disease,  it  may  be 
indicated  to  provide  prophylactic  chlamydial  ther- 
apy consisting  of  tetracycline  500  mg  PO  every  6 
hours  for  14  days. 

The  administration  of  the  appropriate  anti-tetanus 
vaccine  to  anyone  with  abrasions  or  lacerations  is 
also  indicated.  Likewise,  the  physician  cannot 
ignore  the  victim’s  possible  psychological  sequelae 
of  a rape  attack  and  may  employ  a social  worker  or 
psychiatrist  for  assistance. 

As  the  physician  completes  his  evaluation  of  the 
possible  rape  victim,  it  is  important  to  remember  that 
he  is  compiling  a direct  medical  and  legal  report.  He 
should  well  realize  that  statements  or  information 
having  little  medical  relevance  may  have  dramatic 
legal  significance  and  that  the  determination  of 
whether  or  not  rape  has  occurred  is  a legal,  not  a 
medical  decision.  Just  as  he  should  have  done  when 
actually  caring  for  the  patient,  he  must,  if  summoned 
to  testify,  review  his  notes  and  report  only  his  objec- 
tive findings,  avoiding  terms  like  “alleged  rape”  or 
“alleged  assault.” 

Understanding  the  criminal  as  well  as  the  medical 
aspects  of  rape  is  vital  to  enable  its  thorough  man- 
agement. Even  though  a victim’s  self  testimony  is 
the  most  important  piece  of  evidence  in  rape  pros- 
ecution, the  physician’s  statement  and  evaluation 
represent  corroborative  evidence  that  provides  a data 
base  for  legal  investigation  of  sexual  misuse.  ★★★ 
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You  l<now  it's  not  your 
everyday  patient  problem. 
Alcoholism  is  far  different 
from  most  other  diseases. 
Patients  try  to  hide  it  from 
you.  They  resist  treatment, 
They  deny  they  have  the 
disease  at  all. 

Such  a complex  physical 
and  emotional  problem 
usually  reciuires  extensive 
evaluation.  And  interven- 


tion counseling  is  frequently 
needed. 

If  you  are  a specialist  in 
addiction  treatment,  you're 
equipped  to  deal  with  these 
problems.  If  not,  consider 
Brookwood  Recovery  Cen- 
ter as  your  specialist  and 
partner  in  the  treatment  of 
alcoholism  and  drug  abuse. 
We're  a specialized  facility 
staffed  to  serve  both  your 


patient  and  patient's  family. 
Our  nation^y  recognizea 
treatment  pro-ams  have 
given  us  one  of  the  best  re- 
covery rates  in  the  country. 
And  once  recovered,  your 
patients  and  their  farnilies 
return  to  being  the  kind  of 
patients  that  let  you  help 
them  once  again. 

For  further  information  on 
how  a Brookwood  Recovery 


Center  can  help  you  effec- 
tively treat  this  problem, 
call  our  treatment  center  in 
Jackson  at  601/373-3355,  or 
1-800-237-2122  in  the  State 


of  Mississippi,  anytime, 
day  or  night. 


Brookwood 
Recovery  Centers 


A health  care  service  of 
American  Medical  International 


SPECIAL  ARTICLES 


Address  of  the  President 


Ellis  M.  Moffitt,  M.D. 

Jackson,  Mississippi 

This  has  been  a good  year.  Much  has  been  accom- 
plished because  of  your  efforts. 

There  is  no  doubt  much  left  to  do,  but  competent 
and  able  hands  are  available  to  complete  the  tasks 
ahead  as  well  as  to  confront  new  ones. 

We  began  this  year  with  a special  session  of  this 
House  of  Delegates.  You  adopted  a report  and  rec- 
ommendations titled  “Quality  Health  Care  at  a 
Reasonable  Cost”  which  was  printed  in  its  entirety 
in  the  March  issue  of  our  medical  journal. 

There  are  six  broad  categories  addressed  in  that 
important  report.  Each  has  a direct  bearing  on  the 
cost  of  health  care.  I hope  every  effort  will  be  made 
by  this  outstanding  group  of  medical  talent  to  bring 
the  report  to  its  full  implementation. 

I urge  you  to  become  so  familiar  with  it  that  you 
can  discuss  health  care  costs  on  a moment’s  notice 
and  emphasize  what  your  state  medical  association 
is  doing  to  control  these  costs. 

Talk  to  your  civic  clubs  and  your  medical  groups. 
A speech  is  available  from  our  MSMA  office. 

Your  hospital  administrator  is  aware  of  the  report 
and  interested  in  it.  Talk  to  him  about  it  and  particu- 
larly about  those  items  concerning  hospitals. 

In  your  delegate’s  folder  today  are  recommenda- 
tions for  implementing  the  report.  Your  interest  and 
support  is  sincerely  needed  if  these  recommenda- 
tions are  to  be  fully  implemented. 

Let  me  give  you  an  example  of  what  your  interest 
and  support  mean  with  respect  to  what  our  associa- 
tion can  accomplish.  We  sponsored  two  tort  reform 
bills  in  the  legislative  session  this  year,  both  of 
which  are  recommendations  of  this  House.  One 
would  abolish  the  collateral  source  rule  and  the  other 
would  limit  recovery  for  non-economic  losses.  Both 
bills  died  in  committee  because  not  enough  of  you 
talked  to  your  local  legislators. 


President,  Mississippi  State  Medical  Association,  1984-1985. 
Read  before  the  House  of  Delegates,  117th  Annual  Session, 
May  16,  1985,  in  Biloxi,  Mississippi. 


"I  believe  we  must  be  the  flag  bearer  for 
holding  down  the  cost  of  health  care,  for  it  is 
our  patients  who  ultimately  suffer  from  this 
increasing  cost.  The  greatest  strength  we 
have  as  physicians  is  the  physician-patient 
relationship.  Our  greatest  weakness  has 
been  our  inability  to  mobilize  successfully  all 
of  our  grass-roots  strength.  Our  unfulfilled 
promise  is  to  move  forward  from  being  pa- 
tient advocates  to  becoming  patient  activ- 
ists." 


On  the  other  hand,  when  the  House  of  Representa- 
tives passed  a six  percent  sales  tax  on  professional 
services,  you  literally  “rose  up  in  arms.”  You  but- 
ton-holed your  legislators  when  they  were  home  on 
the  weekends.  You  jammed  the  legislative  switch- 
board at  the  capitol.  Some  of  you  even  called  the 
association  office  in  Jackson  to  find  out  who  your 
Senator  and  Representative  are. 

If  the  same  enthusiasm  had  prevailed  for  the  two 
tort  reform  bills,  there  is  no  doubt  in  my  mind  we 
would  have  that  legislation  on  the  books  today. 

Why  does  it  always  take  a crisis  to  get  us  moti- 
vated? Dr.  Sutherland,  Medical  Director  of  the 
Medical  Assurance  Company  of  Mississippi,  says 
we  are  rapidly  approaching  a medical  malpractice 
crisis  in  our  state.  One  of  the  recommendations  I 
wish  to  make  to  you  today  is  that  the  association 
officially  request  the  governor  to  appoint  a commit- 
tee to  look  into  the  medical  malpractice  situation  in 
our  state. 

I would  like  to  spend  a few  minutes  now  talking 
with  you  about  membership  in  our  association.  Each 
year  the  president-elect,  president,  past  president 
and  the  three  vice-presidents  meet  to  discuss  mem- 
bership strategies. 

We  have  been  concerned  with  retention  of  mem- 
bers and  increasing  membership  in  both  MSMA  and 
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the  AMA.  About  75  percent  of  the  physicians  in 
Mississippi  are  members  of  MSMA  and  about  75 
percent  of  these  are  members  of  the  AMA  also. 

As  many  of  you  know,  there  are  an  increasing 
number  of  women  physicians  in  the  United  States. 
There  were  69,000  in  1983,  and  this  represented 
13.4  percent  of  all  physicians.  Some  27  percent  of 
these  were  members  of  the  AMA. 

About  a third  of  the  graduating  class  of  our  Uni- 
versity of  Mississippi  School  of  Medicine  are 
women.  I have  a strong  feeling  that  most  of  them  are 
not  becoming  members  of  organized  medicine.  I am 
happy  to  report  that  in  our  state  we  have  a small 
group  of  women  physicians  working  to  increase 
their  involvement  at  all  levels. 

The  best  and  most  effective  way  to  increase  mem- 
bership in  our  association  is  a one-on-one,  eyeball  to 
eyeball,  specialist  to  specialist  solicitation.  I recom- 
mend to  you  that  this  year  we  have  our  administra- 
tive staff  mail  each  component  society  a list  of  non- 
MSMA-members  in  its  area.  I urge  each  member  of 
the  society  to  take  a non-member’s  name  for  a one- 
on-one  solicitation  to  join  MSMA.  I would  like  our 
MSMA  membership  to  increase  this  next  year  to  85 
percent  of  the  physicians  in  the  state. 

The  second,  but  no  less  important,  part  of  mem- 
bership support  has  to  be  for  our  national  organiza- 
tion — the  American  Medical  Association.  The 
AMA  is  the  only  national  organization  capable  of 
providing  the  strong  leadership  we  need  in  Washing- 
ton to  lobby,  to  intervene,  to  modify  and  to  shape  the 
direction  of  health  care  legislation. 

Only  the  AMA  can  represent  all  of  us.  No  county 
society,  no  state  society,  and  no  specialty  society 
can  possibly  have  the  strength  of  numbers,  the  data 
base,  the  financial  and  manpower  resources  and  the 
perspective  of  the  AMA. 

At  no  time  in  history  have  physicians  needed  such 
influence  so  strongly  and  at  no  time  has  the  AMA 
needed  physicians  so  strongly. 

There  is  a resolution  in  your  packet  recommend- 
ing unified  membership.  This  resolution  has  the  en- 
dorsement of  your  officers  and  Board  of  Trustees, 
membership  committee,  and  Central  Medical  Socie- 
ty. It  will  require  a bylaws  change.  I recommend  and 
urge  passage  of  the  resolution. 

During  this  past  year  we  have  had  to  contend  with 
two  freezes  in  our  professional  fees  while  the  cost  of 


keeping  our  offices  open  continued  to  rise.  One 
freeze  has  been  voluntary;  the  other  mandatory. 

Nationwide  some  80  percent  of  our  profession 
participated  in  an  across  the  board  voluntary  freeze. 
This  resulted  in  a $1.5  billion  dollar  savings  to  our 
patients.  We  were  happy  to  provide  it  as  part  of  our 
contribution  to  improve  the  nation’s  sagging  eco- 
nomy. You  deserve  to  be  commended  for  your 
efforts  in  this  regard. 

The  mandatory  freeze  under  Medicare  is  still  in 
effect  until  October,  and  President  Reagan  has  rec- 
ommended its  extension.  Some  20  percent  of  the 
physicians  in  our  state  elected  to  be  participating 
physicians  under  the  Medicare  freeze  requirements. 
Prior  to  the  freeze,  almost  60  percent  of  physicians 
in  the  state  accepted  assignment  on  an  individual 
basis. 

I feel  this  is  continuing  because  I know  each  of 
you  are  aware  of  the  financial  burden  an  illness  can 
cause  and  will  take  this  into  consideration  when  a 
patient  is  financially  disadvantaged. 

In  conclusion,  I believe  we  must  be  the  flag  bearer 
for  holding  down  the  cost  of  health  care,  for  it  is  our 
patients  who  ultimately  suffer  from  this  increasing 
cost.  The  greatest  strength  we  have  as  physicians  is 
the  physician-patient  relationship.  Our  greatest 
weakness  has  been  our  inability  to  mobilize  success- 
fully all  of  our  grass-roots  strength.  Our  unfulfilled 
promise  is  to  move  forward  from  being  patient  advo- 
cates to  becoming  patient  activists. 

Finally,  I would  like  to  deliver  a few  well  de- 
served accolades  to  our  administrative  staff  under 
the  able  direction  of  Charlie  Mathews  for  making 
this  such  a delightful  year  with  a minimum  of  prob- 
lems — to  Bucky  Murphy  for  the  excellent  job  of 
representing  us  during  the  legislative  session;  to 
Davis  Richards  who  is  new  to  most  of  you  but  who 
has  been  serving  in  the  capacity  of  controller  and  has 
kept  us  solvent  during  the  past  year;  to  Cody  Harrell 
who  had  to  retire  in  the  middle  of  the  year  but  who 
continues  to  advise  us  on  the  many  business  affairs 
of  our  association  he  so  ably  handled  for  15  years;  to 
Patsy  Silver  for  helping  me  become  a writer;  to 
Barbara  Shelton  for  helping  me  keep  track  of  mem- 
bership statistics,  and  to  Kay  and  Addie  who  are 
always  cheerful  and  smiling.  Thanks  not  just  from 
me  but  from  all  of  us.  It  has  been  a good  year!  ★★★ 
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PHYSICIANS.  A WEEKEND 
WITH  THE  RESERVE 
ISN'T  JUST  ANOTHER  DAY 
AT  THE  OmCE. 


It’s  not  just  different  in  the  Army  Reserve, 
there  are  opportunities  to  explore  other 
phases  of  medicine,  to  add  knowledge,  and 
to  develop  important  administrative  skills. 
There  are  enough  different  needs  to  fill  right 
in  your  local  Army  Reserve  unit  to  make  a 
weekend  a month  exciting  and  rewarding. 

Explore  the  possibilities.  Call  our  officer 
counselor: 

USAR  AMEDD  Procurement 
1933  Montgomery  Highway 
Suite  140 

Birmingham,  AL  35209 
(205)  933-2131/2143 


ARMY  RESERVE.  BE  ALLYOU  CAN  BE. 


The  President  Speaking 


Keeping  the  Home  Court  Advantage:  Part  2 


Ralph  L.  Brock,  M.D. 
McComb,  Mississippi 


The  Medical  Assurance  Company  of  Mississippi  was  formed 
eight  short  years  ago  following  a special  meeting  of  the  House  of 
Delegates  of  the  Mississippi  State  Medical  Association.  Today  it  is 
a well  established  medical  malpractice  insurance  company.  It  is 
providing  malpractice  coverage  to  approximately  half  of  our  mem- 
bership at  substantial  savings  over  any  other  insurance  coverage 
available  in  our  state.  There  is  a distinct  advantage  to  having 
adequate  coverage,  available  consultation,  and  help  from  mem- 
bers of  our  own  association  who  speak  our  language  and  under- 
stand our  problems. 

It  is  now  estimated  that  approximately  one  out  of  every  four 
doctors  practicing  today  can  expect  a lawsuit  to  be  filed  against 
them,  and  as  much  as  we  hate  to  think  about  being  involved  in  a 
malpractice  lawsuit,  it  is  comforting  to  know  that  you  have  friends 
who  will  be  on  your  side.  It  is  extremely  important  that  any 
incident  that  might  lead  to  litigation  be  reported  to  the  insurance 
company  as  soon  as  possible.  Then  while  facts  are  fresh  on  your 
mind,  write  down  the  facts  of  the  case  and  be  sure  that  all  medical 
records  are  complete.  If  notification  is  received  that  a lawsuit  is 
being  filed,  the  claims  Committee  of  Medical  Assurance  will 
begin  work  immediately  to  gather  facts  in  the  case  and  decide 
whether  or  not  a settlement  should  be  offered  or  preparations  be 
made  to  defend  the  case  in  court. 

Before  a case  ever  gets  as  far  as  a lawsuit,  we  have  several 
opportunities  to  prevent  a lawsuit  from  being  filed  and  keep  the 
situation  where  we,  as  attending  physicians,  have  a tremendous 
amount  of  control  over  the  way  a case  is  handled  and  over  attitudes 
and  opinions,  if  the  outcome  of  the  case  is  anything  less  than 
perfect. 

At  the  very  beginning  we  have  the  right  to  even  refuse  to 
participate  in  the  care  of  a patient  if  we  feel  that  our  training  and 
experience  is  such  that  it  would  not  be  appropriate  to  render  care  in 
a given  case.  We  need  to  be  ready  to  admit  our  limitations  and  ask 
for  consultation  or  even  complete  transfer  of  care  of  the  patient  to 
another  physician  if  we  feel  we  are  not  qualified  to  render  care  that 
would  normally  be  expected.  I think  one  of  the  hardest  things  that 
physicians  have  to  learn  to  say  is  “I  don’t  know.” 

When  you  accept  the  responsibility  for  care  of  a patient,  keep  a 

(Continued  on  page  229) 
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Physicians  in  Wonderland 

I used  to  think  that  I was  the  only  one  who  ever 
read  “Alice  in  Wonderland,”  but  now  I’ve  decided 
that  some  other  people  must  like  it  also  . . . particu- 
larly those  people  who  work  out  our  PRO  and  DRG 
regulations  — what  with  someone  telling  me  the 
patient’s  stay  in  the  hospital  was  too  long;  or  one  of 
those  other  ploys  they  use  all  too  often  to  beat  us 
down. 

Now  we  wonder  if  we  can  justifiably  admit  the 
patient.  We  wonder  how  long  we  can  keep  the  pa- 
tient in  the  hospital.  We  wonder  whether  we’ll  be 
paid  or  not.  We  wonder  if  we  have  exceeded  the 
hospital’s  DRG  payment  amount.  We  wonder  . . . 
yes,  we  wonder.  It  really  is  a wonderland  but  not 
exactly  a wonderful  environment  in  which  to  prac- 
tice medicine.  Actually  many  of  us  wonder  just  how 
much  longer  we  can  or  are  willing  to  keep  up  this 
“Cat  and  Mouse”  game  with  the  federal  govern- 
ment. 

We  may  wonder  what  will  happen  to  the  preachers 
when  the  devil’s  been  saved,  but  have  you  applied 
this  thinking  to  our  own  plight?  We  really  don’t  have 
to  wonder  what  is  to  happen  when  the  federal  gov- 
ernment has  finally  got  all  its  regulations  complete. 
We  have  seen  federally  controlled  medicine  in  Great 
Britain.  You  and  I know  (although  we  may  avoid 
thinking  about  it)  that  as  we  go  along  agreeing  with 
all  their  regulations,  then  their  regulations  become 
more  stringent  and  more  all-encompassing. 

I am  “over  the  hill”  practice-wise  (30  years)  and 
so  are  many  of  you  reading  this.  Are  we  going  to 
continue  to  ignore  the  direction  in  which  medicine  is 
going?  Or  are  we  going  to  buckle  down  and  tell  our 
legislators  and  congressmen  how  we  feel? 

I agree  with  the  statement  made  by  one  of  our 
recent  MSMA  presidents  who  said  that  “Death  of 
the  patient  is  the  epitome  of  the  federal  govern- 
ment’s payment  system,  for  then  it  does  not  have  to 


pay  the  patient  any  more  or  the  hospital  or  doctor.  As 
Lewis  Carroll  wrote  in  “Alice  in  Wonderland”: 
“Twas  brillig  and  the  slithy  toves  did  gyre  and 
gimble  in  the  wabby,  all  mimsy  were  the  borogoves 
and  the  mommeraths  outgrab.” 

Truly  a brilliant  verse!  When  I say  it  I feel  that  I 
must  be  communicating  with  the  minds  of  those  who 
devised  the  DRG/PRO  regulations.  ...  I just  won- 
der what  it  means. 

Thank  God  I’m  a physician  in  this  Wonder-land. 

Joe  Johnston,  M.D. 

Associate  Editor 


THE  PRESIDENT  SPEAKING 

(Continued  from  page  228) 

record  of  what  you  do,  and  particularly  if  you  devi- 
ate from  what  you  consider  standard  care  because  of 
the  given  circumstances,  be  sure  and  get  this  in  the 
medical  record  in  such  a way  that  your  reasons  will 
not  be  misunderstood.  Keep  the  patient  and  the  fami- 
ly informed  as  to  the  conditions  and  progress  and  any 
possible  complications  that  might  be  expected.  It  is 
much  easier  to  apologize  later  to  a family  that  you 
might  have  alarmed  unnecessarily  than  it  is  to  try  to 
explain  a sudden  complication  or  even  death  that 
was  unexpected. 

There  is  an  old  saying  that  the  patient  that  sits 
down  and  eats  with  his  doctor  is  not  likely  to  sue 
him.  There  are  too  many  cases  that  contradict  this 
statement  to  make  this  applicable  to  the  time  in 
which  we  live.  However,  it  is  hard  to  argue  with  the 
value  of  good  communication  between  the  doctor 
and  patient. 

One  of  the  best  stimulants  that  I know  of  to  keep 
accurate  medical  records  is  to  have  the  experience  of 
reading  one  of  your  progress  notes  out  loud  in  open 
court  to  a jury,  and  not  be  able  to  change  a comma, 
period,  or  spelling  of  a word.  This  is  a most  sobering 
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experience.  A good,  well  documented  medical  rec- 
ord can  in  itself  prevent  a lawsuit  from  going  to  trial. 
This  is  where  we  come  in  as  attending  physicians  in 
keeping  our  home  court  advantage.  By  all  means, 
you  want  to  stay  out  of  the  courtroom,  if  at  all 
possible.  This  is  the  home  court  of  trial  lawyers,  and 
it  is  at  this  point  that  the  home  court  advantage 
switches  to  them. 

I wish  that  1 could  say  that  defensive  medicine  and 
ordering  unnecessary  tests  would  soon  be  a thing  of 
the  past;  however,  we  are  faced  with  the  fact  that 
some  of  this  is  with  us  and  may  account  for  as  much 
as  10  to  15  percent  of  medical  expenses  in  a given 
case.  I would  encourage  you  to  keep  this  down  to  a 
minimum,  and  be  specific  in  your  orders  about  what 
you  want  done  with  the  patient.  Keep  your  medical 
records  timely  and  pertinent.  Do  not  be  afraid  to  ask 
for  help  and  make  yourself  readily  available  to  the 
patient  and  the  family  and  keep  them  informed  on  a 
regular  basis.  You  will  then  have  the  best  chance  to 
keep  the  home  court  advantage. 

Medico-legal  Brief 

Court  Affirms  Right 
To  Exclude  Uninsured  Doctors 

A hospital  has  the  right  to  require  every  physician 
on  its  staff  to  carry  malpractice  insurance,  the  New 
Mexico  courts  have  ruled. 

That  right  was  challenged  by  a doctor  who 
charged  that  failure  to  renew  his  contract  because  he 
was  uninsured  had  deprived  him  of  his  rights  and 
constituted  an  unwarranted  interference  in  his  rela- 
tionship with  his  patients.  A number  of  his  patients 
joined  the  doctor  in  his  suit  against  the  hospital. 

Also  at  issue  in  the  case  was  the  jurisdiction  of  the 
courts  over  the  conduct  of  a private  hospital. 

The  suit  never  went  to  a jury  because  the  judge  of 
a New  Mexico  district  court  summarily  dismissed 
the  case.  The  hospital  had  raised  the  jurisdictional 
objection  on  the  grounds  that,  as  a private  institu- 
tion, it  had  the  right  to  make  its  own  personnel 
decisions  without  interference  from  the  courts. 


The  state  court  of  appeals,  however,  noted  that  the 
demography  of  the  West  obliged  the  courts  to  take  a 
hand.  Towns  are  few  and  far  between  in  New  Mex- 
ico, said  the  appellate  judges.  To  deny  him  staff 
privileges  can  thus  drive  a doctor  from  his  home  or 
deprive  him  of  his  opportunity  to  practice. 

Furthermore,  said  the  appellate  judges,  a hospital 
isolated  in  desert  or  mountain  country  holds  a virtual 
monopoly  on  health  care.  “Whereas  most  free  enter- 
prise is  ideally  governed  by  supply  and  demand,  and 
will,  therefore,  conform  to  consumer  needs,  the 
medical  industry  operates  outside  of  this  system  of 
self-regulation,”  they  declared. 

The  courts  said  the  appellate  judges  were  not 
acting  as  a “super  board  of  directors”  as  claimed  by 
the  hospital  but  were  exercising  a limited  supervi- 
sion in  the  absence  of  an  “economic  mechanism 
which  encourages  hospitals  to  make  consumer- 
sensitive  policy  choices.” 

The  doctor  and  his  patients  had  argued  that  the 
requirement  to  carry  malpractice  insurance  was 
arbitrary  because  it  provided  no  real  protection  for 
the  patient  but  merely  a fund  to  “buy  off  an  already 
injured  person.  The  plaintiffs  also  challenged  the 
hospital’s  claim  that  a staff  doctor’s  failure  to  carry 
malpractice  insurance  would  increase  the  hospital’s 
premiums. 

The  doctor  suggested  that  the  hospital’s  failure  to 
renew  his  contract  involved  personal  motives  for 
which  the  issue  of  his  malpractice  insurance  was 
merely  a cover. 

In  unanimously  affirming  the  lower  court’s  deci- 
sion to  dismiss  the  doctor’s  case,  three  judges  of  the 
New  Mexico  court  of  appeals  held  that  whatever 
personal  antagonism  might  have  been  involved  it 
was  certainly  not  the  only  reason  for  the  hospital’s 
decision.  They  also  ruled  that  there  was  a legitimate 
interest  in  requiring  staff  physicians  to  carry  mal- 
practice insurance  because,  although  it  did  not  pro- 
tect patients  before  they  suffered  mishap,  it  provided 
a source  of  compensation  afterwards  in  cases  involv- 
ing no  hospital  negligence. 

692  P.2d  1350  (N.M.  App.  1984) 
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Dr.  Virginia  Tolbert 
Dies  in  Tupelo 

Dr.  Virginia  Stansel  Tolbert  of  Ruleville,  a mem- 
ber of  MSMA’s  Board  of  Trustees,  died  June  25  at 
North  Mississippi  Medical  Center  in  Tupelo.  The 
66-year-old  family  physician,  the  first  woman 
elected  to  the  MSMA  board,  had  been  hospitalized 
since  June  8 for  complications  from  a diabetic  condi- 
tion. 

Her  death  was  described  as  a loss  by  her  col- 
leagues in  the  Mississippi  State  Medical  Association 
and  by  fellow  members  of  the  state  Corrections 
Board,  on  which  she  was  serving  her  second  term. 
She  was  first  appointed  to  the  Corrections  Board  by 
Governor  William  Winter  after  her  retirement  in 
1982  as  medical  director  of  the  Mississippi  State 
Penitentiary  at  Parchman. 

Dr.  Tolbert  graduated  as  valedictorian  of  Rule- 
ville High  School  at  the  age  of  14.  She  received  her 
undergraduate  degree,  magna  cum  laude,  from  Mis- 
sissippi State  College  for  Women.  After  receiving 
her  M.D.  degree  from  the  University  of  Tennessee, 
she  interned  at  Jefferson  Hillman  Hospital  in  Bir- 
mingham, and  returned  to  Ruleville  in  1951  to 
enter  private  practice. 

A past  president  of  Delta  Medical  Association, 
Dr.  Tolbert  was  active  in  the  Mississippi  Academy 
of  Family  Physicians  and  served  on  the  board  of  the 
Mississippi  Foundation  for  Medical  Care.  She  was 
on  the  board  of  directors  of  the  Mississippi  Heart 
Association,  and  recently  received  the  Golden  Heart 
Award.  In  1974  she  received  the  MSMA  Robins 
Award  for  Community  Service. 

After  serving  for  three  years  on  the  Ruleville 
Board  of  Aldermen,  she  was  elected  mayor  in  1973. 
She  served  on  the  executive  committee  of  the  Mis- 
sissippi Municipal  Association  and  was  a member  of 
the  advisory  board  of  South  Delta  Planning  and 
Development  Corp. 

Dr.  Tolbert  was  charter  member  and  past  presi- 
dent of  the  Ruleville  Business  and  Professional 
Women,  and  served  the  state  Business  and  Profes- 
sional Women  as  district  director.  In  1975  she  was 
chosen  that  organization’s  Mississippi  Woman  of 
Achievement. 

Dr.  Tolbert  was  a member  of  the  Ruleville  United 
Methodist  Church,  where  she  served  on  the  adminis- 


trative board  and  was  chairman  of  pastor-parish  rela- 
tions. 

Survivors  include  her  husband.  Dr.  Earl  P.  Tol- 
bert of  Ruleville,  two  children,  six  grandchildren, 
and  four  great-grandchildren. 


Moore  Named  Top 
Medical  School  Graduate 


Malcolm  Sidney  Moore,  Jr.,  of  Tupelo  received  the 
M.D.  summa  cum  laude  in  University  of  Mississippi 
Medical  Center  Commencement  exercises.  He  also  re- 
ceived the  University’ s Leathers  Award  as  the  graduating 
medical  student  with  the  highest  academic  average.  Re- 
cently Moore  was  named  recipient  of  the  Mississippi  State 
Medical  Association  Award  for  superior  leadership  qual- 
ities and  scholarship.  Dr.  Norman  C . Nelson,  right,  is 
vice  chancellor  for  health  affairs.  Dr.  Moore  is  the  son  of 
Dr.  Malcolm  Moore  and  Dr.  Nell  Moore. 


135  Receive  M.D.  Degrees 
At  Medical  School  Commencement 

Ole  Miss  alumnus  Judge  E.  Grady  Jolly  told  Uni- 
versity of  Mississippi  Medical  Center  graduates 
Sunday  that  “young  professionals  must  early  recog- 
nize and  prepare  to  avoid  the  pitfalls  that  have  been 
planted  in  the  comtemporary  professional  world,  if 
the  great  personal  promise  of  graduation  day  is  to  be 
fulfilled.” 

Judge  Jolly,  who  was  appointed  to  the  United 
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States  Court  of  Appeals,  Fifth  Circuit,  in  1982, 
addressed  373  students  receiving  degrees  in  the 
health  sciences  at  City  Auditorium. 

The  number  included  135  who  received  the  M.D. , 
108  for  the  B.S.  in  nursing,  39  for  the  D.M.D.,  13 
the  B.S.  in  medical  technology,  23  for  the  B.S.  in 
physical  therapy,  16  for  the  B.S.  in  nurse  anesthe- 
siology, 13  for  the  B.S.  in  medical  record  adminis- 
tration, 12  for  the  B.S.  in  respiratory  therapy,  and 
one  for  the  B.S.  in  cytotechnology. 

Also  eight  for  the  M.S.  in  nursing,  two  for  the 
master  of  combined  sciences,  three  for  the  M.S.  and 
one  for  the  Ph.D. 

Chancellor  R.  Gerald  Turner  conferred  the  de- 
grees. Candidates  were  presented  by  Dr.  Norman  C. 
Nelson,  vice  chancellor  for  health  affairs  and  School 
of  Medicine  dean;  Dr.  Edrie  J.  George,  School  of 
Nursing  dean;  Dr.  Thomas  E.  Freeland,  School  of 
Health  Related  Professions  dean;  Dr.  Wallace  V. 
Mann,  School  of  Dentistry  dean  and  Dr.  Ben  H. 
Douglas,  assistant  vice  chancellor  for  graduate  stud- 
ies and  chairman  of  the  Graduate  Council  at  the 
Medical  Center. 

Malcolm  Sidney  Moore,  Jr. , son  of  Drs.  Malcolm 
and  Nell  Moore  of  Tupelo,  was  recognized  as  the  top 
medical  school  graduate.  Dr.  Moore,  who  earned  his 
degree  summa  cum  laude,  received  the  University’s 
Leathers  Award  as  the  graduating  medical  student 
with  the  highest  academic  average.  Dr.  Moore  will 
intern  at  University  Hospital  at  the  University  of 
Mississippi  Medical  Center  in  Jackson.  He  com- 
pleted undergraduate  work  at  Ole  Miss  in  Oxford. 

Magna  cum  laude  graduates  in  the  School  of 
Medicine  were  Roland  Joseph  Mestayer  III  of  Pasca- 
goula, Bonnie  L.  Noe  of  Starkville,  and  Walter 
Wesley  Woody  of  Shannan. 

Cum  laude  medical  school  graduates  included 
Ralph  Creyton  Atkinson  III  of  Clinton,  Gilda  Mon- 
talvo Bradford  of  McComb,  and  Nancy  Jayne  Kur- 
sik  of  Jackson. 

UMC  Announces 
Faculty  Promotions 

Seven  University  of  Mississippi  Medical  Center 
faculty  members  reached  the  rank  of  professor  in 
promotions  announced  on  July  1 by  Dr.  Norman  C. 
Nelson,  Medical  Center  vice  chancellor  for  health 
affairs  and  medical  school  dean. 

Dr.  Nelson  announced  the  changes  in  the  status 


following  approval  by  the  Board  of  Trustees,  State 
Institutions  of  Higher  Learning. 

Moving  up  to  the  rank  of  professor  in  the  School 
of  Medicine  were  Dr.  E.  David  Crawford  and  Dr. 
Ronald  Krueger  in  surgery  (urology).  Dr.  Durisala 
Desaiah  in  neurology.  Dr.  Jeffrey  A.  Kelly  in 
psychiatry  (psychology),  and  Dr.  Angel  Markov  and 
Dr.  James  T.  Thigpen  in  medicine. 

In  Centerwide  faculty  promotions.  Dr.  Ben  R. 
Clower  was  named  professor  of  anatomy. 

School  of  Medicine  faculty  promoted  to  the  rank 
of  associate  professor  in  July  were  Dr.  William  C. 
Cushman  and  Dr.  Valee  Harrisdangkul  in  medicine. 
Dr.  Connie  S.  McCaa  in  surgery  (ophthalmology). 
Dr.  S.  H.  Subramony  in  neurology.  Dr.  James  N. 
Martin  in  obstetrics-gynecology.  Dr.  Michael  H. 
LeBlanc  in  pediatrics.  Dr.  John  A.  Fairbank  in 
psychiatry,  and  Dr.  Bharti  R.  Patel  in  radiology. 

Those  promoted  to  the  rank  of  associate  professor 
in  the  centerwide  faculty  were  Dr.  Norman  A.  Capra 
in  anatomy.  Dr.  Terry  M.  Dwyer  and  Dr.  Thomas 
H.  Adair  in  physiology/biophysics.  Dr.  Charles  L. 
Woodley  in  biochemistry,  and  Dr.  Thomas  M. 
Buttke  in  microbiology. 

School  of  Medicine  faculty  promoted  to  the  rank 
of  assistant  professor  were  Dr.  Lyle  D.  Zardiackas  in 
surgery  (orthopedics).  Dr.  Donna  K.  Gates  in 
pathology  and  Dr.  William  R.  Smith  in  medicine. 

Dr.  Nelson  also  announced  the  promotions  of  13 
clinical  faculty  members.  Dr.  Heber  Ethridge  of 
Jackson  was  promoted  to  clinical  professor  of 
surgery  (plastic).  Promoted  to  clinical  associate  pro- 
fessor of  surgery  were  Dr.  Jamil  G.  Nassar  of  Jack- 
son  (ophthalmology);  Dr.  Benton  M.  Hilbun  of 
Tupelo  and  Dr.  Douglas  Godfrey  of  Jackson 
(plastic);  Named  to  clinical  assistant  professor  of 
surgery  were  Dr.  Thomas  K.  Billups  of  Tupelo;  Dr. 
William  O.  Bobo  of  Jackson,  Dr.  William  H.  Wal- 
lace of  Jackson,  and  Dr.  Robert  A.  Smith  of  Jackson 
(plastic);  Dr.  Wilson  Moak  of  Jackson,  Dr.  John  B. 
Ederington  of  Vicksburg,  and  Dr.  Stacy  Davidson  of 
Cleveland  (ophthalmology);  and  Dr.  Jimmie  L. 
Hamilton  of  Tupelo  and  Dr.  Hohnnie  W.  William- 
son of  Tupelo  (general  and  vascular). 

An  Ole  Miss  graduate.  Dr.  Etheridge  earned  the 
MD  degree  at  Louisiana  State  University.  He  did  his 
internship  at  Mississippi  Baptist  Hospital  and  took 
residencies  in  general  and  plastic  surgery  at  UMC, 
joining  the  clinical  faculty  in  1960.  The  acting  chief 
of  the  Division  of  Plastic  Surgery,  he  is  in  private 
practice  in  Jackson. 
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John  R.  Bise  III  of  Jackson  attended  a meeting  of  the 
American  Society  for  Laser  Medicine  in  Orlando, 
Florida  and  participated  in  a laser  conference  at 
Ravenswood  Medical  Center  in  Chicago. 

John  Bower  of  Jackson  was  re-elected  president  of 
the  Renal  Physicians  Association  at  the  annual  meet- 
ing held  in  Scottsdale,  Arizona. 

Thais  E.  Brown  of  Jackson  announces  the  opening 
of  her  office  for  the  practice  of  family  medicine  at 
5606  Old  Canton  Road. 

Robert  T.  Cates  of  Ridgeland  has  been  recertified 
by  the  American  Academy  of  Family  Physicians. 

James  W.  Cook  of  Pearl  announces  the  association 
of  Michael  G.  Conner  for  the  practice  of  family 
medicine  and  pediatrics. 

David  Crawford  of  UMC  presented  a paper  at  the 
American  Urological  Association  meeting  in  Atlanta 
in  May. 


Henry  Dewitt,  Jr.  of  Laurel  announces  the  asso- 
ciation of  David  A.  Harris  for  the  practice  of  anes- 
thesiology. 

Albert  Diaz  of  Biloxi  has  been  accepted  into  mem- 
bership of  the  American  Society  of  Bariatric  Physi- 
cians. 

Edgar  Draper  of  UMC  was  a consultant  at  Gulf- 
port VA  Medical  Center  in  May  and  also  spoke  at  St. 
Elizabeth  Hospital  in  Washington,  DC. 

William  W.  East  and  T.  Keith  Everett  of  Phil- 
adelphia announce  the  association  of  Randy  H. 
Russell  for  the  practice  of  opthalmology. 

Richard  Field  of  Centreville  was  elected  to  a three- 
year  term  on  the  Board  of  Regents  of  the  American 
College  of  Surgeons. 

W.  R.  Gillis  of  UMC  lectured  in  the  Department  of 
Medicine  at  the  University  of  Alabama  at  Birming- 
ham. 

George  C.  Hamilton  of  Jackson  is  program  chair- 
man for  the  Southern  Psychiatric  Association’s 
annual  meeting  in  Palm  Beach,  Florida,  next  month. 


STARS  WARS  of  Oncology 
if  Lasers 
^Chemotherapy 
^Monoclonal  Antibodies 

A one-day  medical  symposium  presented  by 
South  Highlands  Hospital 
Birmingham,  Alabama 
DATE:  Friday,  November  1,  1985 
MEETING  LOCATION:  Birmingham  Hilton 
808  South  20th  St. 

Birmingham,  Alabama 

FEE:  $65.00 

Free  for  pre-registered  residents 
Free  for  medical  students 

FOR  INFORMATION  AND  RESERVATIONS: 

Call  Mrs.  Dena  Metts 
(205)  930-7703 

Distinguished  speakers  to  include,  among  others; 

Richard  M.  Dwyer,  M.D. — Laser  Endoscopy  Medical  Group,  Inc.,  Los 
Angeles,  CA;  Chief  of  Endoscopy,  Harbor  General  Hospital,  Terrance, 
CA;  Associate  Clinical  Professor  of  Medicine,  U.C.L. A.— ‘Management 
of  CA  of  Gl  tract,  bladder  tumors,  and  pulmonary  lesions.” 

Thomas  C.  Merigan,  M.D. — Chief,  Division  of  Infectious  Diseases, 
Stanford  University— ‘Immunotherapy  of  cancer  in  its  broadest 
aspects.  Interferon.  Monoclonal  antibodies.” 

John  McDonald,  M.D.— Chairman,  Oncology  Department,  University 
of  Kentucky— ‘Defense  establishment  of  medicine  . . . oncology. 

Recent  developments  in  tumor  therapy  with  emphasis  on  those  tumors 
which  are  impressively  benefited  by  therapy.” 
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James  D.  Hardy  of  UMC  lectured  at  a meeting  of 
the  Society  for  Surgery  of  the  Alimentary  Tract  in 
New  York. 

John  E.  Harris  of  Okolona  has  been  recertified  by 
the  American  Academy  of  Family  Physicians. 

W.  Arnold  Hull  and  Joe  A.  Hull  of  Indianola 
announce  the  association  of  W.  Wade  Dowell  and 
Phil  Norsworthy  for  the  practice  of  family  medi- 
cine. 

J.  H.  Johnston  III  of  Jackson  was  honored  by  the 
American  Society  of  Gastrointestinal  Endoscopy  for 
distinguished  achievement  for  his  audiovisual  pre- 
sentation during  the  society’s  meeting  in  New  York. 

Don  Marascalco  announces  the  opening  of  his 
office  for  the  practice  of  ophthalmology  at  1301  20th 
Avenue  in  Meridian. 

G.  Rodney  Meeks  of  UMC  made  a presentation  at  a 
meeting  of  the  American  College  of  Obstetricians 
and  Gynecologists  in  Washington,  DC. 


CHECK  OUT  THE  "IMPORT" 
MADE  IN  AMERICA... CHEVY 


THE  BEST  OF  BOTH  WORLDS 


HARRELD  CHEVROLET  CO. 


Highway  51,  Canton  354-2333 


John  Benjamin  Milam  of  Jackson  has  been  selected 
to  visit  the  People’s  Republic  of  China  with  thirty 
U.S.  physicians. 

Richard  Miller  of  UMC  spoke  on  pediatric  trauma 
at  a Trauma  Symposium  held  in  Biloxi. 

John  Morrison  of  UMC  spoke  at  an  Outieach 
Education  Course  in  Biloxi. 

Charles  S.  O’Mara  of  Jackson  was  inducted  into 
the  International  Society  for  Cardiovascular  Surgery 
at  the  society’s  recent  annual  meeting  in  Baltimore, 
Maryland. 

Judith  G.  Parker  of  Brandon  announces  the  asso- 
ciation of  Dennis  W.  Rowlen  for  the  practice  of 
pediatrics  at  Rankin  Children’s  Group,  348  Cross- 
gates Boulevard. 

Madhavan  Pisharodi  announces  the  opening  of  his 
office  for  the  practice  of  neurosurgery  at  2500  5th 
Street  North  in  Columbus. 

George  D.  Purvis  of  Jackson  was  installed  as  presi- 
dent of  the  Mid- America  Orthopaedic  Association  at 
its  recent  annual  meeting. 

Dave  Allen  Roberts  has  associated  with  George 
WiLKERSON  of  Hattiesburg  for  the  practice  of  neurol- 
ogy. > 

Kelly  S.  Segars,  Sr.  of  luka  announces  the  asso- 
ciation of  K.  Scott  Segars,  Jr.  in  the  practice  of 
internal  medicine. 

Dan  R.  Thornton,  Jr.  of  Meridian  represented  the 
American  College  of  Obstetricians  and  Gynecolo- 
gists at  the  fifth  annual  clinical  meeting  of  the  Nurses 
Association  of  American  College  of  Obstetricians 
and  Gynecologists  in  New  Orleans  and  delivered  the 
welcoming  address. 

W.  Lamar  Weems  of  Jackson  was  elected  presi- 
dent-elect of  the  American  Association  of  Clinical 
Urologists  during  the  association’s  annual  meeting 
in  Atlanta. 

John  J.  White  of  Jackson  has  been  elected  presi- 
dent-elect of  the  Louisiana-Mississippi  Ophthalmo- 
logical  and  Otolaryngological  Society.  Elected  to 
other  posts  were  Wilson  E.  Moak  of  Jackson, 
secretary-treasurer;  Eric  E.  Lindstrom  of  Laurel, 
councillor;  and  Myron  W.  Lockey  of  Jackson, 
alternate  delegate  to  the  American  Academy  of  Oto- 
laryngology-Head and  Neck  Surgery. 

Winfred  L.  Wiser  of  UMC  made  a presentation  to 
the  Callender  Society  Meeting  in  Sea  Island,  Geor- 
gia. 
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Bobo,  Russell  W.  , Ocean  Springs.  Bom  San  Anto- 
nio, TX,  May  20,  1954;  M.D.,  University  of  Texas 
Medical  Branch,  Galveston,  1979;  interned  and 
anesthesiology  residency,  Wilford  Hall  USAF 
Medical  Center,  San  Antonio,  1979-82;  elected  by 
Singing  River  Medical  Society. 

Cunningham,  Janet  A.,  New  Hebron.  Born  Bos- 
ton, MA,  April  13,  1954;  M.D.,  Wright  State  Uni- 
versity School  of  Medicine,  Dayton,  OH,  1981; 
interned  and  family  practice  residency,  St.  Joseph 
Medical  Center,  South  Bend,  IN,  1981-84;  elected 
by  South  Central  Medical  Society. 

Dawkins,  Craig  A.,  Jackson.  Bom  Miami,  FL, 
April  4,  1947;  M.D.,  University  of  Mississippi 


School  of  Medicine,  Jackson,  1979;  interned  and 
general  surgery  residency,  Baylor  University,  Dal- 
las, 1979-81 ; urology  residency.  University  Medical 
Center,  Jackson,  1981-84;  elected  by  Central 
Medical  Society. 

Gheraibeh,  Jafer  Naser,  Grenada.  Bom  Irbid- 
Jordan,  Dec.  27,  1947;  M.D.,  Alexandria  Faculty  of 
Medicine,  Egypt,  1971;  interned  St.  John’s  Mercy 
Medical  Center,  St.  Louis,  MO,  one  year; 
orthopedic  residency,  Richland  Memorial  Hospital, 
Columbia,  SC,  1975-78  and  Adelaide  Childrens 
Hospital,  Australia,  1978-1979;  elected  by  North 
Central  Medical  Society. 

Schilling,  John  Patrick,  Greenville.  Bom  Atlan- 
ta, GA,  June  11,  1950;  M.D.,  Medical  College  of 
Georgia,  Augusta,  1978;  interned  and  ob-gyn  res- 
idency, Fitzsimons  Army  Medical  Center,  Aurora, 
CO,  1978-82;  elected  by  Delta  Medical  Society. 


HEALTH  CARE  AT  ITS  BEST:  AIR  FORCE  MEDICINE 


AIR  FORCE  MEDICINE  IS  ONE  OF  OUR  BEST  BENEFITS,  AND  WITH  YOUR  HELP, 
WE’LL  KEEP  IT  THAT  WAY.  THE  AIR  FORCE  NEEDS  PHYSICIANS  SUCH  AS  YOU  TO 
BECOME  MEMBERS  OF  OUR  HEALTH  CARE  TEAM. 


MOST  ADMINISTRATIVE  RESPONSIBILITIES  ARE  IN  THE  HANDS  OF  OTHERS,  GIVING 
OUR  PHYSICIANS  THE  TIME  TO  GIVE  THEIR  FULL  ATTENTION  TO  THE  PATIENTS’ 
NEEDS.  OUR  HOSPITALS  ARE  STAFFED  WITH  DEDICATED,  COMPETENT  PROFES- 
SIONALS. 


YOU’LL  FIND  YOU  WILL  HAVE  TIME  FOR  YOUR  FAMILY,  AND  TO  KEEP  ABREAST  OF 
THE  LATEST  METHODS  AND  TECHNOLOGIES  THAT  YOU  DON’T  HAVE  TIME  FOR 
NOW.  WE  ALSO  OFFER  UNLIMITED  PROFESSIONAL  DEVELOPMENT  AND  FINANCIAL 
SECURITY. 


IF  YOU’RE  CONSIDERING  A CHANGE,  CONSIDER  AIR  FORCE  MEDICINE.  TO  FIND 
OUT  MORE  ABOUT  AIR  FORCE  MEDICINE,  CONTACT: 

SSgt.  Don  Sanders 
Call  collect  901/521-3851 


A great  way  of  life. 
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MANAGE  YOUR  OFFICE  MORE  EFFECTIVELY  WITH 
THE  MPM  1000  SYSTEM  AVAILABLE  THROUGH 
SOUTHERN  MEDICAL  ASSOCIATIONS 
PHYSICIANS’  PURCHASING  PROGRAM 


Manage  your  office  more 
effectively  with  the  MPM 
1000  System  available 
through  the  Physicians’ 
Purchasing  Program. 

Managing  your  office 
shouldn’t  be  hard; 
however,  with  the  current 
insurance  requirements  and 


the  impending  Medicare 
changes  looming  on  the 
horizon,  it  will  get  more 
difficult.  You  should  call 
Curtis  1000  Information 
Systems  or  Southern 
Medical  Association  to  find 
out  how  the  MPM  1000  can 
help  make  your  practice 
run  more  effectively. 


AVAILABLE  ON  IBM  A/T 


MPM  1000  Simplifies  Your  Paperwork 

You  will  be  able  to  reduce  the  mountains  of  paper- 
work by  using  your  MPM  1000  system  to  process  all 
your  insurance,  complete  your  billing  plus  instan- 
taneously sort  and  file  necessary  information. 

MPM  1000  Speeds  Up  Your  Cash  Flow 

The  MPM  1000  system  will  increase  your  daily  bank 
deposits  by  processing  all  your  insurance  and  pa- 
tients’ receivables  quickly. 

MPM  1000  Improves  Your  Practice  Management 

With  the  MPM  1000  system  you  can  easily  and  intel- 
ligently manage  your  practice  with  computer  gene- 
rated reports.  Trends  and  problems  are  easily  iden- 
tified so  you  can  take  corrective  action  before  they 
become  serious. 


MPM  1000  Is  A One  Source  Solution 

The  MPM  1000  is  a one  source  solution.  With  your 
system  you  receive  all  hardware  (IBM  or  Texas  In- 
struments), software,  complete  five  day  training  pro- 
gram and  responsive  after  sale  support. 

IBM  PC/AT  At  Discount 

Best  of  all,  these  systems  are  available  through  SMA 
Services,  Inc.,  Physicians’  Purchasing  Program  with 
substantial  discounts  on  IBM  and  Texas  Instrument 
equipment. 

FOR  MORE  INFORMATION,  please  fill  out  the 
coupon  below  and  mail  it  to  Southern  Medical  Asso- 
ciation, or  for  faster  service  call  Southern  Medical  at 
(205)  945-1840  or  Curtis  1000  Information  Systems  at 
800-241-4780. 


□ YES!  I would  like  more  information  on  MPM  1000 

My  interests  are:  □ Immediate  □ Long  term  □ Please  contact  me  for  a survey 
I am  a member  of  SMA  □ 


Name 

(Please  Print) 

Address 

City 

State 

Zip 

( ) 

Specialty  Office  Phone 

Mail  to:  CURTIS  1000  INFORMATION  SYSTEMS 


2296  Henderson  Mill  Road 
Suite  402 

Atlanta,  Georgia  30345 


PutZORprih  (ASPIRIN)  Zero-Order  Release 

in  your  circle  of  arthritic  therapy 


ZO^rin®  provides 
800 mg  of  aspirin  in  a unique, 
patented  zero-order  release 
delivery  system. 

Convenient  two-tablet,  b.  i.  d.  dosage 

• Easy-to-remember  regimen  improves  compliance 

• 24-hour  pain  relief 

Efficacy  comparable  to  NSAIs 

• Helps  reduce  morning  stiffness  and  nighttime  pain 

Side  effect  profile  superior  to  plain  aspirin . . . 
comparable  to  NSAIs 

• ZORprin®  is  economical  arthritic  therapy 

• Prescription  only 

The  ideal  method  to  maintain  therapeutic  control 


Pioneers  in  medicine  for  the  family 
Boots  Pharmaceuticals,  Inc. 

6540  LINE  AV'ENL’E,  PO,  BOX  6750 
SHREX'EPORT,  LOOiSIANA  71106  -9989 


See  brief  summary  of  prescribing 
information  on  next  page. 


ZOR 

(aspirin) 


Before  orescnoing  see  complete  prescribing  information  The 
following  IS  a brief  summary  o indications  and  use  ZORpnn* 

IS  indicateO  for  the  treatmeht  of  rheumatoid  arthritis  and 
osteoarthrits  The  safety  and  efficacy  of  ZORpnn*  have  not 
been  established  in  those  rheumatoid  arthritic  patients  who 
are  designated  by  the  American  Rheumatism  Association  as 
Functional  Class  iv,  nncapacitated.  largely  or  wholly  bedridden, 
or  confined  to  wheelchair,  little  or  no  self-carei  o contraindi- 
cations ZORpnn*  should  not  be  used  in  patients  known  to  be 
hypersensitive  to  salicylates  or  in  individuals  with  the  syndrome 
of  nasal  polyps,  angioedema,  bronchospastic  reactivity  to  aspirin, 
renal  or  hepatic  insufficiency,  hypoprothrombinemia  or  other 
bleeding  disaders  ZORpnn*  is  not  recommended  for  children 
under  12  years  of  age,  it  is  contraindicated  in  all  children  with 
fever  accompanied  by  dehydration  □ warnings  ZORpnn* 
should  be  used  with  caution  when  anticoagulants  are  prescribed 
concurrently,  since  aspirin  may  depress  the  concentration  of 
prothrombin  in  plasma  and  increase  bleeding  time  Large  doses 
of  salicylates  may  have  hypoglycemic  action  and  enhance  the 
effect  of  the  oral  hypoglycemics,  concomitant  use  therefore  is 
not  recommended  However,  if  such  use  is  necessary,  dosage  of 
the  hypoglycemic  agent  must  be  reduced  The  hypoglycemic 
action  of  the  salicylates  may  also  necessitate  adiustment  of  the 
insulin  reouirements  of  diabetes  While  salicylates  in  large  doses 
have  a uricosuric  effect. smaller  amounts  may  reduce  the  urico- 
suric effect  of  uricosuric  agents  o USE  IN  PREGNANCY  Aspirin 
can  cause  fetal  harm  when  administered  to  pregnant  women 
Aspirm  interferes  with  maternal  and  infant  blood  clotting  and 
may  lengthen  the  duration  of  pregnancy  and  parturition  Aspirin 
has  produced  teratogenic  effects  and  increases  the  incidence 
of  stillbirths  and  neonatal  deaths  in  animals  if  this  drug  is  used 
during  pregnancy,  or  if  the  patient  becomes  pregnant  while 
taking  this  drug,  the  patient  should  be  apprised  of  the  potential 
hazard  to  the  fetus  Aspirin  should  not  be  taken  during  the  last 
5 months  of  pregnancy  u PRECAUTIONS  Appropriate  precau- 
tions should  be  taken  m prescribing  ZORpnn*  for  patients  who 
are  known  to  be  sensitive  to  aspirin  or  salicylates  Particular  care 
should  be  used  when  prescribing  this  medication  for  patients 
with  erosive  gastritis,  peptic  ulcer,  mild  diabetes  or  gout  As  with 
all  salicylate  drugs,  caution  should  be  exercised  in  prescribing 
ZORpnn*  for  those  patients  with  bleeding  tendencies  or  those 
on  anticoagulant  drugs  Large  doses  of  salicylates  should  be 
avoided  in  patients  with  clear  evidence  of  carditis  in  order  to 
avoid  exacerbation  of  disease  or  adrenal  insufficiency,  patients 
who  have  been  on  prolonged  corticosteroid  therapy  should  have 
their  therapy  tapered  slowly  rather  than  discontinued  abruptly 
when  ZORpnn*  laspinni  is  made  a part  of  the  treatment  pro- 
gram Patients  receving  large  doses  of  aspirin  and/or  prolonged 
therapy  may  develop  mild  salicylate  intoxication  isalicylismi  that 
may  be  reversed  by  reduction  in  dosage  Salicylates  can  produce 
changes  m thyroid  function  tests  Salicylates  should  be  used 
with  caution  in  patients  with  severe  hepatic  damage,  preexist- 
ing hypoprothrombinemia.  Vitamin  k deficiency  and  in  those 
undergoing  surgery  Since  aspirin  release  from  ZORpnn®  is  pH 
dependent,  it  may  change  in  those  conditions  where  the  gastric 
pH  has  been  increased  via  antacids,  gastric  secretion  inhibitors 
or  surgical  procedures  n ADVERSE  REACTIONS  Hematologic 
Aspirin  interferes  with  blood  clotting  Patients  with  a history 
of  blood  coagulation  defects  or  receiving  anti-coagulant  drugs 
or  with  severe  anemia  should  avoid  ZORpnn  * Aspirin  used 
chronically  may  cause  a persistent  iron  deficiency  anemia 
Gastrointestinal:  Aspirin  may  potentiate  peptic  ulcer,  and  cause 
stomach  distress  or  heartburn  Aspirin  can  cause  an  increase  in 
occult  bleeding  and  in  some  patients  massive  gastrointestinal 
bleeding  However,  the  greatest  release  of  active  drug  from 
ZORprin®  is  designed  to  occur  in  the  small  intestine  over  a period 
of  time  This  has  resulted  in  less  symptomatic  gastrointestinal 
side  effects  Allergic  Allergic  and  anaphylactic  reactions  have 
been  noted  when  hypersensitive  individuals  have  taken  aspirin 
The  most  common  allergic  reaction  to  aspirin  is  the  induction  of 
bronchospasm  with  asthma -like  symptoms  Other  reactions  are 
hives,  rash,  angioedema,  as  well  as  rhinitis  and  nasal  polyps  Fatal 
anaphylactic  shock,  while  not  common,  has  been  reported 
Central  Nervous  System:  Taken  in  overdoses,  aspirin  provides 
stimulation  which  may  be  manifested  by  tinnitus  Following 
initial  stimulation,  depression  of  the  central  nervous  system 
may  be  noted  Renal  Aspirin  may  rarely  cause  an  increase  in  the 
seventy  of  chronic  kidney  disease  Hepatic  High  doses  of  aspirin 
have  been  reported  to  produce  reversible  hepatic  dysfunction 
□ OVERDOSAGE  Overdosage,  if  it  occurs,  would  produce  the  usual 
symptoms  of  salicylism,  tinnitus,  vertigo,  headache,  confusion, 
drowsiness,  sweating,  hyperventilation,  vomiting  or  diarrhea 
Treatment  for  mild  intoxication,  emptying  the  stomach  with  an 
emetic,  or  gastric  lavage  with  5%  sodium  bicarbonate  individuals 
suffering  from  severe  intoxication  should,  in  addition,  have 
forced  diuresis  by  intravenous  infusions  of  saline  and  sodium 
bicarbonate  or  sodium  lactate,  dextrose  solution  in  extreme 
cases,  hemodialysis  or  peritoneal  dialysis  may  be  required  o 
HOW  SUPPLIED  ZORprin*  tablets  800  mg,  plain,  white  capsule- 
shaped  tablets  Bottles  of  100  tablets  o caution  Federal  Law 
prohibits  dispensing  without  prescription  Manufactured  and 
distributed  by  Boots  Pharmaceuticals,  Inc  Shreveport,  la  , 
71106  USA 
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Prophetic  words  appeared  in  the  August  1965 
issue  of  Journal  MSMA,  which  reported  the  trans- 
actions of  the  House  of  Delegates  (97th  Annual 
Session,  Biloxi). 

Delegates  had  taken  action  to  restate  opposition  to 
the  Medicare  bill  then  pending  before  the  U.S.  Sen- 
ate, and  specifically  reiterated  a position  against 
compulsory  inclusion  of  physicians.  Delegates  also 
opposed  a congressional  move  to  redefine  four 
medical  specialties  as  hospital  services. 

An  accompanying  editorial  stated  that  “the  grand 
design  of  Medicare  runs  considerably  deeper  than 
government  financing  of  hospital  care  through  the 
Social  Security  system.”  The  article  predicted  the 
complete  reorganization  of  medical  service  in  the 
United  States  as  to  distribution,  clinical  environ- 
ment, and  financing. 

Noting  that  the  move  to  reorganize  the  entire  pat- 
tern of  medical  service  had  begun,  the  editorial 
quoted  an  official  policy  statement  of  the  AM  A, 
adopted  in  1930: 

“When  medical  service  is  made  impersonal, 
when  the  humanities  of  medicine  are  removed,  when 
the  coldness  and  automaticity  of  the  machine  are 
substituted  for  the  humane  interest  inherent  in  indi- 
vidual service  and  the  professional  and  scientific 
independence  of  the  individual  physicians,  the 
greatest  incentive  to  scientific  improvement  will  be 
destroyed  and  the  public  will  be  poorly  served.” 

Ten  years  later.  Journal  MSMA  reported  the 
transactions  of  the  107th  Annual  Session,  during 
which  delegates  again  considered  Medicare  matters, 
along  with  malpractice  issues. 

That  year  delegates  called  for  adjustment  of  pay- 
ment of  professional  fees  under  Medicare  which  had 
resulted  in  unequal  payment  for  comparable  services 
between  Mississippi  and  other  states.  Delegates  also 
recommended  changes  in  the  state’s  legal  system  to 
handle  malpractice  claims  to  include  arbitration  of 
such  claims,  the  establishment  of  reasonable  limits 
on  contingency  fees  and  a reduction  of  the  statute  of 
limitation  for  such  claims. 


Pioneers  in  medicine  for  the  family 

e 

Boots  Pharmaceuticals,  Inc. 

6540  LINE  AVENL'E,  F>0  BOX  6750 
SHREVEPOKT,  LOI  ISIANA  71106-9989 


edical 


Electronic 


olutions 


CADO 


Medicare,  HMO,  PPO,  Payroll, 
Participating  Physicians,  DRG, 
Receivables,  Collections, 
Electronic  Submission,  Fin- 
ancial Statements,  Compet- 
titors.  Medical  Data  Bases, 

Labs,  Taxes,  Cost  Con- 
tainment, Correspon- 
dence, 3rd  Party  Bill- 
ing, Appointments, 

Aged  Trial  Balance, 

Medical  Records, 

Planning,  Person- 
nel Costs,  Regu- 
lations. . . . 


As  much  as  there  is  to 
think  about  in  maintaining 
your  practice,  there  are 
an  equal  number  of  things 
to  consider  in  choosing  a 
computer  system.  How- 
ever, we  have  a remedy  for 
both  problems  with  our  Total 
System  Solution  that  in- 
cludes: hardware,  software, 
training,  maintenance,  and  soft- 
ware updates.  In  other  words,  we 
become  your  data  processing  de- 
partment, with  guaranteed  results. 
We  have  numerous  local  references, 
hundreds  nationally,  who  are  using 
our  systems  in  individual  practices, 
clinics,  nursing  homes,  and  hospitals. 
Our  commitment  to  the  medical  field  is 
complete. 


WEDEUmSOUmONS 
BffOK  WE  DOn/BlTm  SYSTEM. 


CADO  Systems  of  Mississippi,  inc. 

2600  Insurance  Center  Drive  • Jackson,  MS  39216 
(601)  982-0100 


A division  of  ICD  Corporation 

with  offices  in  Jackson,  New  York.  Atlanta.  Houston,  Milwaukee.  Minneapolis. 
Detroit.  Pittsburgh,  Salt  Lake  City,  Durham.  Phoenix.  San  Antonio.  New  Orleans! 
Birmingham,  Jacksonville,  Orlando.  Mobile.  Shreveport,  Little  Rock 


PHYSICIANS  NEEDED 


PLACEMENT  SERVICE 


Physicians  (especially  specialists  such  as 
ophthalmologists,  pediatricians,  orthopedists, 
neurologists,  etc.)  interested  in  performing 
consultative  evaluations  (according  to  Social 
Security  guidelines)  should  contact  the  Medi- 
cal Relations  Office.  WATS  1-800-962-2330, 
extensions  2276,  2275,  or  2190;  Jackson,  922- 
6811,  extensions  2276,  2275,  or  2190. 

The  Mississippi  Disability  Determination 
Services  now  has  a program  available  for 
medical  society  meetings  and  hospital  staff 
meetings.  The  purpose  of  this  program  is  to 
explain  how  the  disability  determination  pro- 
cess works,  its  historical  background,  its  basis 
in  legality  and  its  documentation  requirements. 
Any  group  interested  in  this  presentation 
should  also  contact  the  Medical  Relations 
Office. 


MISSISSIPPI 

EMERGENCY  MEDICINE 
OPPORTUNITIES 

Work  the  hours  you  choose  at  the  location 
of  your  choice. 

Part-time  emergency  medicine  opportuni- 
ties are  immediately  available  in  MISSISSIP- 
PI. You  will  receive  a guaranteed  competi- 
tive income  and  be  fully  protected  by  the 
highest  occurrence  malpractice  coverage 
offered  in  the  industry  today. 

For  more  details  contact: 

SEAN  McDermott 
SPECTRUM  EMERGENCY  CARE,  INC. 

P.  O.  BOX  27352 
ST.  LOUIS,  MO  63141 
314-878-2280 
1-800-325-3982  (toll  free) 


Physicians  Wanted 

Consulting  Physicians.  Board  eligible  orthopedic 
and  psychiatric  consultants  needed  25-30  hours  per 
week  for  evaluation  of  Social  Security  disability 
claims.  Positions  available  immediately.  For  addi- 
tional information,  please  call  Deborah  Warriner, 
Medical  Staff  Coordinator,  Disability  Determina- 
tion Services,  (601)  923-2153. 


PHYSICIANS:  OB-GYN’s/General  Surgeons/In- 
temal  Medicine.  Practice  opportunities  available  in 
southeastern  U.S.  Growing,  progressive  practices. 
Cross  coverage  available.  Must  be  Board  Eligible. 
Generous  practice  incentives.  Send  C.V.  to:  Profes- 
sional Relations,  16633  Ventura  Blvd.,  P.O.  Box 
1800,  Encino,  CA  91436  or  call  (818)  990-2000. 


Mississippi,  Positions  Available.  Immediate/full- 
time positions  available  with  well-established, 
growing  emergency  medical  group  staffing  hospital 
emergency  departments  on  a 24  hour  basis  and  clin- 
ics providing  continual  medical  care  in  Central  and 
South  Mississippi.  Prefer  residency-trained  or  ex- 
perienced physicians  with  specialties  in  any  of  the 
following  areas:  emergency,  family  practice,  inter- 
nal, and  industrial  or  occupational  medicine  in- 
terested in  a career  commitment.  Attractive  salary 
and  benefit  package.  Career  advancement.  ME  A, 
P.A.  is  a physician  owned  and  managed  medical 
group  committed  to  the  financial  security  and  per- 
sonal development  of  each  physician  member.  For 
information  contact:  James  L.  Heflin,  Ph.D.,  1755 
Delia  Drive,  Suite  100,  Jackson,  MS.  39216-4883  or 
call  (601)  366-6503. 


Experienced  emergency  room  physician  (ACES 
certified)  needed  for  full-time  staff  position  in  124- 
bed  acute  care  hospital  in  historic  Gulf  Coast  com- 
munity of  Ocean  Springs,  Mississippi.  Excellent 
benefit,  salary  and  relocation  package.  Contact: 
Administrator,  Ocean  Springs  Hospital,  3009  Bien- 
ville Boulevard,  Ocean  Springs,  MS  39564;  tele- 
phone (601)  872-1190. 
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Physicians  Available 

Family  Practice.  1981  UMC  graduate,  residency 
trained,  board  certified;  interested  in  partnership  or 
group  experience,  primarily  in  Mississippi.  Reply 
to:  1822  Laurel  Street,  Jackson,  MS  39202  (601) 
352-6629. 


Anesthesiologist.  B.C.  university-trained;  20 
years  experience;  proficient  in  all  types  of  anesthe- 
sia; excellent  credentials;  Reply  4110-A,  Chico 
Road,  Pascagoula,  MS  39567. 


UMC  Graduate  completing  residency  in  family 
practice  in  1986  seeks  small  community  practice  in 
association  with  one  or  more  physicians.  Informa- 
tion on  potential  practice  locations  should  be  sent  to 
Box  A,  c/o  Journal  MSMA,  P.O.  Box  5229,  Jack- 
son,  MS  39216. 


CLASSIFIED 


For  sale.  Upright  Bovine  unit.  For  information 
contact,  Mrs.  James  Grant  Thompson,  43 1 8 Council 
Circle,  Jackson,  MS  39206;  (601)  366-5434. 


JOIN 

MRAC  TODAY 
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“When  I realized  my  chances  of 
becoming  disabled  by  age  65 
were  three  times  greater  than  the 
chances  of  death  . . . 

I compared  disability  insurance 
plans.  And  I decided  that  my 
MSMA-endorsed  disability  in- 
surance plan 

SERVES  ME  BEST! 

It’s  not  group  insurance,  but  an 
individually-owned  policy 
which  is  non- cancellable  and 
guaranteed  renewable. 

If  you’re  a member  of  the  Mississippi  State  Medical  Association  you  may  be 
eligible  for  this  outstanding  professional  disability  plan  at  discounted  pre- 
miums. 

• Non-cancellable,  guaranteed  renewable  • Cost  of  living  rider 

• Medical  specialty  protection  • Future  disability  insurance  option 

• Presumptive  loss  provision  • Lifetime  accident  and  sickness  rider 

• Indexing  of  prior  earnings  • Total  and  residual  disability  protection 

• Waiver  of  premium 

Offered  by  Paul  Revere  Insurance  Company  to  MSMA  members  through  its 
exclusive  representatives,  Professional  Disability  Specialists. 

Jon  B.  Wimbish,  Disability  Specialist 

1501  Lakeland  Drive,  Suite  200  Jackson,  MS  39216  Telephone  362-9800 


EXCERPTS  FROM  A SYMPOSIUM 
"THE  TREATMENT  OF  SLEEP  DISORDERS"® 

. . highly  effective 
for  both  sleep  induction  and 
sleep  maintenance  ff 

Sleep  Laboratory  Investigator 
Pennsylvania 

. . onset  of  action  is 
rapid. . . provides  sleep  with 
no  rebound  effect  to  agitate  the 
patient  the  following  day  A ^ 

Psychiatrist 
Calitornia 

ii  . . appears  to  have 
the  best  safely  record  of  any 
of  the  benzodiazepines  ft, 

Psychiatrist  ,„ra8 

California 
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After  15  years,  the  experts  still  concur  about  the 
continuing  value  ot  Dolmone  (tlurozepom  HCI/ 
Roche).  It  provides  sleep  that  satisfies  patients. . . 
and  the  wide  margin  of  safety  that  satisfies  you. 

The  recommended  dose  in  elderly  or  debilitated 
patients  is  15  mg.  Contraindicated  in  pregnancy 

DALMANE 

flurazepam  HCI/Roche  ® 

sleep  that  satisfies 

15-mg/30-mg 
capsules 


References:  1.  Kales  J,  etal  Clin  Pharmacol  Ther  12  691- 
697  Jul-Aug  1971  2.  Koles  A,  etal  Clin  Pharmacol  Ther 
18  356-363.  Sep  1975  3.  Kales  A,  etal  Clin  Pharmacol 
Ther  /9  576-583.  May  1976  4.  Kales  A,  etal  Clin  Pharma- 
col Ther  32  781-788.  Dec  1982  5.  FroslJDJr.  DeLucctii 
MR:  J Am  Geriotr  Sac  27  54}-b^8,  Dec  1979  6.  Dement 
WC.  etal  BehavMed.  pp  25-31.  Oct  1978  7.  Kales  A, 

Kales  JD  J Clin  Psychopharmacol  3 140-150.  Apr  1983 
8.  Tennant  FS.  el  at:  Symposium  on  ttie  Treatment  of  Sleep 
Disorders,  Teleconference,  Oct  16,  1984  9.  Greenblatf  DJ, 
Allen  MD,  Shader  Rl:  Clin  Pharmacol  Ther  21  355-361, 
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DALMANE- 

flurazepam  HCI/Roche(w 

Before  prescribing,  please  consult  complete  product  infor- 
mation. 0 summary  ot  which  follows: 

Indications:  Effective  in  all  types  of  insomnia  choractenzed 
by  difficulty  in  falling  osleep,  frequent  nocturnal  awakenings 
and/or  early  morning  awakening,  in  patients  with  recurring 
Insomnio  or  poor  sleeping  habits,  in  acute  or  chronic  medical 
situations  requiring  restful  sleep  Objective  sleep  loborotory 
dato  have  shown  effectiveness  for  at  least  28  consecutive 
nights  of  administration.  Since  insomnia  is  often  transient 
and  intermittent,  prolonged  administration  is  generally  not 
necessary  or  recommended  Repeated  therapy  should  only 
be  undertaken  with  appropriate  patient  evaluation 
Contraindications:  Known  hypersensitivity  to  tlurozepom  HCI, 
pregnancy  Benzodiazepines  may  cause  fetal  damage  when 
administered  during  pregnancy  Several  studies  suggest  an 
increased  risk  of  congenital  malformations  associated  with 
benzodiazepine  use  during  the  first  trimester  Warn  patients  of 
the  potential  risks  to  the  fetus  should  the  possibility  of  becom- 
ing pregnant  exist  while  receiving  flurazepam  Insfruct  patienf 
fo  discontinue  drug  prior  to  becoming  pregnant.  Consider  the 
possibility  of  pregnancy  prior  to  instituting  theropy 
Warnings:  Caution  patients  about  possible  combined  effects 
with  alcohol  ond  other  CNS  depressants.  An  additive  effect 
may  occur  if  alcohol  is  consumed  the  day  following  use  for 
nighttime  sedation.  This  potential  may  exist  for  several  days 

ang  discontinuation  Caution  against  hazardous  occu- 
; requiring  complete  mental  alertness  {eg.,  operating 
lery  driving).  Potential  Impairment  of  performance  of 
such  activities  may  occur  the  day  following  ingestion  Not 
lended  for  use  in  persons  under  15  years  of  age 
physical  and  psychological  dependence  have  not 
.leen  reported  on  recommended  doses,  abrupt  discontinua- 
tion sh^d  be  avoided  with  gradual  tapering  of  dosage  for 
those'mUients  on  medication  for  o prolonged  period  of  time. 

ih  administering  to  addiction-prone  individuals 
t^ose  who  might  increase  dosage 
Precautions:  In  elderly  and  debilitated  patients,  it  is  recom- 
mended that  the  dosage  be  limited  to  15  mg  to  reduce  risk  of 
oversedation,  dizziness,  confusion  and/or  ataxia.  Consider 
potential  additive  effects  with  other  hypnotics  or  CNS  depres- 
sants, Employ  usual  precautions  in  severely  depressed 
patients,  or  in  those  with  latent  depression  or  suicidal  tenden- 
cies, or  in  those  with  impaired  renal  or  hepatic  function 
Adverse  Reactions:  Dizziness,  drowsiness,  lightheadedness, 
staggering,  ataxia  and  falling  hove  occurred,  particularly  in 
elderly  or  debilitated  patients  Severe  sedation,  lethargy,  dis- 
orientation and  coma,  probably  indicative  of  drug  infolerance 
or  overdosage,  have  been  reported  Also  reported,  headache, 
heartburn,  upsef  stomach,  nausea,  vomiting,  diarrhea,  con- 
stipation, Gl  pain,  nervousness,  talkativeness,  apprehension. 
Irritability,  weakness,  palpitations,  chest  pains,  body  and  joint 
pains  and  GU  complaints  There  have  also  been  rare  occur- 
rences of  leukopenio,  granulocytopenia,  sweating,  flushes, 
difficulty  in  focusing,  blurred  vision,  burning  eyes,  faintness, 
hypotension,  shortness  of  breath,  pruritus,  skin  rash,  dry 
mouth,  bitter  taste,  excessive  solivation,  anorexia,  euphorio, 
depression,  slurred  speech,  confusion,  restlessness,  holluci- 
notions,  and  elevated  SGOT,  SGPT,  total  and  direct  bilirubins, 
and  alkaline  phosphatase,  and  paradoxical  reactions,  e g.. 
excitement,  stimulation  and  hyperactivity. 

Dosage:  Individualize  for  maximum  beneficiol  effect  Adults. 
30  mg  usual  dosage.  15  mg  may  suffice  in  some  patients 
Elderly  or  debilitated  patients.  15  mg  recommended  initially 
until  response  is  determined 

Supplied:  Capsules  containing  15  mg  or  30  mg  flurazepam 
HCI 
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Roche  Products  Inc 
Monati,  Puerto  Rico  00701 


1 FOR  SLEEP 


After  more  than  15  years  of  use,  it's  # 1 for  sleep  that  satisfies. 

Patients  are  satisfied  because  they  fall  asleep  fast  and  stay 
asleep  till  morning.'*®  And  yot/'/e satisfied  by  the  exceptionally 
wide  margin  of  safety'*®  As  always,  caution  patients  about 
driving  or  drinking  alcohol. 

Please  see  references  and  summary  of  product  information  on  reverse  side 


flurazepam  HCI/Roche  (E 

sleep  that  satisfies 


Copyright  © 1985  by  Roche  Products  Inc.  All  rights  reserved 


N.Y.  ACADEMY  OF  MED 
2EAST  1 03RD  ST 
NEW  YORK  NY 


September  1985 


State  Medical  Association 


A SYSTEM  THAT  CARES 

ADDRESS  OF  THE  PRESIDENT  OF  THE  AMA 


Also  In  This  Issue 
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You’re 

a Professional. 

You  need  Professional 
Health  Insurance 
Coverage. 


MSNA 

Benefit  Flan  and  Trust 


MSMA  Benefit  Plan  and  Trust  is 
a superior  insurance  program  which 
fulfills  the  quality  of  coverage  and 
affordability  that  everyone  wants. 

Sponsored  by  the  Mississippi 
State  Medical  Association,  the 
MSMA  Benefit  Plan  and  Trust  offers 
life  and  health  benefits  to  physician 
members  of  MSMA,their  employees 
and  families. 


• $1,000,000  lifetime  benefits. 

• Life  Coverage  up  to  $50,000. 

• Broad  benefits  with  fair  and 
equitable  rates. 

• Management  by  and  for 
physicians. 

• Non-profit  and  administered 
at  lowest  possible  cost. 


For  Complete  Description  of  Benefits  Write: 

MSMA  Benefit  Plan  and  Trust 
P.O.Box  55509 
Jackson,  MS  39216 
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Make  Retirement 
Fit  Your  Lifestyle 


Plan  to  make  retirement  fit 
your  personal  lifestyle  at 
Asbury  Cove  near  Ross  Barnett 
Reservoir. 

Asbury  Cove  will  be  a 
retirement  community  of  one 
and  two-bedroom  apartments, 
financed  by  private  contri- 
butions and  a Refundable  Life 
Use  Fee.  Most  apartments  will 
be  for  independent  living,  with  a 
few  available  for  residents 
requiring  physical  assistance. 


Sponsored  by  United 
Methodist  Senior  Services  of 
Mississippi,  Inc.,  Asbury  Cove 
is  being  planned  to  meet  the 
lifestyles  of  independent, 
retired,  senior  citizens.  Asbury 
Cove  will  be  located  on  Fannin 
Road  near  the  reservoir. 

If  your  plans  include  retire- 
ment in  the  foreseeable  future, 
call  or  write  today  for  details  on 
Asbury  Cove. 


A Unique  Retirement  Option 
Secure,  Independent  Retirement  Living 

United  Methodist  Senior  Services  of  Mississippi,  Inc. 

Asbury  Cove,  PO  Box  8641,  Jackson,  MS  39204,  (601)  355  1226 


September  1985 


Dear  Doctor: 

Beginning  this  month  MSliA-sponsored  public  service  announcements  will  air 
on  TV  and  radio  stations  across  the  state.  The  PSAs  are  part  of  a public 
education  campaign  which  will  feature  information  about  alcohol  abuse, 
good  health  for  the  elderly,  and  changes  taking  place  in  the  health  care 
field.  MSMA  will  offer  to  the  public  a free  booklet  on  the  latter  subject 

The  association's  overall  public  relations  effort  includes  an 
existing  program  designed  to  benefit  you,  the  profession,  and  your 
patients.  It's  called  CommuniCare,  and  its  purpose  is  to  let 
patients  know  that  physicians  are  eager  to  communicate.  Improved 
communications  leads  to  better  patient-physician  rapport,  which 
has  been  identified  as  the  most  effective  method  for  reducing  the 
risk  of  a malpractice  suit.  Better  communications  with  the  public 
was  cited  as  the  profession's  most  pressing  need  in  a 1983  MSMA 
member  survey.  CommuniCare  seeks  to  fill  those  needs.  You  can 
help  make  CommuniCare  a success  by  displaying  brochures  in  your 
reception  area.  For  a supply,  please  call  the  MSMA  office. 

Part  of  the  AMA's  public  awareness  program  to  enhance  the  image  of  the 
physician  will  begin  this  month,  with  test  broadcasting  of  a commercial 
and  an  "infomercial"  in  Des  Moines  and  Kansas  City.  Both  messages  will 
deal  with  the  professional  liability  crisis,  and  a follow-up  survey  will 
be  conducted  to  determine  the  effectiveness  of  the  messages.  The  AMA's 
five-point  public  relations  program  will  attempt  to  Increase  the 
public's  awareness  that  physicians  are  their  patients'  best  advocates. 

MSMA's  annual  Leadership  Award  to  a UMC  medical  student  demonstrating 
exceptional  leadership  and  scholarship  achievement  will  be  renamed  the 
Dr.  Virginia  S.  Tolbert  Award.  Dr.  Tolbert,  who  was  serving  on  the 
MSMA  Board  of  Trustees  at  the  time  of  her  death  on  June  25,  had  an 
extensive  record  of  professional  and  civic  service,  including  member- 
ship on  the  state  Board  of  Corrections  and  Mayor  of  Ruleville.  In 
1974  she  received  MSMA's  Robins  Award  for  Community  Service. 


Sincerely, 


Patsy  Silver 
Managing  Editor 


Na-K" balancing  act 

"The  sodium-potassium  ratio  in  the  diet  should  be  consid- 
ered a major  controlling  foctor  of  blood  pressure,"  says  Dr. 
Herbert  G.  Langford  of  Jackson's  University  of  Mississippi 
Medical  Center ' Among  cultures  with  a low  incidence  of 
hypertension,  the  diet  consists  of  little  sodium  and  large 
amounts  of  potassium  from  fruits  and  vegetables.  As  sodium 
intake  increased  in  modern  civilizations,  potassium 
decreased.  Dr  Langford  thinks  that  low  potassium  may  be 
considered  an  "unindicted  co-conspirator  in  the  hypertension 
crime."  And  he  speculotes  that  "efforts  to  increase  potassium 
intake  may  be  as  feasible  and  fruitful  as  efforts  to  decrease 
our  sodium  intake." 

Cartoon  classics-help  for  pain 

The  hospitalized  burned  child,  forced  to  cope  with  isolation, 
immobilization,  extreme  pain  and  disfigurement,  manifests 
severe  behavior  problems  during  treatment.  One  of  the  most 
difficult  management  problems  is  with  the  child  who  must 
endure  the  excruciating  pain  involved  in  the  open  treatment  of 
burns.  The  procedure,  used  for  second-degree  burns, 
involves  exposure  of  the  wounds,  removal  of  burned  skin  and 
daily  coverage  with  antibacterials.  In  order  to  avoid  treatment, 
the  child  may  scream,  thrash  about,  cry  and  complain  of 
poin-which  generally  worsens  with  time  as  nerve  endings 
heal  and  sensation  returns.  Even  experienced  health-care 
workers  hove  become  faint  while  observing  the  suffering  of 
these  young  patients. 

Dr.  Ronald  S.  Drabman  and  his  colleagues  in  the  Divi- 
sion of  Psychology  of  the  Department  of  Psychiatry  and  Hu- 
man Behavior  of  the  University  of  Mississippi  Medical  Center 
have  tested  a multicomponent  behavioral  approach  for 
reducing  pain  behavior  exhibited  by  severely  burned  children 
during  the  open  treotmenf  procedure.^  The  children,  two 
young  girls,  were  asked  to  choose  a television  cartoon  pro- 
gram, either  "Popeye"  or  "Bugs  Bunny,"  and  watch  it  closely 
during  treatment.  If  there  was  a 25%  or  more  reduction  in 
pain  behavior  from  the  level  at  baseline  sessions,  the  child 
was  rewarded  with  a star  placed  on  her  chart.  Both  chil- 
dren exhibited  less  pain  behavior  during  experimental  ses- 
sions than  during  baseline  sessions. 

In  keeping  with  ethicol  considerations  and  the  appropri- 
ateness of  the  children's  reaction  to  pain,  the  goal  of  the 
study  was  not  to  suppress  or  eliminate  pain  behavior  com- 
pletely. The  researchers  believe  that  their  successful  distrac- 
tion-and-reward  technique,  the  first  experimental  evaluation 
of  behavior  during  open  treatment,  will  point  the  way  to 
much-needed  clinical  research  in  this  area. 

15-minute  diagnosis  of  killer 
infection 

Spontaneous  bocterial  peritonitis,  a common  and  usually 
fatal  infection  among  alcoholic  cirrhotic  patients,  can  now  be 


recognized  in  15  minutes  by  means  of  a simple  assay  of 
ascitic  fluid.  Dr.  James  L.  Achord  and  his  University  of  Missis 
sippi  colleagues  routinely  screen  cirrhotics  for  high  lactic 
acid.  This  is  more  sensitive  than  conventional  WBC  counts 
and  avoids  many  false  positives.  And,  says  Dr.  Achord,  most 
hospital  labs  are  already  equipped  to  do  the  test  for  one 
dollar.^ 


References:  1.  Medical  News  JAMA  248  2951,  Dec  10,  1982  2.  Kelley  ML, 
et  al:  J AppI Behav Anal17:H7A58,  Summer  1984  3.  Medical  World 
News.  Nov  22,  1982,  p 15 


Roche  salutes 

MISSISSIPPI  MEDICINE 
TODAY 


Copyright  © 1985  by  Roche  Products  Inc.  All  rights  reserved. 


TODAY:  FOR  THE  PATIENT 
WITH  MIXED  DEPRESSION 
AND  ANXIETY 

A rational  approach,  combining 
— The  standard  antidepressant: 
amitriptyline 

— The  proven  anxiolytic  action  ot 

Librium®  (chlordiazepoxide  HCI/Roche)(S 

Marked  improvement  often  occurs  as  early  as  the  first  week 

Headache,  insomnia  or  Gl  upsets  associated  with  mixed  depression  and 
anxiety  often  respond  quickly 

Feeling  better,  patients  feel  encouraged  to  stay  the  course -therefore, 
fewer  dropouts:  P=  .006  compared  to  amitriptyline* 

Convenient  single  h.s.  dosing  sufficient  in  some  patients;  helps  patients 
with  mixed  depression  and  anxiety  sleep  through  the  night.  Patients 
should  be  cautioned  about  the  combined  effects  of  Limbitrol  with  alcohol 
and  other  CNS  depressants,  and  about  activities  requiring  complete 
mental  alertness  such  as  operating  machinery  or  driving  a car 


In  moderate  depression  and  anxiety 


IN  PLACE  OF 
LIMBITROL  5-12.5  WRITE: 


IN  PLACE  OF 
LIMBITROL  10-25  WRITE: 


Limbitrol’ 

Each  tablet  contains  5 mg  chlordiazepoxide  and  12  5 mg  amitriptyline  (as  the  hydrochloride  salt) 


Each  tablet  contains  10  mg  chlordiazepoxide  and  25  mg  amitriptyline  (as  the  hydrochloride  sdit) 


(E 

(E 


Easier  to  remember. . . easier  to  prescribe 


‘Feighner  JR  etal:  Psychopharmacology  61  2V-22b,  Mar  22,  1979. 

Please  see  summary  of  product  informafidn  on  following  page. 


LIMBITROL^  € Tranquilizer-Antidepressant 

Before  prescribing,  please  consult  complete  product  information,  a summary  of 
which  follows: 

Indications:  Relief  of  moderate  to  severe  depression  associated  with  moderate  to 
severe  anxiety 

Contraindicotlons:  Known  hypersensitivity  to  benzodiazepines  or  tricyclic  antidepres- 
sants Do  not  use  with  monoamine  oxidase  (MAO)  inhibitors  or  within  14  days  follow- 
ing discontinuation  of  MAO  inhibitors  since  hyperpyretic  crises,  severe  convulsions  and 
deaths  hove  occurred  with  concomitant  use,  then  initiate  cautiously,  gradually  increos- 
ing  dosage  until  optimal  response  is  achieved  Contraindicated  during  acute  recovery 
phose  following  myocardial  infarction 

Warnings:  Use  with  great  core  in  patients  with  history  of  urinary  retention  or  angle- 
closure  glaucoma  Severe  constipatian  may  occur  in  patients  taking  tricyclic  antide- 
pressants and  anticholinergic-type  drugs  ()losely  supervise  cardiovascular  patients 
(Arrhythmias,  sinus  tachycardia  and  prolangation  of  conduction  time  reported  with 
use  of  tricyclic  antidepressonts,  especially  high  dases  Myocardial  Infarction  and 
stroke  reported  with  use  of  this  class  of  drugs  ) Caution  patients  about  possible  com- 
bined effects  with  alcohol  and  other  CNS  depressants  and  against  hazardous  occu- 
pations requiring  complete  mental  alertness  (e  g , operating  machinery,  driving) 

Usage  in  Pregnancy:  Use  of  minor  tranquilizers  during  the  first  trimester 
should  almost  olwoys  be  avoided  because  of  increased  risk  of  congenital 
malformahons  as  suggested  in  several  studies.  Consider  possibility  of  preg- 
noncy  when  instituting  therapy;  advise  patients  to  discuss  therapy  if  they 
intend  to  or  do  become  pregnant. 

Since  physical  and  psychological  dependence  to  chlordiazepoxide  have  been  reported 
rarely,  use  caution  in  administering  Limbitrol  to  addicflon-prone  individuals  or  those 
who  might  increase  dosage,  withdrawal  symptoms  following  discontinuation  of  either 
component  alone  have  been  reported  (nouseo,  headache  ond  malaise  for  amitripty- 
line, symptoms  [including  convulsions]  similar  to  those  of  borbiturate  withdrawal  tor 
chlordiazepoxide) 

Precautions:  Use  with  caution  in  patients  with  a history  of  seizures,  in  hyperthyroid 
patients  or  those  on  thyroid  medication,  and  in  patients  with  impaired  renal  or  hepatic 
function  Because  of  the  possibility  of  suicide  in  depressed  patients,  do  not  permit  easy 
access  to  large  quantities  in  these  patients  Periodic  liver  function  tests  and  blood 
counts  are  recommended  during  prolonged  treatment  Amitriptyline  component  may 
block  action  of  guonethidine  or  similar  antihypertensives  Concomitant  use  with  other 
psychotropic  drugs  hos  not  been  evaluated,  sedative  effects  may  be  additive  Discon- 
tinue several  doys  before  surgery  Limit  concomitant  administration  of  ECT  to  essential 
treatment  See  Warnings  for  precautions  about  pregnancy  Limbitrol  should  not  be 
taken  during  the  nursing  period  Not  recommended  In  children  under  12  In  the  elderly 
and  debilitated,  limit  to  smallest  effective  dosage  to  preclude  ataxia,  oversedation, 
confusion  or  anticholinergic  effects 

Adverse  Reactions:  Most  frequently  reported  are  those  associated  with  either  compo- 
nent clone  drowsiness,  dry  mouth,  constipation,  blurred  vision,  dizziness  and  bloat- 
ing Less  frequently  occurring  reactions  include  vivid  dreams,  impotence,  tremor, 
confusion  and  nasal  congestion  Many  depressive  symptoms  including  anorexia, 
fatigue,  weakness,  restlessness  and  lethargy  have  been  reported  as  side  effects  of  both 
Limbitrol  and  amitriptyline  Granulocytopenia,  jaundice  and  hepatic  dysfunction  hove 
been  observed  rarely 

The  following  list  includes  adverse  reactions  not  reported  with  Limbitrol  but  requiring 
consideration  because  they  have  been  reported  with  one  or  both  components  or 
closely  related  drugs: 

Cardiovascular  Hypotension,  hypertension,  tachycardia,  palpitations,  myocardial 
infarction,  arrhythmias,  heart  block,  stroke 

Psychiatric  Euphoria,  apprehension,  poor  concentration,  delusions,  hallucinations, 
hypomania  and  increased  or  decreased  libido 

Neurologic  Incoordination,  ataxia,  numbness,  tingling  and  paresthesias  of  the  extrem- 
ities, exfrapyromidal  symptoms,  syncope,  changes  In  EEG  patterns 
Anticholinergic:  Disturbance  of  accommodation,  paralytic  ileus,  urinary  retention,  dila- 
tation of  urinary  tract 

Allergic  Skin  rash,  urticaria,  photosensifization,  edema  of  face  and  tongue,  pruritus 
Hematologic  Bone  marrow  depression  including  agranulocytosis,  eosinophllla,  pur- 
pura, thrombocytopenia. 

Gastrointestinal  Nausea,  epigastric  distress,  vomiting,  anorexia,  stomatitis,  peculiar 
taste,  diarrhea,  black  tongue 

Endocrine  Testicular  swelling  ond  gynecomastia  in  the  male,  breast  enlargement, 
galactorrhea  and  minor  menstrual  irregularities  in  the  female,  elevation  and  lowering 
of  blood  sugar  levels,  and  syndrome  of  inappropriate  ADH  (antidiuretic  hormone) 
secretion 

Other  Headache,  weight  gam  or  loss,  increosed  perspiration,  urinary  frequency, 
mydriasis,  jaundice,  alopecia,  parotid  swelling 

Overdosage:  Immedlotely  hospitalize  patient  suspected  of  having  token  on  overdose 
Treatment  is  symptomatic  and  supportive  I V administration  of  1 to  3 mg  physostig- 
mine  salicylate  has  been  reported  to  reverse  the  symptoms  of  amitriptyline  poisoning 
See  complete  product  information  for  manifestation  and  treatment 
Dosage:  Individualize  according  to  symptom  severity  and  patient  response  Reduce  to 
smallest  effective  dosage  when  satisfactory  response  is  obtained  Larger  portion  of 
daily  dose  may  be  taken  at  bedtime.  Single  h s dose  may  suffice  tor  some  patients 
Lower  dosages  are  recommended  for  the  elderly 

Limbitrol  DS  (double  strength)  Tablets,  initial  dosage  of  three  or  four  tablets  daily  In 
divided  doses,  increased  up  to  six  tablets  or  decreased  to  two  tablets  dally  as  required 
Limbitrol  Tablets,  initial  dosage  of  three  or  four  tablets  daily  in  divided  doses,  for 
patients  who  do  not  tolerate  higher  doses 

How  Supplied:  Double  strength  (DS)  Tablets,  white,  film-coated,  each  containing 
10  mg  chlordiazepoxide  and  25  mg  omitriptyline  (as  the  hydrochloride  salt),  and 
Tablets,  blue,  film-coated,  each  containing  5 mg  chlordiazepoxide  and  12  5 mg 
omitriptyline  (os  the  hydrochloride  salt)— bottles  of  100  and  500,  Tel-E-Dose® 
packoges  of  100,  Prescription  Paks  of  50 

ROCHE  PRODUCTS  INC 
Manati,  Puerto  Rico  00701 
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Premier  Printing  Company 

2485  West  Capitol  Jackson,  Mississippi 
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helping  you  change  things 
for  the  better 

Canton  Exchange  Bank 

A FULL  SERVICE  BANK 

''Your  Account  Handled  in 
Strict  Confidence" 

Each  depositor  insured  to 

Branch  Offices 
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$100,000 
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Jackson,  MS 
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WANTED 

Board  Certified  physicians  or 
finishing  residents  in  the  following 
specialties  who  desire  an  attractive 
alternative  to  civilian  practice: 


NEUROSURGERY 
ORTHOPEDIC  SURGERY 


Positions  are  available  at  both  Army  teaching  facilities  and 
community  hospitals  throughout  the  Southeastern  United  States. 


Every  Army  physician  is  a commissioned  officer.  The  Army  offers  a 
rewarding  practice  without  the  burdens  of  malpractice  insurance 
premiums  and  other  non-medical  distractions. 

Army  medicine  provides  a reasonable  salary  while  stressing  a good 
clinical  practice.  Some  positions  offer  teaching  appointments  in  an 
affiliated  status  with  nearby  civilian  medical  schools  or  teaching 
programs.  The  Army  might  be  just  the  right  prescription  for  you  and 
your  family. 

To  obtain  more  information  on  eligibility,  salary,  and  fringe  benefits 
write  or  call  collect: 


NORTHERN 

AMEDD  Personnel  Connselor 
Mid-Memphis  Tower 
Building 
Suite  407 

1407  Union  Avenue 
Memphis,  TN  38104 
(901)  725-4445 


SOUTHERN 

AMEDD  Personnel  Counselor 
144  Elk  Place 
Suite  1504 

New  Orleans,  UA  701 12 
(504)  589-2373 
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“When  I realized  my  chances  of 
becoming  disabled  by  age  65 
were  three  times  greater  than  the 
chances  of  death  . . . 

I compared  disability  insurance 
plans.  And  I decided  that  my 
MSMA-endorsed  disability  in- 
surance plan 

SERVES  ME  BEST! 

It’s  not  group  insurance,  but  an 
individually-owned  policy 
which  is  non-cancellable  and 
guaranteed  renewable, 

If  you’re  a member  of  the  Mississippi  State  Medical  Association  you  may  be 
eligible  for  this  outstanding  professional  disability  plan  at  discounted  pre- 
miums. 

• Non-cancellable,  guaranteed  renewable  • Cost  of  living  rider 

• Medical  specialty  protection  • Future  disability  insurance  option 

• Presumptive  loss  provision  • Lifetime  accident  and  sickness  rider 

• Indexing  of  prior  earnings  • Total  and  residual  disability  protection 

• Waiver  of  premium 

Offered  by  Paul  Revere  Insurance  Company  to  MSMA  members  through  its 
exclusive  representatives,  Professional  Disability  Specialists. 

Jon  B.  Wimbish,  Disability  Specialist 

1501  Lakeland  Drive,  Suite  200  Jackson,  MS  39216  Telephone  362-9800 


Grassroots  Support  Jackson,  MS  - Grassroots  support  is  needed  for  the 

Needed  for  Tort  Reform  campaign  to  seek  malpractice  tort  reform  in  the 

1986  Mississippi  Legislature.  The  program  will 
include  bills  designed  to  limit  non-economic  and  punitive  damages,  eliminate 
the  collateral  source  rule,  provide  for  periodic  payments  of  damages  in  excess 
of  $250,000,  restrict  attorneys’  contingency  fees  to  a sliding  scale,  implement 
the  law  abolishing  sovereign  immunity,  and  reduce  the  statute  of  limitations. 


Dr.  Weems  Heads  Special  Jackson,  MS  - Dr.  Lamar  Weems,  delegate  to  AMA, 

Legislative  Committee  has  been  named  chairman  of  a special  legislative 

study  committee  which  will  examine  uncompensated 
medical  care  in  Mississippi.  The  committee  is  composed  of  legislators  and 
representatives  from  major  health  organizations.  It  will  report  to  the  1986 
Mississippi  Legislature  after  completing  its  study  of  possible  solutions  to 
problems  associated  with  care  of  the  uninsured  poor  in  the  state. 


Alternative  Delivery  Jackson,  MS  - "Don’t  sign  that  contract  until 

Systems  Seminar  you  attend."  That’s  the  advice  on  promotional 

material  concerning  the  September  27  seminar 
on  alternative  delivery  systems.  The  seminar,  co-sponsored  by  MSMA  and  the 
Miss.  Chapter,  American  Society  of  Internal  Medicine,  will  be  held  in  Jackson. 
Topics  Include  an  overview  of  HMOs,  IPAs  and  PPOs;  advice  on  contracting  with 
them;  and  a report  of  the  experience  of  one  such  system. 


Health  Spending  Has  Washington,  DC  - 1984 ’s  increase  in  health  care 

Slowest  Increase  spending  was  the  slowest  increase  in  20  years, 

reports  the  Dept,  of  Health  and  Human  Services. 
A drop  in  the  overall  inflation  rate  and  a drop  in  use  of  hospital  inpatient 
services  were  attributed  as  factors.  Secretary  Margaret  Heckler  said  the 
changes  in  utilization  patterns  were  due  to  the  Medicare  prospective  pa3nnent 
system  and  to  private  sector  initiatives. 


Infectious  Disease  Hattiesburg,  MS  - "Update  in  Infectious  Dis- 

Update  in  Hattiesburg  eases"  is  the  topic  of  a CME  meeting  November  7 

in  Hattiesburg.  Co-sponsored  by  Forrest 
General  Hospital  and  the  Hattiesburg  Clinic,  the  seminar  will  feature 
discussions  on  cost-effective  use  of  parenteral  antibiotics,  new  antiviral 
and  antifungal  therapy,  therapy  of  pneumonias,  sexually  transmitted 
diseases,  AIDS,  and  an  update  on  vaccine. 


MANAGE  YOUR  OFFICE  MORE  EFFECTIVELY  WITH 
THE  MPM  1000  SYSTEM  AVAILABLE  THROUGH 
SOUTHERN  MEDICAL  ASSOCIATIONS 
PHYSICIANS’  PURCHASING  PROGRAM 


Manage  your  office  more 
effectively  with  the  MPM 
1000  System  available 
through  the  Physicians’ 
Purchasing  Program. 

Managing  your  office 
shouldn’t  be  hard; 
however,  with  the  current 
insurance  requirements  and 


the  impending  Medicare 
changes  looming  on  the 
horizon,  it  will  get  more 
difficult.  You  should  call 
Curtis  1000  Information 
Systems  or  Southern 
Medical  Association  to  find 
out  how  the  MPM  1000  can 
help  make  your  practice 
run  more  effectively. 


AVAILABLE  ON  IBM  A/T 


MPM  1000  Simplifies  Your  Paperwork 

You  will  be  able  to  reduce  the  mountains  of  paper- 
work by  using  your  MPM  1000  system  to  process  all 
your  insurance,  complete  your  billing  plus  instan- 
taneously sort  and  file  necessary  information. 

MPM  1000  Speeds  Up  Your  Cash  Flow 

The  MPM  1000  system  will  increase  your  daily  bank 
deposits  by  processing  all  your  insurance  and  pa- 
tients’ receivables  quickly. 

MPM  1000  Improves  Your  Practice  Management 

With  the  MPM  1000  system  you  can  easily  and  intel- 
ligently manage  your  practice  with  computer  gene- 
rated reports.  Trends  and  problems  are  easily  iden- 
tified so  you  can  take  corrective  action  before  they 
become  serious. 


MPM  1000  Is  A One  Source  Solution 

The  MPM  1000  is  a one  source  solution.  With  your 
system  you  receive  all  hardware  (IBM  or  Texas  In- 
struments), software,  complete  five  day  training  pro- 
gram and  responsive  after  sale  support. 

IBM  PC/AT  At  Discount 

Best  of  all,  these  systems  are  available  through  SMA 
Services,  Inc.,  Physicians’  Purchasing  Program  with 
substantial  discounts  on  IBM  and  Texas  Instrument 
equipment. 

FOR  MORE  INFORMATION,  please  fill  out  the 
coupon  below  and  mail  it  to  Southern  Medical  Asso- 
ciation, or  for  faster  service  call  Southern  Medical  at 
(205)  945-1840  or  Curtis  1000  Information  Systems  at 
800-241-4780. 


□ YES!  I would  like  more  information  on  MPM  1000 

My  interests  are:  □ Immediate  □ Long  term  □ Please  contact  me  for  a survey 
I am  a member  of  SMA  □ 


Name 

(Please  Print) 

Address 

City 

State 

Zip 

( ) 

Specialty  Office  Phone 

Mail  to:  CURTIS  1000  INFORMATION  SYSTEMS 


2296  Henderson  Mill  Road 
Suite  402 

Atlanta,  Georgia  30345 


PHYSICIANI,  A WEEKEND 
WITH  THE  RESERVE 
ISN'T  JUST  ANOTHER  DAY 
AT  THE  OmCE. 


It’s  not  just  different  in  the  Army  Reserve, 
there  are  opportunities  to  explore  other 
phases  of  medicine,  to  add  knowledge,  and 
to  develop  important  administrative  skills. 
There  are  enough  different  needs  to  fill  right 
in  your  local  Army  Reserve  unit  to  make  a 
weekend  a month  exciting  and  rewarding. 

Explore  the  possibilities.  Call  our  officer 
counselor: 

USAR  AMEDD  Procurement 
1933  Montgomery  Highway 
Suite  140 

Birmingham,  AL  35209 
(205)  933-2131/2143 


ARMY  RESERVE.  BE  ALLYOU  CAN  BE. 


Income  Protection 

$30,000* 


Tax  Free  Each  Year  When  You  Are  Disabled 

• Broad  Disability  Definitions. 

• Residual  Disability  Benefits  paid  when  you  continue  to 
suffer  income  loss  upon  return  to  work. 

• Inflation  Protection  Rider  helps  replace  buying  power  of 
your  benefit  lost  to  inflation. 

• Choice  of  Benefit  Period. 

• Choice  of  Waiting  Period. 

• Underwritten  by  INIV 

. . . Founded  in  1792,  Insurance  Company  of  North  America  is 
one  of  the  oldest  and  strongest  insurance  companies  in  the 
United  States. 

* Based  on  $2,500  Monthly  Benefits 


Insurance  With  Innovation 

For  Complete  Information  Contact: 


Thomas 


GROUP  INSURANCE  ADMINISTRATORS 

P.O.  Box  5048  • Suite  365  Woodland  Hills  Building  • 3000  Old  Canton  Road  • Jackson,  MS  39216 

(601)366-2406 


Angina  comes  in 
many  forms... 


So  does 


SORBITRATE 

(BOSORBIDE  DINITFWE) 

Unsurpassed  flexibility 
in  nitrate  therapy. 


2.5  mg  5 mg  10  mg 
Sublingual  Tablets 


5 mg  10  mg 
Chewable  Tablets 


5 mg 


10  mg  20  mg  30  mg 

Oral  “Swallow”  Tablets 


40  mg 


40  mg 

Sustained  Action 
“Swallow”  Tablets 


© 1986  ICI  AMERICAS  INC. 


See  following  page  for  brief  summary  of  prescribing  information. 


SORBITRATE 

(BOSOFBDE  DINITFWE) 

niwiiin  consuR  full  prescribing  Information  before  use.  A summary  followrs: 

INDICATIONS  AND  USAGE:  SORBITRATE  (isosortude  dinitrale)  is  indicated  for  the  treatment 
and  prevention  ot  angina  peclons.  All  dosage  forms  ol  isosorbide  dinitrate  may  be  used 
prophylactically  to  decrease  frequency  and  seventy  ot  anginal  attacks  and  can  be  expected  to 
decrease  the  need  for  sublingual  nitroglycenn 

The  sublingual  and  chewable  forms  of  the  drug  are  indicated  tor  acute  pnophytaxis  of  angina 
pectons  when  taken  a few  minutes  before  situations  likely  to  provoke  anginal  attacks  Because 
of  a slower  onset  of  effect,  the  oral  forms  of  isosorbide  dinitrate  are  not  indicated  for  acute 
prophylaxis 

CONTRAINDICATIONS:  SORBITRATE  is  contraindicated  in  patients  who  have  shown 
purported  hypersensitivity  or  xiiosyncrasy  to  it  or  other  nitrates  or  nitntes  Epinephnne  and 
related  compounds  are  ineffective  in  reversing  the  severe  hypotensive  events  associated  with 
overdose  and  are  contraindicated  in  this  situation 

WARNINGS:  The  benefits  of  SORBITRATE  dunng  the  early  days  of  an  acute  myocardial 
infarction  have  not  been  established  If  one  elects  to  use  organic  nitrates  in  early  infarction, 
hemodynamic  monitoring  and  frequent  clinical  assessment  should  be  used  because  ot  the 
potential  deleterious  effects  ot  hypotension 

PRECAUTIONS:  General:  Severe  hypotensive  response,  particularty  with  upright  posture,  may 
occur  with  even  small  doses  of  SORBITRATE  The  drug  should  therefore  be  used  with  caution  in 
subiects  who  may  have  blood  volume  depletion  from  diuretic  therapy  or  in  subiects  who  have 
low  systolic  Wood  pressure  (eg.  below  90  mmHg)  Paradoxical  bradycardia  and  increased 
angina  pectons  may  accompany  nitrate-induced  hypotension  Nitrate  therapy  may  aggravate 
the  angina  caused  by  hypertrophic  cardiomyopathy 
Marked  symptomatic,  orthostatic  hypotension  has  been  reported  when  calcium  channel 
blockers  and  organic  nitrates  were  used  in  combination  Dose  adjustment  of  either  class  of 
agents  may  be  necessary 

Tolerance  to  this  drug  and  cross-tolerance  to  other  nitrates  and  nitrites  may  occur  Tolerance 
to  the  vascular  and  antianginal  effects  ot  isosorWde  dinitrate  or  nitroglycenn  has  been 
demonstrated  in  clinical  tnals,  expenence  through  occupational  exposure,  and  in  isolated 
tissue  expenments  in  the  laboratory  The  importance  of  tolerance  to  the  appropriate  use  ol 
isosorbide  dinitrate  in  the  management  of  patients  with  angina  pectons  has  not  been 
determined  However,  one  clinical  tnal  using  treadmill  exercise  tolerance  (as  an  end  point)  found 
an  0-hour  duration  of  action  ol  oral  isosorbide  dinitrate  following  the  first  dose  (after  a 2-week 
placebo  washout)  and  only  a 2-hour  duration  of  effect  of  the  same  dose  after  1 week  of 
repetitive  dosing  at  conventional  dosing  intervals  On  the  other  hand,  several  tnals  have  been 
aWe  to  differentiate  isosorbide  dinitrate  from  placebo  after  4 weeks  of  therapy  and.  in  open 
tnals,  an  effect  seems  detectaWe  for  as  long  as  several  months 
Tolerance  clearly  occurs  in  industnal  workers  continuously  exposed  to  nitroglycenn. 
Moreover,  physical  dependence  also  occurs  since  chest  pain,  acute  myocardial  infarction,  and 
even  sudden  death  have  occurred  during  temporary  withdrawal  of  nitroglycenn  from  the 
workers  In  clinical  trials  in  angina  patients,  there  are  reports  of  anginal  attacks  being  more 
easily  provoked  and  of  rebound  in  the  hemodynamic  effects  soon  after  nitrate  withdrawal  The 
relative  importance  of  these  observations  to  the  routine,  clinical  use  of  isosorbide  dinitrate  is  not 
known.  However,  it  seems  prudent  to  gradually  withdraw  patients  from  isosorbrie  dinitrate 
when  the  therapy  is  being  terminated,  rather  than  stopping  the  drug  abruptly 
Information  lor  Patients:  Headache  may  occur  during  initial  therapy  with  SORBITRATE 
Headache  is  usually  relieved  by  the  use  of  standard  headache  remedies  or  by  lowering  the 
dose  and  tends  to  disappear  after  the  first  week  or  two  of  use 
Drug  Interactions:  Alcohol  may  enhance  any  marked  sensitivity  to  the  hypotensive  effect  of 
nitrates 

Isosorbide  dinitrate  acts  directly  on  vascular  smooth  muscle;  therefore,  any  other  agent  that 
depends  on  vascular  smooth  muscle  as  the  final  common  path  can  be  expected  to  have 
decreased  or  increased  effect  depending  on  the  agent 
Carcinogenesis,  Mutagenesis,  Impairment  ot  Fertility:  No  long-term  studies  in  animals 
have  been  performed  to  evaluate  the  carcinogenic  potential  of  this  drug  A modified  two-litter 
reproduction  study  in  rats  fed  isosorbide  dinitrate  at  25  or  100  mg/kg/day  dd  not  reveal  any 
effects  on  fertility  or  gestation  or  any  remarkable  gross  pathology  in  any  parent  or  otfspnng  fed 
isosorbide  dinitrate  as  compared  with  rats  fed  a basal-controlled  diet 
Pregnancy  Category  C:  Isosorbide  dinitrate  has  been  shown  to  cause  a dose-related 
increase  in  embryotoxicity  (increase  in  mummified  pups)  in  rabbits  at  oral  doses  35  and  150 
times  the  maximum  recommended  human  daily  dose  There  are  no  adequate  and 
well  controlled  studies  in  pregnant  women  SORBITRATE  should  be  used  dunng  pregnancy 
only  if  the  potential  benefit  lustifies  the  potential  risk  to  the  fetus 
Nursing  Mothers:  It  is  not  known  whether  this  drug  is  excreted  in  human  milk  Because 
many  drugs  are  excreted  in  human  milk,  caution  should  be  exercised  when  SORBITRATE  is 
administered  to  a nursing  woman 

Pediatric  Use:  The  safety  and  effectiveness  ot  SORBITRATE  in  children  has  not  been 
established 

ADVERSE  REACTIONS:  Adverse  reactions,  particularly  headache  and  hypotension,  are 
dose-related  In  clinical  trials  at  various  doses,  the  following  have  been  observed 
Headache  is  the  most  common  (reported  incidence  varies  widely,  apparently  being 
dose-related,  with  an  average  occurrence  of  about  25%)  adverse  reaction  and  may  be  severe 
and  persistent  Cutaneous  vasodilation  with  flushing  may  occur  Transient  episodes  ol 
dizziness  and  weakness,  as  well  as  other  signs  of  cerebral  ischemia  associated  with  postural 
hypotension,  may  occasionally  develop  (the  incxJence  of  reported  symptomatic  hypotension 
ranges  from  2%  to  36%)  An  occasional  individual  will  exhibit  marked  sensitivity  to  the 
hypotensive  effects  of  nitrates  and  severe  responses  (nausea,  vomiting,  weakness,  restless- 
ness, pallor,  perspiration,  and  collapse)  may  occur  even  with  the  usual  therapeutic  dose  Drug 
rash  and/or  exfoliative  dermatitis  may  occasionally  occur  Nausea  and  vomiting  appear  to  be 
uncommon  Case  reports  of  clinically  significant  methemoglobinemia  are  rare  at  conventional 
doses  of  organic  nitrates  The  formation  of  methemoglobin  is  dose-related  and,  in  the  case  of 
genetx:  abnormalities  of  hemoglobin  that  favor  methemoglobin  formation,  even  conventional 
doses  of  organic  nitrate  could  produce  harmful  concentrations  of  methemoglobin 
DOSAGE  AND  ADMINISTRATION;  For  the  treatment  of  angina  pectoris,  the  usual  starting 
dose  tor  sublingual  SORBITRATE  is  2 5 to  5 mg;  for  chewable  tablets,  5 mg;  for  oral  (swallowed) 
tablets.  5 to  20  mg;  and  for  controlled-release  forms,  40  mg 
SORBITRATE  should  be  titrated  upward  until  angina  is  relieved  or  side  effects  limit  the  dose 
In  ambulatory  patients,  the  magnitude  of  the  incremental  dose  increase  should  be  guded  by 
measurements  of  standing  blood  pressure 

The  initial  dosage  of  sublingual  or  chewable  SORBITRATE  for  prophylactic  therapy  in  angina 
pectons  patients  is  generally  5 or  10  mg  every  2 1o  3 hours  Adequate  controlled  clinical  studies 
demonstrating  the  effectiveness  of  chronic  maintenance  therapy  with  these  dosage  forms 
have  not  been  reported 

SORBITRATE  in  oral  doses  of  10 1o  40  mg  given  ever  y 6 hours  or  in  oral  controlled-release 
doses  of  40  to  80  mg  given  ever  y 8 to  12  hours  is  generally  recommended  The  extent  to  which 
development  of  tolerance  should  modify  the  dosage  program  has  not  been  defined  The  oral 
controlled-release  forms  of  isosorbide  dinitrate  should  not  be  chewed 
DOSAGE  RDRMS  AVAILABLE;  Sublingual  Tablets  (2  5. 5, 10  mg).  Chewable  Tablets  (5, 10  mg); 
Oral  Tablets  (5. 10. 20. 30. 40  mg);  Sustained  Action  Tablets  (40  mg) 


STUART  PHARMACEUTICALS 

Division  of  ICi  Amcricss  Inc. 

Wilmington.  DE  19097 
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Be  prepared,  Doctor.  More  patients 
will  be  asking  about  colorectal  cancer. 
According  to  a survey*  conducted  by  the 
American  Cancer  Societ)’,  many  people 
would  like  to  receive  more  information 
about  colorectal  cancer,  and  83%  .said 
they  would  want  to  be  checked  for  it. 
Further,  they  are  learning  that  this  cancer 
can  be  detected  before  symptoms  appear. 
The  pre.sent  cure  rate  is  44%.  The  cure 
rate  could  be  as  high  as  75%,  with  early 
detection  and  appropriate  management. 

For  asymptomatic  persons  the  SocieU' 
recommends  annual  digital  rectal  exam- 
ination at  age  40  and  over;  at  age  50  and 
over,  an  annual  .stool  blood  te.st,  as  well  as 
sigmoidoscopy  every  three  to  h\’e  years, 
following  rv\’o  initial  annual  negative 
sigmoidoscopies. 

We  re  here  to  help.  \bu  can  reach  us  at 
your  local  American  Cancer  SocieU’  office 
or  write  to  our  Profe.ssional  Education 
Department  at  National  Headquarters, 

90  Pai'k  Avenue,  New  York,  N.Y.  10016. 

Ask  about  the  Sociey’s  Colorectal  Check 
program  of  profe.ssional  and  public 
education  for  the  early  detection  of 
colorectal  cancer. 


AMERICAN 
CANCER 
f SOCIETY® 
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Dx;  recurrent  herpes  labialis 


WCiH  ' ■ 


HeRPecin- 


“HERPECIN-L  is  my  treatment  of  choice  for 

perioral  herpes.”  GP,  NY 

“HERPECIN-L  appears  to  actually  prevent  the 
blisters  . . . used  soon  enough.”  DOS,  MN 

“HERPECIN-L*.  . . a conservative  approach 
with  low  risk/high  benefits.”  MD,  FL 

“Used  at  prodromal  symptoms  . . . blisters 
never  formed  . . . remarkable.”  DH,  MA 

“(In  clinical  trials) . . . response  was  dramatic. 
HERPECIN-L  . .proven  far  superior.”  DDS,  PA 

“All  patients  claimed  shorter  duration  ...  at 
prodromal  symptoms  . . . HERPECIN-L 
averted  the  attacks.”  MD,  AK 


OTC.  See  P.D.R.  for  information.  For  samples  to  make 
your  own  clinical  evaluation,  write:  Campbell  Laboratories, 
Inc.,  P O.  BOX  812-MD,  FDR  STATION,  NEW  YORK,  N.Y. 
10150 


In  Mississippi  HERPECIN-L  is  available  at  all  K&B, 
Revco,  Super  D Drug  Stores  and  other  select  pharmacies. 


STAR  WARS  of  Oncology 

A one-day  medical  symposium  presented  by 
South  Highlands  Hospital,  Birmingham,  Alabama 
DATE:  Friday,  November  1,  1985 
MEETING  LOCATION:  Birmingham  Hilton 
808  South  20th  St. 

Birmingham,  Alabama 

FEE:  $65.00 

Free  for  pre-registered  residents 
Free  for  medical  students 
CME  Credit  - 7 Hrs.  Cat.  I 
FOR  INFORMATION  AND  RESERVATIONS: 

Call  Mrs.  Dena  Metts,  (205)  930-7703 
Distinguished  speakers  to  include,  among  others: 

Richard  M.  Dwyer,  M.D. — Laser  Endoscopy  Medical  Group,  Inc.,  Los 
Angeles,  CA;  Chief  of  Endoscopy,  Harbor  General  Hospital,  Terrance, 
CA;  Clinical  Assistant  Professor  of  Medicine,  U.C.L.A.  Medical  Center 
— “Management  of  carcinoma  of  the  Gl  tract,  including  rectum  and 
esophagus.” 

John  S.  Macdonald,  M.D. — Professor  of  Medicine,  Director,  Division 
of  Hematology/Oncology,  University  of  Kentucky,  Lexington  — “Cancer 
chemotherapy:  past  successes  and  strategies  for  the  future.” 

Thomas  C.  Merigan,  M.D. — George  E.  and  Lucy  Becker  Professor  of 
Medicine  and  Head,  Division  of  Infectious  Diseases — Stanford 
University,  Stanford,  CA— ‘Immunotherapy  of  cancer  in  its  broadest 
aspects.  Interferon.  Monoclonal  antibodies.” 

Sydney  E.  Salmon,  M.D. — Professor  of  Medicine  and  Director, 

Arizona  Cancer  Center,  Tucson;  Immediate  Past  President,  American 
Society  of  Clinical  Oncology— ‘A  discussion  of  tumor  necrosis  factor. 
Biological  response  modifiers  in  cancer  treatment.” 


Keflex^ 

cephalexin 


Additional  information 
available  to  the  profession 
on  request. 
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Dista  Products  Company 
Division  of  Eli  Lilly  and  Company 
Indianapolis,  Indiana  46285 
Mfd.  by  Eli  Lilly  Industries,  Inc. 
Carolina,  Puerto  Rico  00630 
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Among  so  many bnce-daily 
- antihypertensiveS/ 
only  one  can  offer  so  much*** 


1 


1985 


Ayerst 


Laboratories 


Once-dally  _ _ 

InderideLA 


The  world's  leading  beta  blocker 
and  diuretic-fbronce-daily 
convenience  without  compromise 


When  selecting  other  once-daily  agents,  physicians  may  have  to  compromise 
either  their  choice  of  beta  blocker  or  diuretic.  With  INDERIDE*  LA,  physicians 
have  the  agents  most  widely  prescribed  worldwide— INDERAL®  and  hydro- 
chlorothiazide—with  the  convenience  of  once-daily  dosage. 

24-hour  blood  pressure  control  with  the 
broad  benefits  of  INDERAL  (propranolol  HCI) 

The  controlled-release  delivery  system  of  INDERIDE  LA  provides  24-hour  beta 
blockade  and  the  broad  cardiovascular  benefits  of  INDERAL  with  a single  daily 
dose.  Compliance  is  enhanced  because  once-daily  administration  fits  easily  into 
patient^  dily  routines. 


Plus  standard-release  hydrochlorothiazide, 
the  thiazide  of  choice  mr  comfortable 
momins  diuresis 


Hydrochlorothiazide  is  the  world’s  most  widely  prescribed  antihypertensive 


0m  pr^andof  HQ  (iNDERAl?  LAI  ■ 
and  hydrocbforothiazide , 50  m" 

compmi 


’The  appearance  of  INDERIDE*  LA 
Capsules  is  a registered  trademark  of 
Ayerst  Laboratories. 

tase  see  following  page  for  tmef  summary 
of  prescribing  information 


diuretic.  When  taken  in  the  morning,  INDERIDE  LA  provides  comfortable 
morning  diuresis.  Each  dosage  strength  of  INDERIDE  LA  contains: 

one  of  the  three  most  widely  prescribed  dosage  strengths  of  INDERAL*  LA- 
80  mg,  120  mg,  or  160  mg  and 

an  established,  effective  daily  dose  of  standard-release  hydrochlorothiazide 
50  mg  »|^#r 


80/50  120/50  160/50' 


Once-daily 

INDERIDELA 


Convenience  without  compromise 
One  capsuie-Once  daiiy 


80/50  120/50 


•The  appearance  ot  these  capsules  is  a registered  trademark  of  Ayersl  Laboratories 


BRIEF  SUMMARY  (FOR  FULL  PRESCRIBING  INFORMATION.  SEE  PACKAGE  CIRCULAR  ) 

INDERIDE*  LA  Brand  of  PROPRANOLOL  HYDROCHLORIDE  (INDERAL®  LA)  and 


HYDROCHLOROTHIAZIDE  (Long  Acting  Capsules) 

No  455 — Each  INDERIDE*  LA  80/50  Capsule  contains 

Propranolol  hydrochloride  (INDERAL^  LA)  80  mg 

Hydrochlorothiazide  50  mg 

No  457 — Each  INDERIDE*  LA  120/50  Capsule  contains 

Propranolol  hydrochloride  (1NDERAL*LA)  120  mg 

Hydrochlorothiazide  50  mg 

No  459— Each  INDERIDE*  LA  160/50  Capsule  contains 

Propranolol  hydrochloride  (INDERAL*  LA)  160  mg 

Hydrochlorothiazide  50  mg 


INDERIDE  LA  is  indicated  in  the  management  of  hypertension 

This  fixed-combination  drug  is  not  indicated  for  initial  therapy  of  hypertension.  If 
the  fixed  combination  represents  the  dose  titrated  to  the  individual  patient's  needs, 
therapy  with  the  fixed  combination  may  be  more  convenient  than  with  the  separate 
components. 

CONTRAINDICATIONS 

Propranolol  hydrochloride  (INDERAL*): 

Propranolol  is  contraindicated  in  1)  cardiogenic  shock,  2)  sinus  bradycardia  and  greater  than 
first  degree  block,  3)  bronchial  asthma,  4)  congestive  heart  failure  (see  WARNINGS)  unless  the 
failure  is  secondary  to  a tachyarrhythmia  treatable  with  propranolol 

Hydrochlorothiazide: 

Hydrochlorothiazide  is  contraindicated  in  patients  with  anuria  or  hypersensitivity  to  this  or  other 
sulfonamide-derived  drugs 

WARNINGS 

Propranolol  hydrochloride  (INDERAL*): 

CARDIAC  failure  Sympathetic  stimulation  may  be  a vital  component  supporting  circulatory 
function  in  patients  with  congestive  heart  failure,  and  its  inhibition  by  beta  blockade  may 
precipitate  more  severe  failure  Although  beta  blockers  should  be  avoided  in  overt  congestive 
heart  failure  if  necessary  they  can  be  used  with  close  follow-up  in  patients  with  a history  of 
failure  who  are  well  compensated  and  are  receiving  digitalis  and  diuretics  Beta-adrenergic 
blocking  agents  do  not  abolish  the  inotropic  action  of  digitalis  on  heart  muscle 

IN  PATIENTS  WITHOUT  A HISTORY  OF  HEART  FAILURE,  continued  use  of  beta  blockers 
can  in  some  cases  lead  to  cardiac  failure  Therefore,  at  the  first  sign  or  symptom  of  heart 
failure  the  patient  should  be  digitalized  and/or  treated  with  diuretics  and  the  response 
observed  closely,  or  propranolol  should  be  discontinued  (gradually,  if  possible) 


IN  PATIENTS  WITH  ANGINA  PECTORIS,  there  have  been  reports  of  exacerbation  of  angina 
and  in  some  cases,  myocardial  infarction,  following  abrupt  discontinuance  of  propranolol 
therapy  Therefore,  when  discontinuance  of  propranolol  is  planned  the  dosage  should  be 
gradually  reduced  and  the  patient  carefully  monitored  In  addition,  when  propranolol  is 
prescribed  for  angina  pectoris,  the  patients  should  be  cautioned  against  interruption  or 
cessation  of  therapy  without  the  physician's  advice  If  propranolol  therapy  is  interrupted 
and  exacerbation  of  angina  occurs,  it  usually  is  advisable  to  remstitute  propranolol  therapy, 
and  take  other  measures  appropriate  for  the  management  of  unstable  angina  p.ecton^ 
Since  coronary  artery  disease  may  be  unrecognized,  it  may  be  prudent  to  follow  file  abo'te 
advice  m patients  considered  at  risk  of  having  occult  atherosclerotic  hearidisoase  who  are 
given  propranolol  for  other  indications  - 


THYROTOXICOSIS  Beta  blockade  may  mask  certain  cliriical  Signs  oS  hyperthyroidism 
Therefore  abrupt  withdrawal  of  propranolol  may  be  fallowed  by  , an  exacerbation  of  symptoms 
of  hyperthyroidism,  including  thyroid  storm  Propranolol  does  not  distort  fhyroid  function  tests 
IN  PATIENTS  WITH  WOLFF-PARKINSON-WHITE  SYNDROME,  several  cases  have  been 
reported  in  which,  after  propranolol,  the  tachycardia  was  replaced  by  a severe  bradycardia 
requiring  a demand  pacemaker  in  one  case  this  resulted  after  an  initial  dose  of  5 mg 
propranolol 

MAJOR  SURGERY  The  necessity  or  desirability  of  withdrawal  of  beta-blocking  therapy 
prior  to  major  surgery  is  controversial  It  should  be  noted,  however,  that  the  impaired  ability  of 
the  heart  to  respond  to  reflex  adrenergic  stimuli  may  augment  the  risks  of  general  anesthesia 
and  surgical  procedures 

Nonallergic  Bronchospasm  (eg.  chronic  bronchitis,  emphysema)  -PATIENTS  WITH 
BRONChOSPASTIC  DISEASES  SHOULD.  IN  GENERAL,  NOT  RECEIVE  BETA  BLOCKERS 
INDERAL  should  be  administered  with  caution  since  it  may  block  bronchodilation  produced  by 
endogenous  and  exogenous  catecholamine  stimulation  of  beta  receptors 

DIABETES  AND  HYPOGLYCEMIA  Beta-adrenergic  blockade  may  prevent  the  appear- 
ance of  certain  premonitory  signs  and  symptoms  (pulse  rate  and  pressure  changes)  of  acute 
hypoglycemia  in  labile  msulm-dependent  diabetes  In  these  patients,  it  may  be  more  difficult  to 
adjust  the  dosage  of  insulin  Hypoglycemic  attacks  may  be  accompanied  by  a precipitous 
elevation  of  blood  pressure 
Hydrochlorothiazide: 

Thiazides  should  be  used  with  caution  in  severe  renal  disease  in  patients  with  renal  disease 
thiazides  may  precipitate  azotemia  In  patients  with  impaired  renal  function,  cumulative  effects 
of  the  drug  may  develop 

Thiazides  should  also  be  used  with  caution  m patients  with  impaired  hepatic  function  or 
progressive  liver  disease  since  minor  alterations  of  fluid  and  electrolyte  balance  may  precipi- 
tate hepatic  coma 

Thiazides  may  add  to  or  potentiate  the  action  of  other  antihypertensive  drugs  Potentiation 
occurs  with  ganglionic  or  peripheral  adrenergic-blocking  drugs 

Sensitivity  reactions  may  occur  in  patients  with  a history  of  allergy  or  bronchial  asthma 
The  possibility  of  exacerbation  or  activation  of  systemic  lupus  erythematosus  has  been 
reported 

PRECAUTIONS 

Propranolol  hydrochloride  (INDERAL*): 

GENERAL  Propranolol  should  be  used  with  caution  in  patients  with  impaired  hepatic  or  renal 
function  Propranolol  is  not  indicated  for  the  treatment  of  hypertensive  emergencies 

Beta-adrenoreceptor  blockade  can  cause  reduction  of  intraocular  pressure  Patients 
should  be  told  that  propranolol  may  interfere  with  the  glaucoma  screening  test  Withdrawal  may 
lead  to  a return  of  increased  intraocular  pressure 

CLINICAL  LABORATORY  TESTS  Elevated  blood  urea  levels  in  patients  with  severe  heart 
disease,  elevated  serum  transaminase  alkaline  phosphatase,  lactate  dehydrogenase 

DRUG  INTER/^TIONS  Patients  receiving  catecholamine-depleting  drugs  such  as  reser- 
pine  should  be  closely  observed  if  propranolol  is  administered  The  added  catecholamine- 
blocking  action  may  produce  an  excessive  reduction  of  resting  sympathetic  nervous  activity, 
which  may  result  in  hypotension  marked  bradycardia,  vertigo,  syncopal  attacks,  or  orthostatic 
hypotension 


CARCINOGENESIS.  MUTAGENESIS,  IMPAIRMENT  OF  FERTILITY  Long-term  studies  in 
animals  have  been  conducted  to  evaluate  toxic  effects  and  carcinogenic  potential  In  18- 
month  studies  in  both  rats  and  mice  employing  doses  up  to  150  mg/kg/day  there  was  no 
evidence  of  significant  drug-induced  toxicity  There  were  no  drug-related  tumongenic  effects 
at  any  of  the  dosage  levels  Reproductive  studies  in  animals  did  not  show  any  impairment  of 
fertility  that  was  attributable  to  the  drug 

PREGNANCY  Pregnancy  Category  C Propranolol  has  been  shown  to  be  empryoloxic  in 
animal  studies  at  doses  about  10  times  greater  than  the  maximal  recommended  human  dose 
There  are  no  adequate  and  well-controlled  studies  in  pregnant  women  Propranolol  should  be 
used  during  pregnancy  only  if  the  potential  benefit  justifies  the  potential  risk  to  the  fetus 
NURSING  MOTHERS  Propranolol  is  excreted  in  human  milk  Caution  should  be  exercised 
when  propranolol  is  administered  to  a nursing  mother 

PEDIATRIC  USE  Safety  and  effectiveness  in  children  have  not  been  established 
Hydrochlorothiazide: 

GENERAL  Periodic  determination  of  serum  electrolytes  to  detect  possible  electrolyte  im- 
balance should  be  performed  at  appropriate  intervals 

All  patients  receiving  thiazide  therapy  should  be  observed  for  clinical  signs  of  fluid  or 
electrolyte  imbalance  namely  Hyponatremia  hypochloremic  alkalosis,  and  hypokalemia 
Serum  and  urine  electrolyte  determinations  are  particularly  important  when  the  patient  is 
vomiting  excessively  or  receiving  parenteral  fluids  Medication  such  as  digitalis  may  also 
influence  serum  electrolytes  Warning  signs  irrespective  of  cause  are  Dryness  of  mouth  thirst 
weakness,  lethargy,  drowsiness  restlessness  muscle  pains  or  cramps,  muscular  fatigue 
hypotension,  oliguria,  tachycardia,  and  gastrointestinal  disturbances  such  as  nausea  and 
vomiting 

Hypokalemia  may  develop,  especially  with  brisk  diuresis  when  severe  cirrhosis  is  present 
or  during  concomitant  use  of  corticosteroids  or  ACTH 

Interference  with  adequate  oral  electrolyte  intake  will  also  contribute  to  hypokalemia 
Hypokalemia  can  sensitize  or  exaggerate  the  response  of  the  heart  to  the  toxic  effect  of 
digitalis  (eg.  increased  ventricular  irritability)  Hypokalemia  may  be  avoided  or  treated  by  use 
of  potassium  supplements,  such  as  foods  with  a high  potassium  content 

Any  chloride  deficit  is  generally  mild  and  usually  does  not  require  specific  treatment 
except  under  extraordinary  circumstances  (as  in  liver  or  renal  disease)  Dilutional  hypo- 
natremia may  occur  in  edematous  patients  in  hot  weather,  appropriate  therapy  is  water 
restriction,  rather  than  administration  of  salt,  except  in  rare  instances  when  the  hyponatremia  is 
life-threatening  In  actual  salt  depletion,  appropriate  replacement  is  the  therapy  of  choice 
Hyperuricemia  may  occur  or  frank  gout  may  be  precipitated  in  certain  patients  receiving 
thiazide  therapy 

Insulin  requirements  in  diabetic  patients  may  be  increased,  decreased  or  unchanged 
Diabetes  mellitus  which  has  been  latent  mayiOecome  manifest  during  thiazide  administration 
It  progressive  renal  impairment  becomes  evident  consider  withholding  or  discontinuing 
diuretic  therapy 

Thiazides  may  decrease  serum  PBl  levels  without  signs  of  thyroid  disturbance 
Calcium  excretion  is  decreased  by  thiazi^s  Pathologic  changes  in  the  parathyroid  gland 
with  hypercalcemia  and  hypophosphatemia  have  been  observed  m a few  patients  on  pro- 
longed thiazide  therapy.  The  common  compfications  of  hyperparathyroidism,  such  as  renal 
lithiasis.  bone  resorption,  and  peptic  ulceration  have  not  been  seen  Thiazides  should  be 
discontinued  before  carrying  out  tests  for  parathyroid  function 

DRUG  INTERACTIONS- Thiazide  drugs  may  increase  the  responsiveness  to  tubocuranne 
The  antihypertensive  effects  of  thiazides  may  be  enhanced  m the  postsympathectomy 
- patient  Thiazides  may  decrease  arterial  responsiveness  to  norepinephrine  This  diminution  is 
not  sufficient  to  preclude  effectiveness  of  the  pressor  agent  for  therapeutic  use 

PREGNANCY  Pregnancy  Category  C Thiazides  cross  the  placental  barrier  and  appear  m 
cord  blood  The  use  of  thiazides  m pregnancy  requires  that  the  anticipated  benefit  be  weighed 
against  possible  hazards  to  the  fetus  These  hazards  include  fetal  or  neonatal  jaundice 
thrombocytopenia,  and  possibly  other  adverse  reactions  which  have  occurred  in  the  adult 
NURSING  MOTHERS  Thiazides  appear  in  human  milk  If  use  of  the  drug  is  deemed 
essential,  the  patient  should  stop  nursing 

PEDIATRIC  USE  Safely  and  effectiveness  in  children  have  not  been  established 
ADVERSE  REACTIONS 
Propranolol  hydrochloride  (INDERAL*): 

Most  adverse  effects  have  been  mild  and  transient  and  have  rarely  required  the  withdrawal  of 
therapy 

Cardiovascular  Bradycardia,  congestive  heart  failure,  intensification  of  AV  block,  hypo- 
tension. paresthesia  of  hands,  thrombocytopenic  purpura,  arterial  insufficiency,  usually  of  the 
Raynaud  type 

Central  Nervous  System  Lightheadedness,  mental  depression  manifested  by  insomnia, 
lassitude  weakness,  fatigue  reversible  mental  depression  progressing  to  catatonia,  visual 
disturbances,  hallucinations,  an  acute  reversible  syndrome  characterized  by  disorientation  for 
time  and  place  short-term  memory  loss  emotional  lability,  slightly  clouded  sensonum  and 
decreased  performance  on  neuropsychometrics 

Gastrointestinal  Nausea,  vomiting,  epigastric  distress,  abdominal  cramping  diarrhea 
constipation,  mesenteric  arterial  thrombosis,  ischemic  colitis 

Allergic  Pharyngitis  and  agranulocytosis  erythematous  rash,  fever  combined  with  aching 
and  sore  throat,  laryngospasm  and  respiratory  distress 
Respiratory  Bronchospasm 

Hematologic  Agranulocytosis,  nonthrombocytopenic  purpura,  thrombocytopenic 
purpura 

Auto-Immune  In  extremely  rare  instances,  systemic  lupus  erythematosus  has  been 
reported 

Miscellaneous  Alopecia,  LE-like  reactions,  psoriasiform  rashes,  dry  eyes,  male  impo- 
tence, and  Peyronie's  disease  have  been  reported  rarely  Oculomucocutaneous  reactions 
involving  the  skin,  serous  membranes,  and  conjunctivae  reported  for  a beta  blocker  (praclolol) 
have  not  been  associated  with  propranolol 

Hydrochlorothiazide: 

Gastrointestinal  Anorexia,  gastric  irritation,  nausea,  vomiting,  cramping,  diarrhea,  constipa- 
tion, jaundice  (intrahepatic  cholestatic  jaundice),  pancreatitis,  sialadenitis 

Central  Nervous  System  Dizziness,  vertigo,  paresthesias,  headache,  xanthopsia 
Hematologic  Leukopenia,  agranulocytosis,  thrombocytopenia,  aplastic  anemia 
Cardiovascular  Orthostatic  hypotension  (may  be  aggravated  by  alcohol,  barbiturates,  or 
narcotics) 

Hypersensitivity  Purpura  photosensitivity,  rash,  urticaria,  necrotizing  angiitis  (vasculitis, 
cutaneous  vasculitis);  fever,  respiratory  distress,  including  pneumonitis,  anaphylactic 
reactions 

Other  Hyperglycemia,  glycosuria,  hyperuricemia  muscle  spasm,  weakness,  restless- 
ness, transient  blurred  vision 

Whenever  adverse  reactions  are  moderate  or  severe,  thiazide  d.osage  should  be  reduced 
or  therapy  withdrawn 
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In  1973,  at  the  annual  meeting  of  the  Mississippi 
State  Medical  Association,  1 presented  a paper  enti- 
tled “Total  Hip  Arthroplasty  — Indications,  Early 
Experiences.”  That  was  a cursory  report  of  31  pa- 
tients with  a follow-up  of  six  to  fifteen  months.  The 
current  report  is  from  a pool  of  528  hips  on  which 
four  different  teams  of  seven  orthopaedists  in  a pri- 
vate practice  setting  have  carried  out  total  hip  arthro- 
plasties between  1972  and  1983.  Two  of  the  teams 
have  performed  standard  Charnley  type  procedures' 
(see  Figure  1 ) while  the  other  two  have  used  Miiller" 
(see  Figure  2)  or  Computer  Associated  Design 
(CAD)  Components'*  (see  Figure  3). 

This  report  is  a study  of  hips  replaced  between 
1972  and  1978.  During  that  time,  we  performed  267 
total  hip  arthroplasties.  The  average  period  of  fol- 
low-up is  5.9  years  with  a range  of  six  months  to 
eleven  years.  Fourteen  have  been  followed  more 
than  ten  years  48  more  than  eight  years,  159  more 
than  four  years  and  only  1 8 less  than  one  year.  Of  the 
267  hips,  26  were  lost,  4 died,  and  thus  239  were 
available  for  analysis  (see  Table  1). 

Our  protocol  for  these  procedures  calls  for  many 
specific  methods  of  management.  The  operations  are 
performed  in  laminal  flow,  or  so-called  “clean  air 
rooms.”  Hoods  with  vacuum  are  used  for  the  opera- 
tive personnel.  Intraoperative  administration  of  a 
broad  spectrum  antibiotic  such  as  Cephalosporin  is 

Presented  at  the  1 15th  Annual  Session,  Mississippi  State  Medi- 
cal Association,  Biloxi,  Mississippi,  May  1983. 

Dr.  Purvis  is  engaged  in  the  private  practice  of  orthopedic 
surgery  in  Jackson,  MS. 


given.  Antibiotic  irrigant  is  used  repeatedly  in  the 
incision  during  the  procedure.  To  attempt  to  combat 
phlebothrombosis,  T.E.D.  stockings  are  used  on 
most  patients  for  one  month  postoperatively,  the 
foot  of  the  bed  is  elevated  4"  for  the  first  four  days, 
passive  and  active  leg  and  ankle  exercises  are  begun 
immediately  following  return  from  the  recovery 
room  and  aspirin  is  given  orally  or  per  rectum  begin- 
ning twelve  hours  postoperative.  An  abduction  pil- 
low is  used  between  the  legs  for  the  first  four  to  six 
days  to  limit  muscle  spasm  and  stress  on  the  trans- 
ferred trochanter.  Originally,  standing  and  ambula- 
tion was  begun  at  four  to  six  days  postoperatively  but 
now  that  period  has  been  shortened  to  two  days.  For 
the  first  two  months  after  surgery,  crutches  or  a 
walker  are  used  for  ambulation  with  touch  down  of 
the  affected  extremity  and  progressive  weight  bear- 
ing. A cane  in  the  opposite  hand  is  used  for  walking 
for  the  next  two  months.  Ordinarily,  the  patient  is 
able  to  walk  without  external  support  at  four  months 
after  surgery.  The  usual  period  of  hospitalization  for 
this  procedure  is  14  to  23  days. 

Thirty-five  bilateral  total  hip  procedures  were  per- 
formed in  this  267  hip  series,  usually  with  an  interval 
of  six  months  to  a number  of  years.  However,  four 
patients  had  bilateral  procedures  during  the  same 
hospitalization. 

There  are  161  females  and  106  males;  146  are  on 
the  right  hip  and  121  on  the  left.  All  of  these  proce- 
dures were  performed  at  two  hospitals,  127  at  one 
and  140  at  the  other.  There  is  no  difference  in  the 
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complication  rate  for  the  procedures  performed  at 
the  two  hospitals. 

The  primary  indication  for  the  total  hip  procedure 
in  this  series  has  been  disabling  pain.  Most  painful 
hips  were  the  result  of  hypertrophic  arthritis, 
rheumatoid  arthritis,  trauma,  and  other  developmen- 
tal conditions.  Less  frequent  causes  of  such  dis- 
abling pain  are  psoriatic  arthritis  and  luetic  involve- 
ment. 


TABLE  I 

FOLLOW-UP  267  HIPS 


10  Years  or  more 14 

8 Years  or  more 48 

4 Years  or  more 159 

Less  than  1 year 18 

2.49 

Lost  to  follow  up  24 

Lost  due  to  death  4 

267 


TABLE  II 
DIAGNOSES 


Hypertrophic  arthritis 121 

Avascular  necrosis  86 

Rheumatoid  arthritis  27 

Developmental  25 

Miscellaneous 8 


267 


TABLE  III 
COMPLICATIONS 


Muller 

61 

# % 

CAD 

32 

# % 

Charnley 

174 

# % 

Total 

267 

Broken  stem 

14 

23 

0 

0 

0 

0 

14 

Loose  stem 

3 

4.9 

3 

9.4 

1 

0.5 

7 

Loose  cup 

4 

6.6 

1 

3.1 

2 

1.1 

7 

Malpositioned  cup 

0 

0 

0 

0 

4 

2.3 

4 

Malpositioned  stem 

0 

0 

0 

0 

1 

0.5 

1 

Broken  wire 

4 

6.6 

2 

6.3 

38 

21.8 

44 

Displaced  trochanter 

2 

3.3 

1 

3.1 

13 

7.5 

16 

Nonunion 

2 

3.3 

0 

0 

3 

1.7 

5 

Trochanter  calcification 

1 

1.6 

3 

12.5 

7 

4 

1 1 

Dislocation 

0 

0 

0 

0 

5 

2.9 

5 

Subluxation 

1 

1.6 

0 

0 

7 

4 

8 

Infection 

3 

4.9 

1 

3.1 

3 

1.7 

7 

Death 

2 

LI 

1 

3.1 

2 

LI 

5 

We  found  that  of  the  267  patients  (see  Table  2), 
121  of  them  had  hypertrophic  arthritis,  86  had 
avascular  necrosis,  27  rheumatoid  arthritis,  25  were 
developmental,  and  8 were  the  result  of  miscel- 
laneous other  lesser  causes. 

Seventy-one  percent  of  the  86  hips  with  avascular 
necrosis  were  caused  by  trauma.  Of  those  hips  with 
avascular  necrosis,  trauma  was  responsible  for  the 
changes  in  38  cases,  the  result  of  fractures  of  the 
neck  and  femur  while  23  were  the  result  of  fractures 
of  the  acetabulum  and/or  dislocations  of  the  hip. 

Known  alcoholism  produced  aseptic  necrosis  of 
the  femoral  heads  in  16  patients.  Steroid  induced 
aseptic  necrosis  of  the  femoral  heads  was  also  en- 
countered in  this  study  as  a complication  of  treat- 
ment for  rheumatoid  arthritis,  lupus  erythematosis, 
severe  pulmonary  disease  and  renal  dialysis. 

Study  of  complications  (see  Table  3)  reveal  that 
for  the  Muller  type  reconstructions  there  was  an 
unacceptable  incidence  of  14  broken  femoral  stems 
which  had  to  be  revised,  an  incidence  of  23%.  That 
prosthesis  is  no  longer  used  because  of  its  structural 
weakness.  Twenty-three  revisions  (38%)  of  the  Mul- 
ler procedures  were  required.  The  trochanter  was  not 
routinely  osteotomized  in  the  Muller  cases  but  in 
those  in  which  it  was  done,  there  were  four  broken 
wires  with  two  displaced  trochanters  and  two 
trochanteric  nonunions.  One  subluxation  occurred. 
There  were  five  pulmonary  emboli,  an  incidence  of 
8.2%,  and  three  infections  (4.9%).  There  were  two 
deaths,  3.3%,  during  the  period  of  hospitalization, 
one  from  a pulmonary  embolus  and  the  other  as  a 
result  of  infection.  Two  patients  had  to  have  the 
components  removed  because  of  infection. 

There  is  a small  number  of  CAD  cases.  Only  32 
are  reported  in  this  group  of  patients  because  it  was  a 
newer  component  and  had  been  used  for  a short 
period  of  time  prior  to  1978.  A complication  of 
significance  for  this  component  is  calcification  about 
the  greater  trochanter  in  four  patients,  6.7%.  Calcar 
resorption  is  present  in  a total  of  six  cases  in  the  CAD 
series,  18.8%.  There  was  one  phlebothrombosis, 
1 .6%,  and  one  infection,  1 .6%.  CAD  prosthesis  was 
used  to  revise  22  failed  Mtiller  procedures.  Of  those, 
eleven  have  been  converted  to  a “good”  classifica- 
tion, seven  to  “fair,”  and  four  are  failures. 

Complications  of  significance  for  Chamley  type 
reconstructions  are  more  often  associated  with  wire 
breakage  or  trochanter  difficulties.  There  are  38  in- 
stances of  wire  breakage,  (21 .85%),  but  only  twelve 
of  those  have  produced  instability  or  symptoms,  an 
incidence  of  6.9%.  There  are  13  cases  in  which  there 
was  some  displacement  of  the  greater  trochanter  and 
there  were  three  nonunions  of  the  trochanter.  Of 
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Figure  I . Charnley  type  total  hip  arthroplasty  9 years 
post  operative. 


Figure  2 . Miiller  type  total  hip  arthroplasty  3 yers  post 
operative. 


Figure  3.  CAD  type  total  hip  arthroplasty  6 years  post 
operative. 


those,  five  dislocated  and  seven  subluxated.  Six 
revisions  were  necessary.  There  were  ten  diagnosed 
phlebothromboses  (5.7%),  and  three  infections 
(1.7%).  One  required  removal  of  the  components. 
These  statistics  are  similar  to  those  reported  in  larger 
total  hip  series. ^ 

Revision  of  failed  hip  reconstruction  has  been 
used  in  this  series.  Cases  of  fused  hips,  worn  cup 
arthroplasties  and  failed  femoral  head  components 
are  included. 

In  the  past,  other  methods  of  handling  the  painful 
hip  have  been  tried  such  as  metal  on  metal  total 
hips,^  and  surface  replacement  arthroplasties*^  but 
these  have  had  high  complication  rates  in  the  experi- 
ence of  many.  Bipolar  arthroplasty  without  methyl 
methacrylate  fixation"^  is  a method  which  offers 
promise,  especially  in  the  younger  patient  with 
avascular  necrosis.  Research  on  enhanced  fixation 
with  ceramics^  or  rough  finish  metal  on  components 
in  order  to  promote  ingrowth  of  bone  into  the  im- 
plants is  in  progress.  This  is  a dynamic,  changing 
field. 
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The  last  sentence  in  my  presentation  regarding 
total  hip  arthroplasty  in  1972,  was  “This  is  a salvage 
procedure  to  be  used  for  severe,  painful  disability." 
That  statement  is  still  true. 

For  the  239  cases  analyzed,  there  was  an  overall 
1 1%  failure  rate  but  for  the  Chamley  series  that  was 
4.6%. 

In  conclusion,  it  appears  that  hip  reconstruction, 
although  expensive  and  with  risks,  seems  justified 
because  of  pain  relief,  improved  ambulation,  and  the 
better  quality  of  life  that  it  offers. 
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Recent  Advancements  in  the 
Treatment  of  Prostate  Cancer 

CRAIG  A.  DAWKINS,  M.D.  and  E.  DAVID  CRAWFORD,  M.D. 

Jackson,  Mississippi 


Cancer  of  the  prostate  is  one  of  the  most  com- 
mon forms  of  cancer  in  men  over  50  years  of  age.  ‘ In 
the  United  States  alone,  it  is  anticipated  that  there 
will  be  76,000  new  cases  of  the  disease  diagnosed 
annually  with  1,100  new  cases  occurring  in  Missis- 
sippi in  1984.^ 

Incidence 

The  incidence  of  prostate  cancer  increases  with 
age  but  is  uncommon  under  the  age  of  40.  It  is 
comparatively  rare  in  the  Far  East  and  common  in 
the  Scandinavian  countries.’  The  occurrence  rate  is 
higher  among  blacks^  with  one  out  of  ten  black 
males  anticipated  to  be  diagnosed  as  having  prostate 
cancer  in  contrast  to  one  out  of  twenty  white  males. 

A clinical  dilemma  exists  in  that  many  patients 
experience  substantial  morbidity  from  prostate  can- 
cer every  year  yet  many  more  have  the  disease  with- 
out knowing  it  and  die  from  other  causes.  Several 
reports  have  documented  an  increasing  incidence  at 
autopsy  of  occult  or  “latent  adenocarcinoma  of  the 
prostate”  with  increasing  age."^'^  Indeed,  Scott  and 
his  associates  issue  a warning  to  the  medical  profes- 
sion that  70%  of  tumors  of  the  prostate  in  their  series 
of  over  5000  autopsies  were  not  suspected  during 
lifetime  even  though  they  were  large  enough  to  be 
detected  by  physical  examination.^ 

Cancer  of  the  prostate  is  considered  by  many 
physicians  to  be  a very  slow  growing  tumor  which 
seldom  results  in  patient  death.  Yet,  it  is  a formid- 
able cause  of  cancer  related  deaths  and  it  is  projected 
nationally  that  25,000  males  including  350  in  Mis- 
sissippi will  die  of  metastatic  prostate  cancer  this 
year.” 

The  majority  of  prostate  cancers  originate  in  the 
posterior  zone  of  the  prostate.  McNeal  documented 
this  in  a series  of  125  cases  analyzing  the  initial 
location  of  microscopic  adenocarcinoma  of  the  pros- 
tate in  which  97%  were  located  in  the  posterior  lobe 

From  the  departments  of  surger>%  divisions  of  urology.  Uni- 
versity Medical  Center  and  Veterans  Administration  Medical 

Center,  Jackson,  MS. 


or  peripheral  zone.*^  The  most  reliable,  easily  per- 
formed diagnostic  screening  method  is  the  digital 
rectal  examination.  Digital  rectal  palpation  of  the 
prostate  gland  should  be  performed  annually  on  all 
males  over  40  (American  Cancer  Society  recom- 
mendation). In  one  Armed  Forces  study  where  digi- 
tal rectal  exams  were  performed  every  six  months, 
55%  of  the  prostate  cancers  were  diagnosed  at  a 
curative  stage.  In  the  civilian  population  early  stage 
tumors  confined  to  the  prostate  gland  are  detected  in 
only  10-15%  of  cases  with  the  remainder  being  di- 
agnosed at  advanced  stage. 

Etiology  and  Staging 

The  etiology  of  prostate  cancer  is  not  clear 
although  hormonal  influences  have  been  implicated. 
Efforts  to  determine  viral,  genetic,  immunocompe- 
tence  and  environmental  factors  have  been  studied 
extensively  and  remain  controversial. 

When  the  clinical  suspicion  of  prostate  cancer 
exists,  a biopsy  is  indicated.  The  differential  diagno- 
sis of  a suspicious  prostate  nodule  includes  prostate 
cancer,  nodular  prostatic  hyperplasia,  granuloma- 
tous prostatitis,  tuberculosis,  sarcomas,  metastatic 
tumors,  prostatic  calculi  and  phlebolith  of  the  rectal 
wall.  The  diagnosis  is  made  by  transperineal  or 
transrectal  needle  biopsy  of  the  prostate.  This  is  a 
simple,  safe  and  reliable  procedure,  which  can  be 
performed  on  an  outpatient  basis.  More  recently, 
“skinny”  or  thin  needle  aspiration  of  the  suspicious 
lesion  has  been  employed  with  increasing  success.^ 
Needle  tract  tumor  seeding  is  extremely  rare  with 
either  method. 

Staging 

Table  I and  Figures  1-4  outline  the  current  staging 
system  for  prostate  cancer.  Adenocarcinoma  is  the 
most  common  histologic  type.  The  Gleason  systems 
of  histologic  grading  correlates  the  pathologic  grade 
at  the  time  of  diagnosis  with  prognosis  and  mortality 
rates. 

Prostate  cancers  usually  spread  by  three  routes; 
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local  extension,  lymphogenous  and  hematogenous 
dissemination.  With  this  biological  behavior  in 
mind,  the  staging  work-up  should  evaluate  the  more 
common  routes  of  metastasis  to  the  lymph  nodes, 
bone,  liver  and  lung.  Several  studies  have  noted  that 
lymphatic  involvement  more  commonly  occurs  with 
large  tumor  volume  and/or  anaplastic  lesions^' 
and  involves  the  obturator,  external,  internal,  lateral 
sacral  and  common  iliac  node  chains.  Metastasis  to 
bone  is  the  most  frequent  form  of  hematogenous 
spread.  The  more  common  sites  of  bony  involve- 
ment correspond  to  venous  drainage  routes  of  the 
prostate  and  include  the  pelvis,  lumbar  and  thoracic 
spine,  femurs  and  ribs.  To  date  there  is  no  way  to 
accurately  predict  the  predilection  between  lym- 
phogenous or  hematogenous  metastases.  Visceral 
metastases  generally  occur  in  the  lung,  liver  and 
adrenal  glands. 

The  radiologic  workup  for  prostate  cancer  in- 
cludes a chest  x-ray,  bone  survey,  intravenous 
pyelogram.  and  a bone  scan.  We  have  recently 
found  CT  scan  of  the  pelvis  and  abdomen  helpful  in 
identifying  lymphatic  disease  and  if  positive  follow- 
ing this  parameter  for  response  to  treatment.  Trans- 
abdominal. perineal  and  transrectal  ultrasono- 
graphic scanning  of  the  prostate  are  in  a state  of 
evolution. ' ‘ Recent  reviews  suggest  that  rectal  ultra- 
sonography is  better  than  transabdominal  ultrasound 
in  evaluation  of  the  prostate  and  that  both  appear  to 
be  better  than  the  CT  scan  of  the  pelvis.'"  Even 
though  still  evolving,  it  appears  that  rectal  ultraso- 
nography will  play  some  role  as  an  aid  in  diagnosis 
and  staging  of  early  stages  of  prostate  cancer.  The 
value  of  lymphangiography  remains  uncertain  be- 
cause of  a 20-40%  false  negative  rate.''^' 

Huggins  observed  an  elevated  serum  acid  phos- 
phatase in  a patient  with  prostate  cancer  in  1941, 
thus  reporting  the  first  useful  biological  tumor 
marker. The  acid  phosphatases  are  omnipresent, 
being  found  in  the  serum,  platelets,  erythrocytes, 
leukocytes,  spleen,  liver,  kidney,  osteoclasts  of 
bone  and  in  the  prostate.  The  enzyme  is  generally 
measured  by  an  enzymatic  assay.  Radioimmunoas- 
say of  acid  phosphatase  is  more  sensitive  but  has 
more  false  positive  analyses.  Newer  assay  tech- 
niques have  defined  five  acid  phosphatase  isoen- 
zymes with  the  isoenzyme  2 being  more  specific  for 
the  prostate.'^ 

Presently  an  elevated  acid  phosphatase  on  more 
than  one  occasion  in  a patient  with  prostate  cancer  is 
highly  suggestive  of  disease  extension  beyond  the 
prostate  capsule.  The  tumor  marker  remains  ele- 
vated when  the  patient  is  untreated  and  diminishes 
when  the  patient  responds  to  a treatment  regimen. 


TABLE  I 

PATHOLOGICAL  STAGING 


Slages 

C haracterization 

A 

Incidental  finding  by  the  pathologist  in  clinically 
unsuspected  presentation  (Figure  1). 

Low  grade  lesion  or  one  constituting  less  than  5% 
of  resected  specimen 

^2 

High  grade  lesion  or  one  constituting  > 5%  of 
resected  specimen 

B 

Clinically  palpable  but  confined  to  prostate 

B, 

Discrete  nodule  in  one  lobe  < 2.0  cm  in  diameter. 
(Figure  2) 

B2 

Nodule  > 2 cm  confined  to  one  lobe. 

Bj 

Bilobar  nodule  confined  to  the  prostate 

C 

Extension  beyond  the  prostate  to  seminal  vesicles 
or  contiguous  structures  (Figure  3) 

D 

Metastatic  disease.  (Figure  4) 

D, 

Regional  lymph  node  metastasis(es) 

D; 

Distant  metastasis(es) 

The  differential  diagnosis  in  patients  with  an  ele- 
vated acid  phosphatase  and  a normal  prostatic  ex- 
amination includes:  multiple  myeloma,  Paget’s  dis- 
ease, Gaucher’s  disease,  osteogenic  sarcoma, 
thrombocytopenia,  nonprostatic  malignancies  with 
bony  metastases,  hyperparathyroidism,  osteopo- 
rosis and  hematological  malignancies.  In  addition, 
spurious  elevation  of  the  acid  phosphatase  may 
occur  with  an  over  zealous  rectal  examination  or 
prostatic  massage.  It  should  be  emphasized  that  acid 
phosphatase  is  not  a screening  test  for  adenocarcino- 
ma of  the  prostate  as  it  may  be  negative  in  up  to 
85-90%  of  patients  with  localized  disease. 

The  alkaline  phosphatases  are  ubiquitous  en- 
zymes found  in  bone,  liver,  intestinal  mucosa  and 
developing  placenta.  There  are  four  isoenzymes  de- 
scribed being  found  in  bone,  liver,  intestine  and 
tumor.  In  a normal  growing  child  the  bone  fraction 
is  elevated  while  in  the  normal  adult  the  majority  of 
alkaline  phosphatase  activity  is  from  the  liver  and 
intestine.  Consequently,  a high  pretreatment  alka- 
line phosphatase  level  including  bone  isoenzyme 
fraction  and  total  alkaline  phosphatase  portends  a 
poor  prognosis  from  increased  tumor  burden."^ 

Carcinoembryonic  antigen  (CEA),  a cancer- 
specific  antigen  originally  described  in  adenocarci- 
noma of  the  colon  has  been  described  to  be  elevated 
in  80%  of  the  patients  with  active  prostate  cancer. 
The  antigen  is  not  specific  enough  to  be  diagnostic 
but  can  be  used  to  evaluate  the  response  to  therapy. 

Complement  C3  and  C4  have  been  found  to  be 
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Figure  3.  Extension  beyond  the  prostate  to  seminal 
vesicles  or  contiguous  structures  {Stage  Cj. 


Figure  2.  Discrete  nodule  in  one  lobe  <2.0  cm.  in 
diameter  (Stage  B;). 


elevated  in  prostatic  secretion  of  men  with  carcino- 
ma of  the  prostate.  The  problem  remains  that  few 
patients  with  Stage  A disease  do  not  have  elevated 
complement  levels  in  the  prostatic  fluid. 

Treatment 

Localized  Disease 

There  is  a great  deal  of  controversy  regarding  the 
treatment  for  all  stages  of  prostate  cancer.  Complete 
surgical  extirpation  of  the  malignant  gland  remains 
the  mainstay  of  treatment  for  localized  lesions  A2, 
B,  B2.  The  preferred  surgical  procedure  is  a radical 
retropubic  prostatectomy  following  a limited  pelvic 


Figure  4.  Metastatic  disease  (Stage  D). 


lymphadenectomy.  The  advantage  of  this  approach 
is  the  ability  to  perform  a staging  lymphadenectomy 
followed  by  a radical  prostatectomy  if  the  lymph 
nodes  are  negative.  The  radical  perineal  pros- 
tatectomy has  the  advantages  of  a more  direct  vesi- 
courethral anastomosis  and  minimal  blood  loss.  The 
disadvantage  of  the  perineal  approach  is  that  the 
lymphatics  are  not  accessible  by  this  route  and  re- 
quire evaluation  by  another  surgical  approach.  The 
radical  perineal  and  retropubic  prostatectomy  have 
varying  degrees  of  urinary  incontinence  associated 
with  the  procedures,  however  in  most  large  series, 
the  incidence  is  less  than  6%. 

Both  radical  approaches  render  the  patient  impo- 
tent secondary  to  disruption  of  the  nerves  to  the  penis 
responsible  for  vascular  maintenance  of  erections. 
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Such  patients  who  desire  continued  sexual  activity 
can  be  fitted  with  a penile  prosthesis.  Walsh  has 
modified  the  radical  retropubic  prostatectomy  in 
such  a way  that  the  pelvic  nerve  plexuses  responsible 
for  erectile  ability  remain  intact. He  reported 
potency  in  approximately  60%  of  males  less  than  60 
undergoing  his  modified  procedure.  He  has  more 
recently  reported  a 100%  potency  rate  following  this 
procedure  in  12  patients  who  w'ere  potent  preop- 
eratively."“ 

External  beam  mega  voltage  irradiation  has  been 
employed  for  treatment  of  Stage  A,  B and  C lesions. 
Bagshaw  has  published  the  definitive  treatise  on  the 
radiation  management  of  local  disease. Radiation 
therapy  appears  to  control  local  disease;  however, 
the  10  and  15  year  survival  statistics  are  less  than 
those  for  radical  prostatectomy.^’^ 

Interstitial  implantation  techniques  or  brachyther- 
apy  as  a means  of  delivery  of  radiation  to  local 
lesions  of  the  prostate  are  a relatively  new  thera- 
peutic modality.  The  radioactive  isotopes  currently 
employed  include  1,  AU  and  Ir.  The  results 
do  not  parallel  survival  rates  achieved  by  radical 
prostatectomy,  but  brachy therapy  may  play  a role  in 
selective  patients.  Potency  rates  of  as  high  as  90% 
are  reported. 

Advanced  Disease 

The  adult  prostate  is  dependent  on  androgens  to 
stimulate  and  maintain  its  normal  physiologic  func- 
tions. The  testes  and  adrenal  glands  produce  the 
majority  of  androgens  while  the  adult  testes  are  re- 
sponsible for  95%  of  circulating  testosterone.  Hug- 
gins demonstrated  the  androgen-dependent  nature  of 
prostate  cancer  which  has  led  to  various  forms  of 
hormonal  manipulation  for  the  later  stages  of  this 
disease. 

Serum  testosterone  is  dependent  upon  an  intact 
hypothalamic,  pituitary,  gonadal  axis.  Blockage  of 
one  or  more  arms  in  the  axis  will  produce  a positive 
response  in  the  majority  of  patients  with  metastatic 
prostate  cancer.  The  simplest  way  to  disrupt  the  axis 
is  by  bilateral  orchiectomy.  Orchiectomy  reduces 
serum  testosterone  by  95%  and  70-80%  of  all  pa- 
tients will  have  a response.’^  Relapses  in  these  pa- 
tients are  primarily  due  to  the  proliferation  of 
androgen  independent  cancer  cells. 

Pharmacologic  Manipulation  of 
Advanced  Disease 

Patients  who  refuse  orchiectomy  may  be  offered 
oral  estrogen  therapy.  Estrogens  suppress  the 


TABLE  II 

SINGLE  AGENTS  USED  IN  THE  TREATMENT  OF 
METASTATIC  PROSTATE  CANCER 


Agent 

Dose 

% Response 

Reference 

C yclophosphamide 
(Cytoxan) 

1 gm/m^ 
q 3 wks 

-40-50% 

38 

5-Fluorouradl 

(5-FU) 

Cis-Diamminedichloro- 

600  mg/m 
weekly 

-30-40% 

38 

platinum 

(Platinol) 

1 mg/kg 
weekly 

-30% 

39 

Doxorubicin 
( Adriamycin) 

60  mg/m^ 
q 3 wks 

-25% 

40 

Methotrexate 

100  mg  IV 
q 2 wks 

-30-40% 

39 

Estramustine  Phosphate 
(Estracyt) 

600  mg/m^ 
daily 

-30% 

39 

hypothalamic  area  and  inhibit  the  release  of  LH  from 
the  anterior  pituitary.  This  in  turn  will  decrease  tes- 
tosterone production  from  the  testes  to  castrate 
levels.  Diethylstilbestrol  is  the  estrogen  most  com- 
monly used.  One  mg  three  times  a day  is  usually 
necessary  to  suppress  testosterone  production  to  cas- 
trate levels,  less  drug  may  compromise  ef- 
fectiveness.^*^ The  complications  of  estrogen  usage 
include  salt  and  water  retention,  increased  tendency 
toward  deep  venous  thrombosis  and  subsequent  pul- 
monary embolism,  gynecomastia,  loss  of  libido  and 
increased  incidence  of  cardiovascular  disease. 
Gynecomastia  may  be  prevented  by  delivering  400 
rad  of  radiotherapy  in  a single  dose  to  each  breast 
prior  to  estrogen  therapy. 

The  disappointing  long  term  result  of  orchiectomy 
or  estrogen  (DES)  therapy  was  thought  to  be  caused 
by  continued  androgen  production  from  the  adrenal 
gland  or  an  “adrenal  escape.”  In  actuality,  testos- 
terone measurements  in  patients  post-orchiectomy 
or  during  DES  therapy  remain  at  extremely  low 
levels. Other  estrogen  preparations  such  as  prem- 
arin  (2.5  mg  tid)  and  ethynyl  estradiol  (0.5  mg  bid) 
will  reduce  testosterone  production  to  castrate  level 
but  do  not  appear  to  be  superior  to  DES.’^^ 

Chlorotrianisene  (TACE)  is  a pituitary  inhibitor 
which  will  reduce  plasma  testosterone  levels  by  40- 
60%.'^'  However,  TACE  is  not  superior  to  DES  in 
overall  response. 

Hypophysectomy  has  been  employed  as  a pallia- 
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live  procedure  in  patients  who  relapse  following 
hormone  therapy,  however,  responses  are  short 
lived.  A selective  chemical  hypophysectomy  may  be 
produced  with  Buserelin  or  leuprolide.  new  gona- 
dotropin release  hormone  agonists.^”  With  pro- 
longed use.  these  synthetic  agents  appear  to  alter 
pituitary  feedback  and  desensitize  the  testicular  re- 
sponse to  LH  subsequently  decreasing  testosterone 
production.  The  LHRH  agonists  appear  to  offer  little 
advantage  over  DES  or  orchiectomy  as  far  as  re- 
sponse. However,  the  risks  associated  with  estrogen 
administration  are  reduced,  thus  making  these 
agents  useful  in  patients  who  are  not  candidates  for 
DES  and  refuse  an  orchiectomy.  We  are  currently 
evaluating  the  combination  of  LHRH  and  flutamide 
{ antiandrogen)  for  advanced  disease. 

Inhibitors  of  Androgen  Synthesis 

Adrenal  testosterone  is  synthesized  from 
cholesterol  by  five  enzymatic  steps.  Aminoglutethi- 
mide  and  spironolactone  are  two  compounds  which 
block  this  synthesis  in  two  separate  enzymatic  steps, 
thereby  decreasing  testosterone  production.  Ami- 
noglutethimide  (250  mg  qid)  following  orchiectomy 
failure  has  produced  a 40-50%  response  rate  in 
metastatic  prostate  cancer. 

Synethetic  imidazoles  have  been  used  in  the  man- 
agement of  superficial  and  deep  fungal  infections. 
An  agent  currently  under  evaluation  is  ketoconazole 
which  decreases  production  of  both  testicular  and 
adrenal  androgens.  Within  24  hours  following  high 
dose  ketoconazole.  serum  testosterone  is  at  castrate 
levels.-'*'^  Ketoconazole  has  been  shown  to  reduce  the 
cortisol  reserve  and  steroid  supplementation  may  be 
necessary  in  some  patients,  especially  those  in 
stressful  situations."^-'' 

Antiandrogens 

Antiandrogens  are  compounds  which  directly 
compete  with  the  endogenous  androgens  for  binding 
sites  on  the  target  tissue.  Two  antiandrogens  known 
to  compete  with  dihydrotestosterone  at  the  prostatic 
cell  level  are  cyproterone  acetate  and  flutamide. 
Cyproterone  acetate  is  a progestational  agent  that  not 
only  competes  with  dihydrotestosterone  but  also  in- 
hibits LH  release  from  the  pituitary. Elutamide  is  a 
nonprogestational.  nonsteroidal  compound  that 
blocks  dihydrotestosterone.  It  has  successfully  been 
used  in  doses  of  750  mg  daily  to  relieve  pain  and 
obstructive  symptoms.-^" 

Cytotoxic  Agents 

A frequent  problem  that  the  physician  faces  is  the 
patient  with  disseminated  prostate  cancer  who  re- 


lapses after  hormone  manipulation.  Put  another 
way.  this  is  the  patient  w ho  by  the  nature  of  hormon- 
al therapy  selects  out  androgen-independent  carcino- 
ma of  the  prostate.  It  was  in  this  group  that  single 
cytotoxic  agents  were  first  evaluated.  Initial  re- 
sponses were  disappointing,  and  as  a result  physi- 
cians seldom  offered  chemotherapy  to  their  patients 
following  hormone  failure. 

The  National  Prostate  Cancer  Project  was  organ- 
ized to  accurately  assess  the  value  of  chemotherapy 
in  patients  who  failed  standard  hormone  manipula- 
tion. In  addition  to  chemotherapeutic  trials,  adjuvant 
studies  are  ongoing  evaluating  definitive  radiother- 
apy or  surgery  for  high  stage  prostate  cancer  local- 
ized to  the  pelvis. 

The  initial  protocols  of  the  National  Prostate  Can- 
cer Project  compared  single  agents  to  each  other 
with  strict  criteria  as  to  what  constituted  a response. 
Prom  these  studies  drugs  that  have  shown  to  be 
effective  in  hormonally-unresponsive  patients  in- 
clude cyclophosphamide.  5-fluorouracil.  metho- 
trexate. cis-platinum.  doxorubicin  and  estramustine 
phosphate  (see  Table  II).  Response  rates  for  each  of 
these  agents  used  as  a single  agent  is  less  than  50% 
with  most  responses  lasting  less  than  six  months.’^* 

Currently  these  agents  are  being  used  in  protocols 
in  various  combinations  to  evaluate  any  added 
efficacy  in  the  response  rates.  To  date  combination 
chemotherapy  has  not  produced  complete  responses 
but  many  partial  responses  and  patients  with  stable 
disease  are  being  reported. These  studies  as  well  as 
others  by  the  Southwest  Oncology  Group  have 
established  the  value  of  cytotoxic  therapy  in  patients 
with  advanced  prostate  cancer  refractory  to  hormon- 
al therapy. 

Summary 

In  summary,  prostate  cancer  is  one  of  the  most 
common  malignancies  in  men  challenging  the  physi- 
cian to  an  early  diagnosis  and  treatment.  The  physi- 
cian should  strive  to  accomplish  this  with  yearly 
physical  and  rectal  examinations  in  all  men  over 
forty.  Optimal  treatment  for  each  stage  is  still  con- 
troversial. New  diagnostic  and  treatment  regimens 
are  being  investigated  that  offer  new  hope  not  only 
for  patients  with  localized  disease  but  also  for  those 
currently  refractory  to  treatment.  ★★★ 
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Acromegaly 


MERYL  NASS,  M.D.,  H.  G.  LANGFORD,  M.D., 
J.  F.  JACKSON,  M.D.,  and  A.  D.  PARENT 
Jackson,  Mississippi 

Case  Presentation 

Dr.  Nass:  The  patient,  a 39  year-old  black  female, 
presented  to  the  University  of  Mississippi  Medical 
Center  Emergency  Room  with  the  chief  complaints 
of  pain,  swelling  and  paresthesias  in  her  hands  and 
feet  for  the  previous  month.  To  investigate  this  com- 
plaint, she  was  scheduled  for  admission  to  a medical 
service  where  she  provided  the  additional  history 
that  her  diabetes  mellitus,  which  had  been  present 
for  six  years,  became  “out  of  control”  four  months 
prior  to  admission,  when  she  required  hospitaliza- 
tion and  an  increase  in  daily  insulin  dosage  to  60u 
NPH  9:00  a.m.  and  35u  9:00  p.m.  She  also  had  a 40 
pound  weight  loss  in  the  past  year,  and  reported 
malaise,  weakness,  and  heat  intolerance.  She  denied 
nervousness,  change  in  skin  or  hair  texture,  or 
change  in  bowel  habits.  Her  menses  ceased  suddenly 
eighteen  months  prior  to  admission,  after  which  she 
had  hot  flashes.  She  denied  galactorrhea,  or  changes 
in  facial  appearance,  but  did  report  some  widening 
of  the  spaces  between  her  teeth.  There  had  been  no 
increase  in  headaches  or  visual  symptoms. 

On  examination,  she  was  a pleasant,  mildly  obese 
lady  with  a broad  nose  and  somewhat  prominent 
mandible.  Her  temperature  was  98.7;  pulse  104/ 
minute;  respirations  18/minute;  blood  pressure  130/ 
90  mmHg.  The  physical  examination  was  notable 
for  a large  mouth  and  tongue,  and  widening  of  the 
spaces  between  the  teeth.  Funduscopic  examination 
showed  sharp  discs,  mild  arteriolar  narrowing,  with 
visual  fields  intact  to  confrontation.  There  was  a 
diffusely  enlarged  thyroid.  The  lungs  were  clear. 
The  heart  had  an  S4  sound.  The  liver  span  was  20cm 
in  the  mid-clavicular  line,  and  the  spleen  tip  was 
palpable.  The  breasts  were  atrophic.  There  was  no 
edema  of  the  extremities,  but  very  large  heel  pads 
were  present.  On  neurological  examination,  the  re- 
flexes were  very  brisk  although  symmetric.  There 
was  a mild  generalized  decrease  in  strength,  but 
normal  muscle  bulk  and  tone. 


From  Medical  Grand  Rounds,  University  Medical  Center.  Jack- 
son,  MS. 


Pertinent  laboratory  findings  included  glycosuria 
but  an  otherwise  normal  urinalysis.  The  hematocrit 
was  46  percent,  WBC  7,000,  with  normal  differen- 
tial and  red  cell  indices.  Clinical  biochemistry:  CO 
26;C1+  98;Na+  132;  K+  4.7;  total  bilirubin  0.4; 
CPK  63;  glucose  33 1 ; BUN  14;  albumen  4. 1 ; globu- 
lins 3.3;  total  protein  7.4;  calcium  10.3;  cholesterol 
231;  SCOT  19;  alkaline  phosphatase  72;  LDH  238. 

Repeat  calcium  levels  varied  from  9.9  to  11.9 
mg/dl  and  phosphorus  from  4.4  to  5.4.  PTH  was 
1,350  units.  An  initial  growth  hormone  level  was 
> 13.5  (normal  < 5). 

A TRH  stimulation  test  was  performed.  Starting 
at  a baseline  GH  level  of  1 55 , the  GH  level  peaked  at 
600  at  30  minutes  after  the  TRH  challenge.  The  FSH 
was  11.7  and  LH  9.9.  Prolactin  was  13.3.  T3  resin 
uptake  was  29. 1 . The  T4  was  9.9,  T3  1 .54,  and  TSH 
1.5.  ACTH  was  21  (normal  < 130).  Glucagon  was 
142  (normal  25  to  175).  Somatomedin  C was  6.0 
(normal  0.45  to  2.2). 

The  plain  skull  x-rays  demonstrated  a rather 
prominent  mandible  as  well  as  increased  thickness 
of  the  calvarium  (see  Figure  1).  The  sella  was 
volumetrically  enlarged  without  any  definite  evi- 
dence of  erosion.  X-rays  of  the  ankle  demonstrated 
marked  thickening  of  the  fat  heel  pad  which  mea- 
sured approximately  30  mm  (see  Figure  2).  A high 
resolution  CT  scan  of  the  sella  demonstrated  an 
enhancing  intrasellar  mass  with  inferior  ballooning 
of  the  sella  floor  on  the  left  (see  Figure  3).  A trans- 
septal  transsphenoidal  adenomectomy  was  per- 
formed on  July  1,  1983.  A 2.5  cm  soft  grey  tumor 
was  resected  from  the  left  lateral  margin  of  the  sella. 
Pathologic  studies  revealed  that  this  was  a pituitary 
adenoma  with  both  sparse  and  densely  granulated 
type  growth  hormone  secretory  granules. 

Thyroid  scanning  revealed  a large  gland  which 
had  normal  iodine  uptake  plus  a “warm”  nodule  in 
the  left  lobe  of  the  thyroid.  Visual  field  testing  by 
Goldman  perimetry  was  normal. 

The  hospital  course  was  unremarkable  apart  from 
the  need  to  increase  her  insulin  dose,  and  persistent 
pain  in  the  extremities.  Following  surgery,  her  in- 
sulin requirement  dropped  to  about  lOu  per  day.  She 
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was  given  steroid  replacement  initially,  but  it  was 
tapered  rapidly.  She  remains  euthyroid  on  no  re- 
placement. Calcium  and  phosphorus  levels  remain 
in  the  normal  range.  Her  cortisol.  FSHandLH  levels 
are  normal  as  well.  Three  months  after  surgery,  her 
baseline  growth  hormone  level  is  2.0. 


Figure  1 . There  is  a prominent  mandible,  as  well  as 
increased  thickness  of  the  calvarium.  The  sella  is  en- 
larged without  erosion. 


Figure  2.  The  heel  fat  pad  measures  approximately  30 
mm,  which  is  markedly  thickened. 


Discussion 

Dr.  Langford:  This  patient  exemplifies  many  of 
the  features  of  acromegaly.  A recent  review  of 
acromegaly  from  Scandinavia  quantitates  the  fre- 
quency of  these  abnormalities. ' The  special  value  of 
this  review  is  that  it  gives  the  frequency  with  which 
the  abnormality  was  the  mode  of  presentation,  ver- 
sus the  frequency  with  which  the  abnormality  was 
found  in  the  total  group  of  acromegalics  (see  Table 
1 ).  For  instance,  14  percent  of  the  patients  presented 
because  of  their  characteristic  change  of  appearance, 
resembling  that  found  in  this  patient.  However,  100 
percent  of  the  patients  had  this  abnormality.  Only 
seven  percent  presented  because  of  their  acropar- 
ethesias,  yet  70  percent  had  symptoms  such  as  the 
numbness  and  tingling  found  in  this  patient’s  hands 
and  feet.  The  dichotomy  between  the  frequency  of 
the  finding  as  a mode  of  presentation  and  the  overall 
prevalence  of  the  finding  is  especially  marked  for 
hyperhidrosis,  where  only  two  percent  of  the  indi- 
viduals presented  with  this  as  the  chief  complaint, 
yet  82  percent  of  the  patients  had  it.  It  was  prominent 
in  the  case  under  discussion.  One-fifth  of  the  pa- 
tients were  hypertensive,  but  only  nine  percent  were 
first  seen  because  of  their  hypertension.  Cardiac 
problems  are  frequent  in  acromegaly,  but  only  five 
percent  of  the  patients  presented  because  of  these 
problems.  However,  the  myocardial  hypertrophy  of 
acromegaly  at  times  does  lead  to  a cardiomyopathy, 
which  is  not  always  reversible  after  cure  of  the 


Figure  3.  CT  scan  of  the  sella  shows  an  enhancing 
intrasellar  mass  with  inferior  ballooning  of  the  floor  on 
the  left. 
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acromegaly.  Half  of  the  patients  had  headaches,  and 
14  percent  of  them  originally  presented  because  ot 
headache.  Menstrual  and  fertility  problems  were  fre- 
quent in  women  of  child-bearing  age,  and  one-fourth 
of  all  women  presented  because  of  these  problems. 
This  finding  would  suggest  that  the  gynecologist  or 
family  physician  should  be  one  group  of  practition- 
ers who  detect  early  acromegaly.  The  comparable 
situation  in  the  male  is  interesting.  Forty-three  per- 
cent of  men  were  impotent,  but  only  four  percent  ot 
men  had  that  as  their  presenting  complaint.  It  seems 
that  men  are  much  less  willing  to  consult  the  physi- 
cian for  problems  in  this  sphere. 

The  physicians  in  charge  of  this  patient  wished  to 
rule  out  co-existing  hyperthyroidism  because  of  pa- 
tient’s sweating  weakness  and  good  appetite.  Hyper- 
thyroidism is  diagnosed  in  acromegaly  much  less 
frequently  now  that  good  laboratory  aids  are  avail- 
able than  formerly,  when  the  hyperhidrosis  and  thy- 
roid enlargement  which  frequently  occurs  in 
acromegaly  led  to  the  diagnosis  of  hyperthyroidism. 
However,  hyperthyroidism  does  occur  in  conjunc- 
tion with  acromegaly,  and  it  is  indeed  the  situation 
for  that  very  rare  syndrome,  hyperthyroidism  due  to 
pituitary  causes.  Six  cases  with  coincidental  hyper- 
thyroidism and  acromegaly  have  been  reported  to 
date.  The  five  cases  which  have  been  reported  have 
had  no  eye  signs,  but  as  exophthalmos  has  been  seen 
with  TSH-producing  pituitary  adenomas,  the  possi- 
bility should  be  considered  even  if  the  patient  is 
exophthalmic.  The  major  laboratory  clue  to  pituitary 
hyperthyroidism  is  an  inappropriately  elevated  TSH. 
In  the  setting  of  hyperthyroidism,  a TSH  which  is  in 
the  middle  of  the  normal  range  should  be  considered 
inappropriately  elevated. 

Laboratory  confirmation  of  acromegaly,  sus- 
pected because  of  the  characteristic  physical  find- 
ings combined  with  the  hints  from  the  patient’s  his- 
tory which  we  have  noted,  is  dependent  primarily  on 
measurement  of  the  serum  growth  hormone.  The 
normal  resting  growth  hormone  is  less  than  5 ng/ml 
in  most  laboratories.  Growth  hormone  normally  can 
be  suppressed  by  a glucose  load.  Acromegalic  pa- 
tients may  be  resistant  to  that,  although  if  the  growth 
hormone  is  markedly  elevated  a modest  reduction 
after  glucose  load  can  occur  in  definite  acromegalic 
patients.  Growth  hormone  can  be  elevated  early  in 
sleep  with  stress  and  major  exercise,  and  by  hypo- 
glycemia. Therefore,  the  circumstances  of  drawing 
the  blood  for  growth  hormone  determinations  are  of 
importance.  Somatomedin  C determinations  are 
valuable  as  confirmatory  aids  in  the  diagnosis  of 
acromegaly.  Actually,  somatomedin  C correlates 
better  with  heel-pad  thickness  as  visualized  on  x-ray 


TABLE  I 

REFERRED  PATI'ERN  AND  CLINICAL  FEATURES  IN 
44  CONSECUTIVE  ACROMEGALIC  PATIENTS 


Mode  of 

Overall 

presentation 

prevalence 

n % 

n % 

Change  of  appearance/ 

soft  tissue  sw'elling/acral  grow'th 

6 

14 

44 

100 

Weight  gain 

— 

— 

20 

45 

Gigantism 

— 

— 

1 

2 

Acroparaesthesias 

3 

7 

31 

70 

Facial  neuralgias 

— 

— 

3 

7 

Arthropathy 

2 

5 

13 

30 

Back  pain 

1 

2 

9 

20 

Tiredness 

I 

2 

25 

57 

Hyperhidrosis 

1 

2 

36 

82 

Thirst  (without  diabetes  insipidus) 

1 

— 

6 

14 

Hypertrichosis 

— 

- 

14 

32 

Ear/nose/throat  complications 

1 

2 

14 

32 

Hypertension 

4 

9 

9 

20 

Cardiac  complications 

2 

5 

10 

23 

Impaired  glucose  tolerance 

— 

— 

13 

30 

Manifest  diabetes  mellitus 

— 

— 

1 

2 

Abdominal  pain 

3 

7 

14 

32 

Inguinal  or  umbilical  hernia 

— 

— 

10 

23 

Renal  stones 

3 

7 

8 

18 

Goitre 

Headache 

6 

14 

18* 

23 

41 

52 

Hypersomnolence 

— 

— 

4 

9 

Loss  of  concentration 
and/or  memory 

— 

— 

4 

9 

Visual  impairment 

2 

5 

6 

14 

CSF-rhinorrhoea 

— 

— 

1 

T 

Oligo-.  amenorrhoea/infertility 

5 

24t 

11 

52t 

Impotence 

1 

4t 

10 

43+ 

Loss  of  libido 

— 

— 

11 

25 

Galactorrhoea 

1 

2 

10 

48t 

Cystic  mastopathy 

— 

— 

4 

19+ 

Diagnosis  by  chance 

2 

5 

2 

5 

* One  patient  with  a papillary  carcinoma, 
■r  Percentage  of  the  female  patients, 
t Percentage  of  the  male  patients. 


than  does  serum  growth  hormone,  probably  because 
growth  hormone  levels  are  more  variable. 

One  point  of  interest  in  this  patient’s  story  was  her 
hypercalcemia,  which  was  associated  with  an  in- 
appropriately high  parathyroid  hormone  level.  It  has 
recently  been  shown  that  acromegalics  have  an 
abnormally  high  level  of  Vitamin  125  D-3,  a very 
active  Vitamin  D metabolite.  That  finding  may  be 
one  of  the  causes  of  elevated  serum  calcium,  but  the 
elevated  parathyroid  hormone  level  suggests  that  we 
should  consider  that  the  patient  has  hyperparathy- 
roidism also.  If  this  finding  turns  out  to  be  valid,  we 
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will  have  to  consider  whether  this  patient  has  one  of 
the  multiple  endocrine  adenomatosis  syndromes. 
With  that  in  mind,  we  have  asked  Dr.  John  Jackson, 
professor  of  medical  genetics  and  chairman  of  the 
Department  of  Preventive  Medicine,  to  advise  us  on 
how  hard  we  should  search  for  diseases  in  this  classi- 
fication in  the  patient’s  relatives,  and  what  chances 
will  her  relatives  have  for  having  these  diseases. 

Genetic  Aspects 

Dr.  Jackson:  Several  inherited  syndromes  in- 
clude acromegaly  as  one  feature.  A pertinent  refer- 
ence is  Mendelian  Inheritance  in  Man  by  Victor 
McKusick  now  in  a new  1983  sixth  edition.^  There 
has  been  one  type  of  isolated  acromegaly  thought 
inherited  in  some  individuals  as  a dominant  dis- 
order, but  not  definitely  confirmed  to  be  inherited. 
Another  definitely  confirmed  autosomal  dominant 
disorder  is  that  of  acromegaloid  changes,  cutis  ver- 
ticis  gyrata  and  corneal  leukoma.  In  this  condition, 
the  acromegaloid  changes  are  not  associated  with 
increased  growth  hormone  levels  and  the  redundant 
scalp  skin  folds  and  corneal  opacity  would  eliminate 
it  as  consideration  for  the  patient  presented.  There 
are  three  multiple  endocrine  adenomatosis  syn- 
dromes, all  inherited  in  autosomal  dominant 
fashion.  Multiple  endocrine  neoplasia  Type  I (MEA 
1,  MEN  I,  Wermer  syndrome  and  Z-E  syndrome 
being  synonyms)  includes  parathyroid  adenoma, 
islet  cell  adenoma,  both  insulinoma  and  gastrinoma 
in  addition  to  pituitary  tumors,  some  of  which  may 
produce  acromegaly.  The  increased  serum  calcium 
suggests  the  possibility  of  parathyroid  adenoma  in 
addition  to  acromegaly  and  thus  multiple  endocrine 
adenomatosis  Type  I in  the  patient  presented.  In 
answer  to  the  specific  questions  of  Dr.  Langford,  the 
use  of  an  automated  chemistry  to  include  calcium, 
phosphorus,  and  glucose  would  perhaps  be  the  start- 
ing point  for  screening  first  degree  relatives  for  the 
possibility  of  MEA  I.  The  two  additional  multiple 
endocrine  adenomatosis  syndromes  are  Type  II 
which  includes  pheochromocytoma  and  amyloid- 
producing  medullary  thyroid  carcinoma  or  Sipple 
syndrome.  In  Type  II,  there  has  been  noted  in  some 
patients  a deletion  of  chromosome  20.  In  Type  III, 
there  are  mucosal  neuromata  about  the  eyelids  and 
the  oral  mucosal  surfaces  in  association  with  endo- 
crine tumors. 

Dr.  Parent:  The  modern-day  radiologic  evalua- 
tion of  a patient  for  pituitary  tumor  is  most  simply 
and  completely  performed  by  a high  resolution  CT 
scan  with  coronal  views.  In  a non-invasive  manner, 
the  sellar-parasellar  area  is  well  visualized,  and 


possible  ventricular  hypothalamic  encroachment  is 
appreciated.  By  multiple  thin  sections  at  1.5  mm 
intervals  through  the  sella,  even  microadenomas  of 
three  and  four  millimeters  in  size  have  been 
identified.^  Angiography  is  rarely  performed  except 
in  large  invasive  tumors  or  in  cases  of  possible  in- 
trasellar aneurysms.  Pneumoencephalography,  ven- 
triculography and  polytomography  have  virtually 
been  replaced  by  the  new  modem  techniques  of 
computerized  tomography.  It  is  anticipated  that  the 
nuclear  magnetic  resonance  scan  will  give  even  bet- 
ter definition  of  basilar  skull  tumors,  including 
pituitary  tumors. 

In  planning  the  therapy  of  patients  with  pituitary 
tumors,  the  patient’s  age,  general  health,  as  well  as 
the  tumor  size  and  invasiveness  are  considered. 
Therapeutic  options  may  include  medical  therapy, 
radiation  therapy,  and  transsphenoidal  surgery  either 
alone  or  in  combination.  In  case  of  recurrent  pitui- 
tary tumor,  prior  therapy  may  significantly  modify 
further  therapeutic  endeavors. 

Transphenoidal  surgery  in  acromegalic  patients 
presents  unique  technical  problems.'^  Because  of  the 
enlarged  epiglottis  and  tongue,  these  patients  may  be 
hard  to  intubate.  Decreased  pulmonary  compliance, 
cardiomyopathy  and  hypertension  often  further 
complicate  anesthesia.  In  the  surgical  dissection,  the 
tissues  tend  to  bleed  much  more  readily  and  have 
marked  connective  tissue  hypertrophy  especially  in 
the  nasal  turbinates  and  septum.  Most  growth  hor- 
mone secreting  pituitary  tumors  are  found  in  the 
anterior  lateral  aspects  of  the  pituitary.  A selective 
adenomectomy  with  preservation  of  the  normal 
pituitary  can  usually  be  performed  unless  the  pitui- 
tary gland  has  been  obliterated  by  an  invasive  adeno- 
ma or  pituitary  apoplexy.  Within  24  hours  postoper- 
atively,  these  patients  have  their  nasal  packs  re- 
moved and  are  tolerating  oral  diets.  During  the  ini- 
tial postoperative  period,  augmentive  cortisol  ther- 
apy is  provided.  Persistent  postoperative  pituitary 
insufficiency  has  been  noted  in  less  than  five  percent 
of  patients.  Cerebrospinal  fluid  rhinorrhea,  sinusitis, 
vascular  injuries  and  hemorrhage  are  other  com- 
plications that  rarely  occur. 

In  cases  with  preoperative  growth  hormone  values 
of  less  than  40  ng/ml,  at  least  80  percent  of  patients 
can  anticipate  having  a normalization  of  their 
hypersecretory  status.'^  However,  in  patients  with 
growth  hormone  values  greater  than  40  ng/ml,  only 
about  35  percent  have  normalization  of  their  growth 
hormone  values. 

By  light  microscopy,  most  of  these  tumors  are 
identified  as  eosinophilic  adenomas.  Immunochem- 
ical stains  demonstrate  that  29  percent  of  these 
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tumors  are  growth  hormone  tumors,  41  percent  are 
mixed  growth  hormone-prolactin  secreting  tumors 
and  at  least  27  percent  have  multihormonal  granules 
within  the  tumor.  In  less  than  two  percent  of  cases, 
growth  hormone  hyperplasia  has  been  reported. 

Conventional  radiation  therapy  in  dose  fractions 
of  150  to  180  rads  per  day  with  a total  dose  of  4500 
rads  has  provided  good  clinical  results  in  the  treat- 
ment of  acromegaly.^  In  most  instances,  a tissue 
diagnosis  should  have  been  obtained  prior  to  initiat- 
ing radiation  therapy.  Normalization  of  growth  hor- 
mone values  to  less  than  five  ng/ml  occurs  in  less 
than  17  percent  of  patients  at  one  year,  and  only  42 
percent  of  patients  at  five  years.  Approximately  70 
to  80  percent  of  patients  will  have  normalized  values 
ten  years  after  therapy.  These  delayed  results 
obviously  allow  the  vascular,  metabolic  and  cosmet- 
ic defects  to  progress  during  this  time.  Delayed 
hypopituitarism  occurs  in  approximately  25  percent 
of  patients  who  receive  radiation  therapy.  The 
adrenal  and  gonadal  axis  are  particularly  vulnerable 
to  these  hormonal  deficiencies.  Although  visual 
complications,  as  well  as  new  neoplastic  lesions, 
have  been  reported  to  occur  subsequent  to  radiation 
therapy,  this  occurrence  appears  to  be  quite  rare. 

Bromocriptine  has  been  utilized  by  several  Euro- 
pean centers  to  treat  acromegaly  Complete  normal- 
ization of  growth  hormone  values  does  not  usually 
occur  and  the  tumor  size  apparently  does  not  regress. 
Seventy  percent  of  patients  have  been  classified  as 
clinical  responders  where  potency  was  restored, 
headaches  abated,  hand  sizes  decreased,  hyperhi- 
drosis  diminished,  and,  most  importantly,  metabolic 
defects  such  as  diabetes  were  normalized.  Doses 
ranged  from  20  to  60  ng/ml  per  day  and  symptoms 
immediately  returned  on  cessation  of  the  medical 
therapy.  This  beneficial  effect  of  bromocriptine  on 
the  acromegalic  syndrome,  despite  the  persistent 


elevated  growth  hormone  level,  would  appear  to 
therapeutically  result  from  a decrease  of  the  biologi- 
cally active  form  of  growth  hormone  preferentially 
to  its  oligomeric  form.^  At  the  higher  dose  level  of 
bromocriptine,  side  effects  of  nausea,  alcohol  in- 
tolerance, dry  mouth,  constipation,  leg  cramps, 
hypersomnia  and  depression  are  noted.  The  financial 
expense  of  the  drug  should  also  be  considered  with 
this  chronic  therapy.  On  the  other  hand,  bromocrip- 
tine has  not  been  found  to  cause  pituitary  insufficien- 
cy or  increase  the  incidence  of  pituitary  hemorrhage. 

Although  transsphenoidal  surgical  adeno- 
mectomy is  the  initial  preferred  treatment  for 
acromegaly  due  to  a growth  hormone  secreting 
pituitary  tumor,  radiation  therapy  and  medical  ther- 
apy are  useful  adjuncts  in  patients  who  are  unsuit- 
able candidates  for  surgery,  or  where  incomplete 
resection  of  this  tumor  was  accomplished.  ★★★ 

2500  North  State  Street  (39216) 
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A Case  In  Point 
For  Early  Intervention 
Coronary  Artery  Disease 


A 38  year  old  male  enters  the  emergency 
room  with  severe  substernal  chest  pain 
with  ECG  findings  indicating  significant 
ischemic  changes  involving  the  distribution 
of  the  left  coronary  artery.  Despite  avail- 
able medical  intervention  the  chest  pain 
becomes  more  severe.  What  is  the  next 
course  of  action"? 

VASODILATOR  THERAPY  — NO  EFFECT 

BETA  - BLOCKADE  — NO  EFFECT 

CA  - CHANNEL  BLOCKADE  — NO  EFFECT 

IMPRESSION:  CRITICAL  CORONARY  LE- 
SION WITH  PREINFARCTION  ANGINA 

RECOMMENDATION:  INVASIVE 
DIAGNOSTIC  AND  THERAPEUTIC 
MEASURES 

How  do  you  get  this  patient  safely  to 
a facility  which  can  provide  immediate 
coronary  catheterization  and  possible  per- 
cutaneous coronary  angioplasty  and  if 
angioplasty  is  not  successful  has  the 
availability  of  emergency  coronary  surgery^ 


SOLUTION:  CALL  OCHSNER  FLIGHT 
CARE:  1-800-624-7637 
1-800-OCHSNER 

A call  was  received  at  Ochsner  at  8:30 
p.m.  Ochsner  Flight  Care  lifted  off  at  8:40 
p.m.  and  arrived  at  the  hospital  at  9:00 
p.m.  The  patient  was  transported  back  to 
Ochsner  m the  hands  of  a Critical  Care 
physician  and  nurse  by  10:15  at  which  time 
a proximal  left  anterior  descending  coron- 
ary artery  lesion  was  identified.  Coronary 
artery  angioplasty  was  successful  m reliev- 
ing his  angina.  ECG  and  laboratory  studies 
the  following  day  revealed  no  evidence  of 
myocardial  infarction.  The  patient  was  dis- 
charged m three  days  to  his  family  physi- 
cian for  follow-up  care. 


Ochsner  Flight  Care 
Ochsner  Medical  Institutions 
1512-1516  Jefferson  Highway 
New  Orleans,  Louisiana  70121 
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Health  Issues  of  the 


These  reports  bring  you  information  on 
what  the  AMA  is  doing,  on  behalf  of  the 
profession  and  the  public,  to  influence 
decisions  that  will  affect  health  care  in  the 
next  decade  and  beyond. 


The  AMA: 

A Leader  in  Medical  Science 


One  of  the  most  important  priorities  of  the  American  Medical  Association  for  this  or  any  decade 
is  to  provide  leadership  in— and  to  direct  professional  and  public  attention  to— the  field  of 
medical  science.  The  AMA’s  historic  support  of  the  work  of  medical  researchers  has  helped 
make  our  health  care  system  the  best  in  the  world.  In  a time  of  conflict  in  health  care  policy- 
making, this  unsurpassed  record  in  science  and  the  anticipation  of  future  breakthroughs  in  the 
field  are  one  of  the  attributes  that  make  American  medicine  worth  defending. 

The  AMA’s  commitment  to  this  field  is  expressed  clearly  in  the  Association’s  traditional  mission: 
to  promote  the  art  and  science  of  medicine  and  the  betterment  of  the  public  health.  A key  word 
is  “promote!’  for  the  AMA  is  uniquely  suited  to  inform  the  profession  and  public  about  significant 
developments  in  medical  science.  Reports  in  the  general  news  media  on  achievements  in  medi- 
cal research  often  cite  the  Journal  of  the  American  Medical  Association  (JAMA).  The  AMA  has 
the  national  visibility  and  prestige  to  thoroughly  and  authoritatively  report  clinical  research  findings. 

To  act  on  this  deep  concern,  the  AMA  conducts  myriad  scientific  activities  that  deserve  the 
support  of  every  physician.  Some  of  these  are  summarized  below. 

• The  AMA  Council  on  Scientific  Affairs  advises  the  Association,  the  profession  at  large, 
government,  and  other  health  organizations  on  various  aspects  of  medical  science.  The 
Council  concerns  itself  with  a variety  of  policymaking,  professional  and  public  informa- 
tion activities,  as  well  as  with  evaluating  and  proposing  scientific  initiatives  that  might  be 
undertaken  by  the  AMA  unilaterally  or  with  other  organizations.  The  Association  pub- 
lishes annual  reports  on  specific  scientific  developments  monitored  by  the  Council.  For 
instance,  recent  reports  covered  the  effects  of  pregnancy  on  work  performance,  how 
Methaqualone  abuse  limits  its  effectiveness,  the  physiological  and  psychological  benefits 
of  exercise  for  older  persons,  and  new  therapies  for  the  pharmaceutical  dissolution 
of  gallstones. 

• With  the  Diagnostic  and  Therapeutic  Technology  Assessment  (DATTA)  project,  the  AMA 
fulfills  a vital  function  on  behalf  of  the  profession  and  the  public.  The  DATTA  project 
studies  new  medical  technologies  and  procedures  to  determine  their  effectiveness  and 
suitability  for  clinical  uses.  These  evaluations,  conducted  by  panels  of  physicians  expert 
in  their  fields,  offer  indispensable  guidance  for  medical  researchers,  for  practicing  phy- 
sicians and  for  national  health  policymakers. 

• The  AMA  publishes  the  most  authoritative,  informed  and  current  reference  source  on 
drugs  and  drug  therapy  available  today— A/WA  Drug  Evaluations.  This  comprehensive 
text  is  provided  to  one  class  of  medical  students  each  year  and  its  contents  have  been 
adapted  for  transmission  via  computer. 

• The  five-digit  coding  system  for  medical  and  surgical  procedures.  Current  Procedural 
Terminology,  is  produced  by  the  AMA.  This  system  is  now  used  by  most  third-party  payors. 


• The  AM  A is  the  world's  largest  publisher  of  authoritative,  up-to-date  scientific  information. 
JAMA,  which  is  published  in  seven  languages,  enjoys  international  prestige  for  its 
reports  on  significant  clinical  developments.  The  AMA’s  nine  monthly  specialty  journals 
provide  in-depth,  specific  information  on  particular  fields  of  medicine. 

• The  AMA  also  disseminates  scientific  information  via  electronic  communications  systems. 
By  early  1985,  physician  subscribers  will  be  able  to  use  their  computers  to  search  for 
and  retrieve  material  from  the  entire  texts  of  current  issues  of  JAMA  and  the  specialty 
journals.  In  addition,  the  GTE  Medical  Information  Network  (MINET®)  disseminates  up- 
to-the-minute  clinical  and  socioeconomic  information  via  computer  terminal  to  physicians, 
allied  health  professionals,  hospital  administrators,  medical  librarians  and  others  in  the 
health  care  field.  MINET®  features  the  AMA’s  data  base  service,  AMA/NET,  which 
currently  offers  six  information  and  bibliographic  services.  Also,  on-line  access  is  avail- 
able to  more  than  300  computerized  data  bases  in  the  AMA  library,  one  of  America’s 
most  comprehensive  and  up-to-date. 

• The  AMA  strives  to  provide  information  on  recent  advances  in  clinical  nutrition  and 
other  disciplines  to  physicians,  allied  health  personnel  and  the  public,  and  to  explore 
and  identify  special  issues  that  affect  personal  health.  The  program  seeks  to  help  physi- 
cians respond  to  preventive  medical  concerns  being  expressed  by  the  public  and  to 
train  patients  in  caring  for  themselves  and  in  the  use  of  self-monitoring. 

The  AMA  focuses  on  developments  in  a wide  range  of  nutrition  and  personal  health  topics, 
including  aging,  alcoholism,  auto  safety,  boxing,  drug  abuse,  infant  mortality,  pollution,  radio- 
active wastes  and  smoking.  Through  many  of  these  programs,  the  Association  contributes  both 
to  the  overall  public  health  and  to  today’s  vital  policymaking  goal  to  reduce  medical  costs 
while  maintaining  and  enhancing  the  quality  of  care  patients  receive. 

The  AMA’s  scientific  efforts  in  recognizing  and  evaluating  scientific  trends  and  achievements 
and  reporting  on  these  developments  have  served  physicians  and  the  public  well.  These  activities 
will  continue  to  prove  fruitful  if  physicians— all  physicians— support  the  AMA. 


Join  Your 
Medical  Societies 
Today 


□ Please  send  me  AMA  membership  information.  I am  a member  of  my  county 
medical  society. 

Name 


For  more  information,  call  the 
AMA,  toll-free,  800/621-8335  and  in 
Illinois,  call  collect  312/645-4783.  Or 
return  this  coupon  to:  AMA  Division 
of  Membership,  535  N.  Dearborn, 
Chicago,  IL  60610 


Street 

City State 

County 


Zip 


14-051 
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A System  That  Cares 

JOSEPH  F.  BOYLE,  M.D. 


Mr.  Speaker,  Mr.  President,  Friends,  it  is  indeed  a 
pleasure  to  be  at  this  meeting  of  the  Mississippi  State 
Medical  Association.  I believe  it  is  the  first  oppor- 
tunity I have  ever  had  to  address  an  official  body  of 
your  state  medical  association,  which  makes  it  an 
even  greater  pleasure  and  honor.  I know  that  some 
time  during  this  meeting  you  will  be  acting  on  many 
resolutions  that  reflect  your  concerns  about  changes 
that  are  occurring  in  medical  practice,  changes  in  the 
environment  that  are  being  pushed  upon  us  by  both 
state  and  federal  government,  and  changes  in  atti- 
tudes and  the  agenda  of  the  private  sector  as  well  — 
all  of  these  reflecting  your  commitment  to  the  con- 
tinuation of  the  finest  medical  care  system  in  the 
world.  This  likewise  is  the  agenda  of  the  American 
Medical  Association. 

I know  also  that  you  will  be  acting  upon  a resolu- 
tion which  would  cause  Mississippi  to  become  the 
second  state  to  adopt  unified  membership  this  year. 
That  is,  all  members  of  our  profession  belong  to  a 
single  organization  which  begins  with  the  county 
medical  society,  the  state  medical  association  and 
finally  a federation  of  state  medical  associations  in 
AM  A.  We  most  certainly  need  that  kind  of  unity 
today  if  we  are  going  to  be  effective  in  the  future.  As 
your  President,  it  would  be  a far  better  position  for 
me  if  I did  represent  all  the  membership  of  Missis- 
sippi State  Medical  Association,  not  simply  that  75 
percent  of  you  who  actually  do  belong.  Also,  in  your 
own  enlightened  self  interest,  it  would  mean  that  if 
the  AMA  House  of  Delegates  adopts  a dues  increase 
this  year  for  next  year,  those  of  you  who  are  now 
AMA  members  would  have  less  of  an  increase  than 
would  other  physicians  around  the  country.  This  is 
because  the  AMA,  in  recognizing  the  importance  of 
unified  membership  and  recognizing  that  you  would 
then  be  paying  more  than  your  fair  share,  will  dis- 
count to  AMA  members  in  this  state  ten  percent.  I 

President,  American  Medical  Association,  1984-85.  Presented 
at  the  House  of  Delegates,  May  16,  1985,  Biloxi,  MS. 


"We  have  opportunities  to  take  strong 
positions  that  demonstrate  very  clearly  that 
we  do  exist  as  professional  associations  to 
serve  as  the  public's  advocate,  to  stand  for 
the  public's  good." 


won’t  discuss  that  any  further  because  that’s  your 
business,  and  I am  certain  that  you  understand  Mis- 
sissippi physicians  far  better  than  I can  coming  from 
California. 

I will  address  some  things  that  have  happened  this 
past  year  that  in  my  view  represent  some  of  the 
problems  but  also  some  opportunities  that  we  in 
medicine  have  today  to  provide  increasingly  strong 
leadership. 

I’ll  begin  with  a story  that  illustrates  some  of  what 
I am  talking  about.  There  was  an  Admiral  of  the  fleet 
who  was  proceeding  down  the  Pacific  Coast  on  his 
flagship,  standing  on  the  bridge  with  a radar  man,  a 
radio  man  and  a man  counting  the  till.  On  the  screen 
in  front  of  them,  there  was  a little  blip  that  came  up 
that  suggested  that  there  was  some  kind  of  a small 
craft  in  their  path,  so  the  Admiral  said  to  the  radio 
man,  “would  you  please  tell  that  ship  to  alter  its 
course  15  degrees  to  the  south.’’  Which  he  did.  The 
message  came  back  and  said,  “alter  your  course  15 
degrees  to  the  north.’’  The  Admiral  said,  “would 
you  please  tell  that  ship  to  alter  its  course  to  the 
south,  I am  an  Admiral  in  the  United  States  Navy.’’ 
Word  came  back  and  said,  “suggest  you  alter  your 
course  to  the  north,  1 am  a Seaman  1st  Class,  in  the 
United  States  Navy.’’  This  blew  the  Admiral’s 
mind!  He  said, ' ‘would  you  tell  that  sailor  to  alter  his 
course  immediately,  we  are  a battleship.’’  And  the 
word  came  back  and  said,  “you  best  alter  your 
course  pretty  soon,  1 am  a lighthouse!’’ 

So  we  have  the  opportunity  to  steam  full  speed 
ahead  and  probably  flounder  on  the  rocks  and  shoals 
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ahead  of  us  or  we  have  an  opportunity  to  be  a 
beacon,  so  that  there  will  be  light  in  the  future  for 
medicine  and  for  medical  care  for  the  people  of  this 
nation. 

A number  of  things  happened  last  year  that  illus- 
trate where  some  ot  those  opportunities  are.  Amer- 
ica won  and  wept  at  the  Olympic  games.  We  re- 
elected a president  for  the  first  time  in  a couple  of 
administrations.  The  Congress  chose  to  renege  on  a 
promise  it  had  made  to  people  on  Medicare  twenty 
years  ago.  but  American  physicians  demonstrated 
that  they  have  compassion  and  concern  for  their 
patients  and  opted  instead  for  ethics  instead  of 
monetary  gain.  These  are  some  of  the  things  that 
happened. 

Let  us  talk  about  them  for  a few  minutes. 

The  1984  Olympic  games  were  held  in  that  most 
outstanding  of  American  cities,  with  none  of  the 
predicted  chaos,  calamity  or  confusion.  They  were 
privately  financed  and  produced  enormous  profits. 
Outstanding  opening  and  closing  ceremonies  and  an 
outstanding  performance  on  the  part  of  American 
athletes  provoked  an  outpouring  of  pride  in  the 
U.S.A. 

Patriotism  is  fashionable  again,  as  in  faith.  The 
medical  community  performed  in  an  equally  exem- 
plary fashion  in  that  the  only  news  at  all  was  that 
there  was  no  news.  The  closest  we  came  to  a medical 
event  occurred  in  the  last  600  meters  of  the  women’s 
marathon,  when  for  an  agonizing  five  or  six  minutes 
a courageous  Swiss  athlete  crab-crawled  her  way 
around  the  coliseum  track  and  finished,  in  the  first 
ever  women’s  Olympic  marathon  run.  And  while  the 
media  experts  in  the  booth  opined  that  she  might 
suffer  permanent  brain  damage  from  heat  stroke,  the 
medical  experts  jogging  around  the  track  with  her 
correctly  identified  that  she  manifest  no  more  than 
the  usual  physiologic  effects  of  extreme  physical 
exertion  and  allowed  her  to  finish  — something  that 
she  will  remember  the  rest  of  her  life. 

At  the  same  time,  in  another  arena,  just  about  200 
yards  away,  there  was  an  event  of  medical  signifi- 
cance going  on,  the  finals  of  the  Olympic  boxing. 
Now  as  you  know,  in  the  Olympics  a knockdown 
counts  no  more  than  a light  tap  on  the  forehead 
cleanly  delivered,  something  which  was  endlessly 
intoned  by  Howard  Cosell.  But  as  you  watched  the 
finals  of  the  Olympic  boxing,  it  was  evident  that 
while  the  referees  may  score  on  points,  for  the  spec- 
tators it’s  the  punishment  that  counts  and  for  the 
media  it’s  the  dollars  that  count  — a fact  that  was 
brought  home  very  clearly  last  summer  after  Dr. 
George  Lundberg  published  a superb  editorial  in  the 
Journal  of  the  American  Medical  Association  on  the 


"The  AMA  Board  of  Trustees  will  be  sub- 
mitting a report  . . . with  a long  list  of  pro- 
posals which  we  intend  to  pursue  to  demon- 
strate that  we  can  be  and  are  accountable. 
Many  of  these  will  involve  local  and  state 
medical  associations  and  hospital  medical 
staffs." 


subject  of  brain  injuries  sustained  by  boxers.  Then 
none  other  than  the  president  of  one  of  the  national 
networks  found  it  necessary  to  go  on  the  tube  and 
advise  the  American  public  that  the  only  reason  that 
the  AMA  was  interested  in  boxing  was  to  divert 
attention  from  the  fact  that  we  were  failing  to  meet 
the  medical  needs  of  the  people  of  the  United  States. 
An  opportunity. 

Last  December  the  American  Medical  Associa- 
tion House  of  Delegates  adopted  a resolution  calling 
for  a ban  on  boxing;  and  I knew  that,  although  the 
House  of  Delegates  had  acted  upon  150  other  items 
of  business  of  almost  equal  importance,  that  the 
instant  the  House  adopted  that  resolution  within  a 
matter  of  an  hour,  if  not  minutes,  I would  be  in  front 
of  television  cameras  facing  a horde  of  reporters  or 
on  the  telephone  talking  to  radio  stations  all  over  the 
United  States  wanting  to  know  why  the  AMA  was 
taking  this  stand  on  boxing.  That  has  been  an  ex- 
tremely interesting  experience,  because  at  the  outset 
among  the  very  first  questions  that  I always  received 
were,  hey,  are  you  people  serious?  You  really  think 
that  the  American  public  would  tolerate  a ban  on 
boxing?  And  just  two  weeks  after  the  House  took 
that  action,  U.S.A.  Today  in  a poll  found  that  almost 
50  percent  of  the  American  public  agreed  with  us  at 
that  time.  Just  barely  over  50  percent  disagreed,  and 
since  then  with  increasing  frequency  my  mail  from 
around  the  country  has  carried  a theme  very  much 
like  that  of  a young  boy  from  Princeton.  New  Jersey, 
who  wrote  to  me  and  said,  “my  father  and  I like  to 
watch  boxing,  but  I’ve  been  reading  what  you’ve 
said.  Mister  President  (that  has  a nice  ring  to  it),  and 
I agree  with  you,  it  is  time  to  ban  a sport  whose  only 
purpose  is  to  hurt  people  — keep  right  on.’’ 

We  have  opportunities  to  take  strong  positions 
that  demonstrate  very  clearly  that  we  do  exist  as 
professional  associations  to  serve  as  the  public’s 
advocate,  to  stand  for  the  public’s  good.  And  we 
need  to  seek  more  of  these  opportunities,  we  need  to 
take  more  positions  which  will  make  it  as  clear  as 
possible  that  it  is  the  health  of  the  individual,  the 
health  of  America  we  stand  for,  not  simply  for 
vested  self-interest.  We  have  an  opportunity  right 
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now  to  address  a very  serious  question  of  accounta- 
bility for  our  profession. 

During  the  last  three  to  five  years,  with  increasing 
frequency,  there  have  been  articles  published  that 
demonstrate  across  the  nation  that  there  are  extraor- 
dinary variations  in  patterns  of  medical  practice,  that 
there  are  variations  in  the  utilization  of  medical  and 
surgical  services  that  may  be  all  the  way  from  20  to 
100,  and  in  some  instances  almost  200  percent.  This 
is  beginning  to  become  a part  of  the  gospel  in  discus- 
sions that  we  have  with  both  private  industry  and 
with  those  who  would  regulate  us  representing  gov- 
ernment, because  they  assume  that  all  of  this  repre- 
sents over  utilization  of  service  on  somebody’s  part, 
and  they  take  these  numbers  and  extrapolate  them 
from  little  communities  in  Massachusetts  or  Iowa  or 
Maine,  spread  them  across  the  country  and  assume 
that  anywhere  from  20  to  40  percent  of  what  is  being 
provided  could  be  eliminated,  and  save  all  those 
hundred  billion  or  more  dollars. 

Now  we  know  that  almost  certainly  some  of  this 
represents  under  utilization  — provision  of  less  than 
optimal  care.  Some  of  it  unquestionably  is  due  to 
variations  in  the  availability  of  resources,  both  tech- 
nical and  personnel.  Some  undoubtedly  is  simply 
due  to  differences  in  patient  preferences.  But  also, 
unquestionably  some  of  this  does  represent  in- 
appropriate care. 

The  AMA  Board  of  Trustees  wilt  be  submitting  a 
report  to  the  House  of  Delegates  next  month  with  a 
long  list  of  proposals  which  we  intend  to  pursue  to 
demonstrate  that  we  can  be  and  are  accountable. 
Many  of  these  will  involve  local  and  state  medical 
associations  and  hospital  medical  staffs.  But  we 
need  to  take  that  on  as  an  urgent  mission  if  we  are 
going  to  retain  confidence  of  the  public  that  we  are 
accountable  to  them.  When  your  delegates  return 
from  the  next  meeting  of  the  House  of  Delegates  I 
am  sure  they  will  be  reporting  this  to  you  and  I urge 
that  all  of  you  become  actively  involved. 

Last  year  the  nation  reelected  Ronald  Reagan. 
This  poses  for  us  both  some  serious  problems  and 
challenges,  but  in  my  view  some  unique  opportuni- 
ties. Problems  and  challenges  because  the  AMA 
supported  Ronald  Reagan  during  the  first  four  years 
of  his  administration  in  some  needed  cuts  in  the 
budget  that  were  called  for  to  help  rescue  this  nation 
from  an  economic  disaster  with  high  interest  rates, 
high  unemployment  and  ever  increasing  inflation 
that  was  stagnating  the  economy.  We  did  so  because 
we  believe  that  as  responsible  citizens,  American 
physicians  should  do  their  share.  But  we  have 
reached  the  point  now  where  we  can  no  longer  sup- 
port these  kinds  of  reductions  in  federal  support  for 


programs  that  do  affect  the  health  of  men,  women 
and  children  all  over  the  country  — where  we  know 
that  as  many  as  six  to  nine  million  people  are  now 
denied  access  to  reasonable  medical  services  be- 
cause programs  that  they  have  looked  to  in  the  past 
for  support  have  now  been  reduced  or  abandoned. 

We  also  note  with  some  very  serious  concern  that 
among  the  proposals  that  are  being  considered  are 
those  which  would  begin  to  erode  the  support  for 
basic  research  in  the  United  States,  the  foundation 
upon  which  the  future  will  be  built,  and  even  more 
importantly,  that  there  are  now  substantial  reduc- 
tions being  proposed  in  those  funds  which  are  used 
by  medical  students  and  are  necessary  for  graduate 
medical  education  residency  training.  They  also  in- 
tend to  reduce  the  loan  guarantee  funds  by  almost  60 
percent  which  would  mean  for  this  country  very 
soon  that  the  only  ones  who  could  aspire  to  a career 
in  medicine  would  be  the  sons  and  daughters  of  the 
very  affluent.  It  certainly  would  not  be  good  for  the 
practice  of  medicine  in  the  future  that  they  are  also 
very  seriously  considering  eliminating  Medicare 
payment  for  both  the  direct  and  indirect  costs  of 
graduate  training  in  medical  education  in  hospitals. 


"So  we  need  ...  to  make  certain  that  we 
. . . take  into  account  our  patients'  financial 
needs  and  try  and  meet  their  concerns  and 
spend  just  a little  more  time  talking  about 
their  problems,  be  they  medical  or  other- 
wise, to  demonstrate  to  them  that  we  do 
care.  We  know  we  care.  It  is  absolutely 
essential  for  the  future  that  people  under- 
stand that  as  well." 


Through  a very  ambitious  project  known  as  the 
health  policy  agenda  for  the  American  people,  in- 
volving about  155  different  organizations  whom  we 
have  invited  to  join  us,  the  AMA  is  trying  to  develop 
a rational,  comprehensive  long-range  set  of  policies 
upon  which  future  planning  can  be  developed.  I will 
not  give  you  all  the  details  of  the  project,  because  my 
assignment  this  morning  is  to  talk  and  your  task  is  to 
listen  and  I would  prefer  to  finish  before  you  do.  I 
would  simply  point  out  that  we  are  addressing  the 
questions  of  financing  medical  education,  financing 
research,  financing  graduate  training  for  the  future, 
and  at  this  moment  we  must  take  absolute  opposition 
to  these  efforts  to  change  programs  before  we  have 
had  an  opportunity  to  develop  some  alternatives.  We 
have  told  the  President  in  very  unequivocal  terms  in 
a letter  that  we  sent  to  him  just  about  a month  ago 
that  he  must  not  insist  upon  these  changes  without 


SEPTEMBER  1985 


259 


drastically  threatening  the  future  of  our  ability  to 
provide  reasonable  medical  care  to  the  people  who 
put  their  well  being  in  our  hands. 

As  your  president.  Dr.  Moffitt.  pointed  out.  dur- 
ing this  last  year  American  physicians  demonstrated 
that  they  do  have  compassion  and  concern  not  only 
for  their  elderly  patients  but  for  all  of  their  patients  as 
well.  Eight  percent  of  the  physicians  in  our  country 
did  comply  with  the  AMA  request  to  voluntarily 
freeze  fees.  And  even  though  the  Congress  attempt- 
ed to  divert  attention  from  its  own  profligacy  by 
freezing  reimbursement  for  Medicare  patients' 
physicians  services.  And  while  29  percent  of  physi- 
cians did  agree  to  become  participating  physicians, 
when  we  surveyed  them  we  found  that  fewer  than  20 
percent  of  doctors  decided  to  become  participating 
or  non-participating  (ie.  to  accept  the  assignment  or 
not  accept  the  assignment)  because  of  their  own 
personal  financial  interest.  Rather,  the  overwhelm- 
ing majority  made  their  decision  based  upon  the 
needs  of  their  Medicare  patients.  And  we  are  very 
proud  of  that  indeed! 


" . . . although  the  opportunity  may  arise 
to  enrich  our  purse,  we  shall  opt  instead  to 
enrich  our  lives  as  we  seek  to  enhance  the 
lives  of  those  we  touch,  those  who  place  their 
well  being  in  our  hands.  We  stand  prepared 
to  care  for  all  people,  simply  because  we 
care." 


We  also  hope  that  American  physicians  will  con- 
tinue to  demonstrate  this  concern  because  we  know 
that  ability  to  pay  for  medical  care  is  a serious  prob- 
lem today  for  large  numbers  of  people  in  this  coun- 
try. It  possibly  accounts  in  part  for  the  fact  that  we 
have  had  a very  substantial  erosion  in  the  public’s 
confidence  in  American  doctors.  Our  most  recent 
survey  data  indicate  to  us  that  fewer  than  three  out  of 
ten  people  believe  that  doctors  charge  reasonable 
fees.  No  more  than  two  out  of  ten  think  that  doctors 
are  trying  to  hold  down  costs.  Significantly  four  out 
of  ten  people  think  that  doctors  believe  that  they  are 
better  than  other  people  and  no  more  than  that  same 
number  believe  that  we  spend  enough  time  with 
them  or  are  really  concerned  with  them.  Eighty  per- 
cent of  people  give  their  own  doctors  good  marks  on 
each  of  these  issues  — reasonable  fees,  costs,  con- 
cern and  their  mutual  respect. 

Why  is  it  then  that  we  have  this  dichotomy  in 
public  opinion  about  doctors  in  general?  We  better 
just  look  at  some  of  the  things  going  on  because 
peoples’  perceptions  are  the  aggregate  of  all  of  their 


experiences.  And  while  it  might  be  nice  to  take 
solace  in  the  fact  that  people  over  the  age  of  65  have 
on  the  average  about  one  and  one-half  times  the 
resources  as  do  people  less  than  that  age  who  are 
paying  social  security  taxes  and  Medicare  taxes  to 
provide  for  their  care,  you  can’t  eat  averages.  You 
know'  it  has  been  said  if  you  had  one  foot  in  a bucket 
of  ice  and  the  other  in  a pail  of  boiling  water,  on 
average  you  might  be  considered  to  be  comfortable. 
You  need  to  keep  in  mind  that  of  those  26  million 
people  over  the  age  of  65  dependent  upon  Medicare 
there  are  forty  percent  living  alone  and  living  on  less 
than  $7,000  a year  of  income.  So  that  Medicare 
premium  every  month  and  increasing  deductibles 
could  amount  to  a very  substantial  part  of  the  funds 
that  they  need  simply  for  their  own  subsistence.  And 
almost  virtually  all  have  sons  and  daughters  and 
friends  and  relatives  who  are  aware  of  that.  There  are 
also  some  seven  to  nine  percent  of  the  people  in  this 
country  who  are  unemployed  and  uninsured.  So  we 
need  urgently  to  make  certain  that  we,  and  all  of  our 
colleagues  now,  more  than  ever  in  the  past,  take  into 
account  our  patients’  financial  needs  and  try  and 
meet  their  concerns  and  spend  just  a little  more  time 
talking  about  their  problems,  be  they  medical  or 
otherwise,  to  demonstrate  to  them  that  we  do  care. 
We  know  we  care.  It  is  absolutely  essential  for  the 
future  that  people  understand  that  as  well. 

As  I indicated  earlier,  I believe  that  Ronald 
Reagan’s  reelection  presents  us  with  an  extraordi- 
nary opportunity,  an  opportunity  to  provide  lead- 
ership for  all  of  the  countr>',  a leadership  in  a restora- 
tion of  faith.  Eully  a year  and  a half  before  Ronald 
Reagan  was  reelected  president,  I was  absolutely 
certain  that  he  would  not  only  be  renominated  but 
reelected  by  an  overwhelming  majority.  Why?  Be- 
cause I thought  that  people  perceived  Ronald 
Reagan  as  some  kind  of  financial  genius  who  had 
rescued  this  country  from  economic  disaster?  No! 
Because  I thought  that  people  looked  at  Ronald 
Reagan  and  then  saw'  a knight  on  a white  horse  with  a 
shining  silver  shield  who  was  going  to  protect  us 
from  a mongrel  horde  coming  over  the  icecaps  to 
invade  the  west  ? No!  Because  American  people  be- 
lieve that  Ronald  Reagan  is  a good  man?  Yes! 

I am  sure  you  sense  it  here  in  this  House  of 
Delegates  and  certainly  sense  it  in  your  own  com- 
munity that  people  today  are  looking  for  a return  to 
integrity.  We’ve  gone  through  three  and  a half  dec- 
ades of  a permissive  society  in  which  things  have 
gone  from  being  clearly  wrong  to  not  so  bad.  to 
almost  right,  and  today  are  acceptable  social  be- 
havior. I have  heard  it  said  that  if  Moses  came  dow  n 
from  the  mount  tomorrow,  he  wouldn’t  bring  with 
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"We  can  begin  by  a simple  commitment,  a 
rededication  to  a professional  ethic  . . . that 
says  very  simply  — the  patients  come  first." 


him  ten  commandments,  he’d  bring  ten  guidelines. 
And  whereas,  God  said  “thou  shalt  not  kill,”  and 
that’s  pretty  clear,  today  it  might  be  phrased  some- 
thing like:  “the  antihuman  existence  behavior  being 
exhibited  by  some  citizens  is  not  in  the  best  interest 
of  society  and  ought  to  be  discouraged  at  every 
turn.” 

We’ve  seen  the  erosion  of  the  public’s  confidence 
in  all  of  the  institutions  to  which  it  looks  for  its 
protection,  in  law,  in  education,  in  religion,  in  busi- 
ness and  medicine.  Now  we  can’t  do  anything  about 
lawyers  and  attorneys  and  educators  and  ministers, 
but  we  can  do  something  about  ourselves.  We  can 
provide  leadership  in  a return  to  simple  morality.  We 
can  begin  to  behave  like  a profession  despite  all  of 
the  kicks  that  we’ve  been  getting  in  recent  years 
from  the  courts  and  the  FTC  and  DRGs  and  Medi- 
care and  Medicaid  reimbursement.  We  can  begin  to 
act  like  a profession  that  believes  in  itself — believes 
that  it  has  a future  because  the  public  needs  for  us  to 
believe  in  ourselves,  because  they  need  to  believe  in 
us.  We  can  begin  by  a simple  commitment,  a re- 
dedication to  a professional  ethic.  At  the  time  of  my 
inauguration,  before  the  AM  A House  of  Delegates,  I 
asked  those  present  could  I declare  on  their  behalf 
that  we  are  a profession  committed  to  a professional 
ethic  that  says  very  simply  — the  patients  come  first; 
that  the  patient’s  welfare  shall  be  our  concern  and 
that  neither  race,  religion,  politics  or  economics  will 
take  precedence;  that  we  have  examined  ourselves 
and  find  that  our  lives  are  dedicated  to  the  service  of 
humankind;  that  we  have  examined  ourselves  and 
declare  that  we  will  remain  committed  to  caring  for 
people;  that  although  the  opportunity  may  arise  to 
enrich  our  purse,  we  shall  opt  instead  to  enrich  our 
lives  as  we  seek  to  enhance  the  lives  of  those  we 
touch,  those  who  place  their  well  being  in  our  hands. 
We  stand  prepared  to  care  for  all  people,  simply 
because  we  care. 

Now  that  address  was  published  in  the  August  10 
issue  of  the  Journal  of  the  American  Medical  Asso- 
ciation. Since  that  time,  I have  received  hundreds 
and  hundreds  of  letters  from  physicians  from  all  over 
the  United  States.  Doctors  I have  never  seen  before 
and  likely  never  will  in  the  future  have  written.  I can 
paraphrase  their  message  by  a letter  that  was  written 
to  me  by  a doctor  from  one  of  the  southeastern  states 


who  said,  “thank  you,  1 had  reached  the  point  when 
I thought  I might  have  to  succumb  to  the  pressures 
and  bribes  as  1 call  them  all  around  me,  but  now  I 
know  that  even  if  I have  to  go  it  alone,  I can  commit 
myself  to  the  ethic  that  led  me  to  medicine  in  the  first 
place,  caring  for  people,  because  1 will  have  my  self 
respect.  ” 

I have  also  received  hundreds  of  other  letters  from 
both  physicians  and  non-physicians  asking  me  if  we, 
as  a profession,  or  as  a professional  association,  will 
declare  a commitment  to  the  sanctity  of  human  life. 
And  1 will  suggest  to  you  ladies  and  gentlemen  that 
as  we  forge  in  the  mirrored  mazes  posed  by  genetic 
manipulation,  in-vitrofertilization,  and  surrogate 
parenting;  as  we  try  to  respond  to  the  suggestion  that 
was  made  by  some  that  perhaps  the  very  old  and  the 
very  infirm  would  do  everyone  a favor  if  they  would 
return  to  dust  as  soon  as  possible;  as  we  try  to  answer 
the  question,  when  does  life  begin,  rights  to  live  and 
rights  to  die,  we  will  need  to  test  the  limits  of  our 
commitment  to  the  individual.  And  we  do  have  an 
opportunity  to  be  that  beacon,  because  if  each  of  us 
will  be  committed  to  that  mission  there  is  a fire  we 
can  start. 

I have  tried  from  time  to  time  to  see  how  best  1 can 
express  what  is  it  that  we  are  all  about  in  medicine. 
An  anecdote  from  early  in  my  professional  career 
may  serve  well  in  that  regard.  In  the  late  1950’s  I was 
asked  to  see  a patient  at  the  hospital  where  I work  in 
Los  Angeles,  a 16-year-old  daughter  of  another  doc- 
tor— a beautiful  child,  beyond  description  and  with 
the  maturity  and  sensitivity  and  compassion  that 
would  grab  your  heart,  and  she  was  dying.  She  had  a 
malignant  lymphoma  with  diffuse  pulmonary  infil- 
tration and  recurring  pericardial  effusion.  And  her 
father  could  not  believe  that  this  darling  of  his  life 
was  ill,  much  less  dying.  One  morning  at  3:30  a.m.  I 
was  in  the  hospital  room  with  this  beautiful  child  of 
16,  already  second  in  her  class  at  the  University  at 
UCLA,  an  accomplished  concert  pianist,  and  a pub- 
lished poet.  I was  completing  a pericardicentesis. 
She  looked  up  at  me  and  said,  “I  am  dying,  am  I not 
Doctor  Joe?”  And  I said,  “yes,  Julia  you  are.”  And 
she  said,  “there  is  not  anything  you  can  do  about  that 
is  there.  Doctor  Joe  ?”  And  I said,  “no  Julia,  there  is 
not.”  And  she  said  then,  “will  you  do  me  a favor, 
the  next  time  this  happens,  would  you  help  me  make 
daddy  understand,  let  me  say  goodby  to  mommy, 
and  then  let  me  go.  ” Today  we  could  save  that  girl’s 
life  and  cure  her,  but  she  will  live  forever  no  matter, 
in  a system  that  cares.  We  have  a future.  Be  that 
light,  be  that  candle  so  there  will  not  be  dark. 

God  love  you  all. 
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The  President  Speaking 


Smell  Your  Roses  Now,  Stanley 


Ralph  L.  Brock,  M.D. 
McComb,  Mississippi 


Through  a chance  remark  about  a picture  I had  found,  I have  had 
the  unusual  opportunity  to  have  personal  contact  and  get  to  know 
one  of  the  elder  statesmen  in  our  association  a lot  better. 

Stanley  Hill  of  Corinth  and  my  father  were  delegates  from 
Mississippi  and  roomed  together  at  the  White  House  Conference 
on  Aging  in  J anuary  1 96 1 . 1 have  never  seen  my  dad  more  proud  of 
anything  he  had  done.  As  far  as  he  was  concerned,  he,  Stanley  Hill 
and  President  Eisenhower  were  the  only  ones  there! 

After  my  dad  died  in  1964,  a picture  made  at  this  conference 
was  put  away  in  a closet  and  it  didn’t  show  up  again  until  we  were 
clearing  out  this  closet  when  my  mother  died  in  1983.  I was 
tempted  to  throw  it  out,  because  it  was  in  a narrow  frame  three  feet 
long.  The  memory  I had  of  my  father’s  pride  in  that  trip  made  me 
save  it  and  take  it  to  my  attic. 

At  a recent  meeting  in  Jackson,  1 saw  Stanley  and  told  him  that  I 
had  the  picture.  He  wrote  me  later  asking  to  see  it,  and  this 
prompted  a couple  of  letters  between  us.  When  I gave  him  the 
picture  at  another  meeting  in  Jackson,  he  exchanged  with  me  some 
copies  of  correspondence  he  had  with  my  father.  There  was  also  a 
copy  of  Stanley’s  report  to  the  MSMA  House  of  Delegates  in  May 
1961.  The  report  was  of  historical  interest  to  me  because  it  was 
discussing  methods  of  financing  health  care  for  the  aged  four  years 
before  the  Medicare  law  was  passed. 

This  report  also  showed  evidence  of  serious  thought  and  much 
time  spent  in  its  preparation.  This  brought  to  my  mind  how  much 
dedicated  service  is  given  to  our  association  by  innumerable  Stan- 
ley Hills  that  have  accepted  places  of  responsibility  and  given 
countless  hours  of  their  time  to  promote  the  activities  of  the 
Mississippi  State  Medical  Association. 

I am  a relative  newcomer,  and  1 have  been  impressed  by  the 
large  number  of  physicians  that  have  given  many  years  of  service 
to  our  medical  association.  This  is  without  pay  and  many  times  at 
great  loss  of  time  from  practice. 

1 am  afraid  that  we  fail  to  show  our  appreciation  and  say  a 
“thank  you’’  as  often  as  we  should. 

1 am  sending  your  roses  now,  Stanley,  while  you  can  smell  them 
and  enjoy  their  beauty.  I know  you  will  not  mind  sharing  them  with 
all  the  others  who,  like  you,  make  us  extremely  proud  to  be 
Mississippi  physicians. 

JOURNAL  MSMA 
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The  Magic  Button 

Once  a week  for  five  years  now  I have  been 
privileged  to  sit  down  at  my  desk  and  push  the  magic 
button.  I have  told  few  people  about  this,  for  one 
group  of  people  would  think  1 was  crazy  and  the 
other  group  would  think  I was  bragging. 

Truly  the  Lord  did  provide  me  with  a miracle.  I 
push  the  magic  button  and  all  at  once  out  of  my 
printer  rolls  that  week’s  payroll  checks  with  all 
“them  taxes  and  other  things”  already  figured  out  to 
where  all  I have  to  do  is  keep  the  money  in  the  bank 
and  the  magic  button  pushed! 

Who  would  have  ever  thought  that  life  could  be  so 
laid-back  and  wonderful? 

I have  two  feelings  about  computers: 

1 . I stand  in  awe  at  their  vast  memory  abilities  and 
capabilities. 

2.  lam  the  boss  in  charge  of  pushing  the  button,  and 
as  such,  I am  smarter  than  it  is.  I have  to  keep 
telling  myself  the  latter  because  ever  once  in  a 
while  I’ll  “blow  away”  a whole  disc  of  informa- 
tion and  it  takes  me  a long  time  to  convince 
myself  that  I really  am  the  boss. 

Computers  are  like  boats,  in  a way,  ie,  containers 
of  metal  or  plastic  into  which  you  pour  money.  I 
have  noticed  another  likeness  in  that  about  the  time 
you  get  used  to  one  (and  it  does  just  what  you  want  it 
to  do)  you  find  that  it  is  outmoded  and  that  you  need 
a bigger  and  better  one. 

I can  foresee  the  day  when  I sit  at  my  desk  and  put 
the  patient  in  my  in-office  cat-scan,  with  laboratory 
tests,  EKG  record,  chest  x-ray,  stethoscope  record- 
ing, etc.,  all  connected  to  my  desk-top  computer, 
feed  in  whatever  other  history  and  physical  informa- 
tion I need,  and  come  up  with  the  most  likely  diagno- 
sis — with  which  I may  or  may  not  agree.  In  the 
difficult  cases  I may  give  the  patient  a microchip  ( not 
to  be  confused  with  potato  chip)  to  swallow.  It 
would  of  course  pass  near  the  suspicious  area  and 


give  me  the  in  depth  study  at  close  range. 

Well,  I can  dream  can’t  1? 

With  all  these  new  gadgets  to  use,  1 thank  God  1 
am  a family  physician. 

Joe  Johnston,  M.D. 
Associate  Editor 


Time  to  Board  the  Bus 

Ever  notice  how  long  a pie  will  last  before  it’s  cut, 
or  how  fast  it  disappears  after  the  first  slice  has  been 
taken?  A lot  of  hungry  folks  are  out  there  ready  to  dig 
their  knives  into  the  health  care  delivery  system 
dessert.  In  fact,  it  seems  as  if  they  want  the  whole 
meal. 

First  came  the  vegetable  soup  served  by  Uncle 
Sam.  The  trial  lawyers  are  trying  to  carve  our  turkey 
as  an  entree,  and  here  come  labor,  industry  and  the 
insurance  companies  to  gobble  up  the  pie  by  disguis- 
ing themselves  as  HMOs,  IPAs,  and  PPOs. 

After  observing  bellwether  states  where  multiple 
alternate  systems  are  already  entrenched,  it  seems 
impossible  to  provide  patient  care  without  an  atlas 
listing  what  tests  can  or  must  be  ordered  by  di- 
agnoses, whom  to  call  for  preadmission  certifica- 
tion, or  to  whom  a patient  may  be  referred  because  of 
affiliations  instead  of  qualifications.  Treating  a per- 
son adequately  under  these  circumstances  is  similar 
to  a master  chef’s  being  required  to  consult  multiple 
cookbooks  and  measure  all  the  ingredients  before 
serving  a meal.  The  diner  may  not  starve,  but  dinner 
certainly  would  be  late,  of  poorer  quality,  and  more 
expensive  in  the  long  run  unless  the  patron  gave  up 
and  left  before  being  served. 

Before  having  our  lunch  divided  by  entrepreneurs 
who  know  and  care  little  about  patient  problems  and 
the  quality  of  their  lives,  but  rather  only  the  ‘ 'bottom 
line,”  let  us  take  the  initiative,  form  a restaurant, 
and  offer  a menu.  These  plans  are  working  well  in 
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other  states  by  holding  down  medical  costs,  provid- 
ing quality  medical  care,  and  satisfying  patients  with 
better  alternatives  than  others  being  offered  in  our 
rapidly  changing  environment. 

The  ideas  of  the  leadership  of  MSMA,  based  on 
other  societies'  activities,  will  soon  be  presented  to 
the  membership.  It  is  hoped  that  when  this  “Express 
Bus"  pulls  to  the  curb,  that  we  will  pay  our  fare, 
make  a commitment  and  get  on  board.  Otherwise, 
we  may  have  to  chase  multiple  local  buses,  walk, 
grab  for  a hot  tail  pipe  as  we  are  passed  over,  or 
cancel  the  trip  to  see  about  sick  “Aunt  Nellie.” 
Whitman  B.  Johnson,  M.D. 
Clarksdale,  MS 


LETTERS 


Dear  Sirs: 

Enclosed  you  will  find  a copy  of  a letter  which  I 
addressed  to  the  Medical  Assurance  Co.  of  Missis- 
sippi in  regard  to  my  malpractice  coverage. 

I feel  I have  been  misled  in  regard  to  purchasing 
tail-end  coverage  upon  cancellation  of  my  policy. 

I would  like  to  have  you  print  this  letter  to  warn 
the  physicians  in  Mississippi  as  to  what  they  can 
expect  if  ever  put  in  my  situation. 

Gene  Z.  Milic,  M.D. 

Grenada,  MS 

Gentlemen; 

After  my  malpractice  insurance  premiums  were 
increased  drastically  through  St.  Paul,  I started  to 
look  for  a new'  carrier  for  coverage.  It  was  at  this 
time  that  I discovered  Medical  Assurance  Co.  of 
Mississippi. 

Before  1 made  my  decision  to  purchase  coverage 
with  your  company,  I talked  to  several  responsible 
people  in  detail  concerning  your  malpractice  cover- 
age and  fees.  1 thought  at  that  time  that  your  explana- 
tion was  complete  and  all  of  my  questions  were 
answered  to  my  satisfaction.  After  these  discus- 


sions. I made  my  decision  to  go  for  this  coverage  and 
was  accepted  by  you. 

I think  I have  practiced  good  medicine  and  have 
had  no  accidents  or  problems.  There  have  been  no 
claims  against  me  for  malpractice. 

At  the  time  of  our  discussions,  I was  told  that  I 
could  purchase  tail-end  coverage,  which  would  be 
10%  of  my  yearly  fees.  I accepted  this  as  such,  only 
to  find  out  now  when  I am  in  the  process  of  closing 
my  practice,  that  the  10%  charge  is  not  for  malprac- 
tice insurance,  but  for  the  clinic,  etc. 

I feel  that  1 have  been  taken  and  greatly  misled  by 
false  promises.  I resent  this  very  much  and  think  it  is 
unfair  that  the  Association  deals  with  it’s  physicians 
in  this  manner.  I am  sure  I am  not  mistaken  and 
know  what  I am  talking  about. 

I thought  I was  dealing  with  people  who  would  not 
lie  to  me  or  mislead  me  in  any  way.  I was  happy  with 
the  explanation  and  answers  I received  from  you 
personally.  Now,  I am  to  find  out  how  misled  I was. 

1 cannot,  at  this  time,  afford  to  pay  $18,000  for 
tail-end  coverage.  I may  not  be  able  to  do  anything 
about  this  matter,  but  I would  like  for  you  to  know 
that  I do  resent  this  action.  I think  it  is  very  unfair  and 
has  nothing  to  do  with  a good  practice. 

Gene  Z.  Milic,  M.D. 


Dear  Dr.  Milic: 

This  will  acknowledge  receipt  of  your  letter  of 
June  4,  1985. 

I can  assure  you  that  no  one  in  this  office  told  you 
two  years  ago  that  you  would  be  able  to  purchase  a 
Reporting  Endorsement  or  “tail-end”  coverage  for 
10%  of  your  annual  premium.  You  have  not  been 
taken,  you  were  not  misled  by  false  promises,  and 
you  most  certainly  are  mistaken.  You  either  mis- 
understood at  the  time,  or  your  memory  is  not  totally 
accurate.  A company  that  is  as  selective  as  Medical 
Assurance  Company  of  Mississippi  relative  to  which 
physicians  we  will  insure  does  not  have  to  lie  or 
mislead  physicians  into  applying  for  coverage. 

If  you  will  recall,  you  received  an  application 
packet  when  you  decided  to  switch  your  coverage 
from  St.  Paul.  In  that  packet  along  with  an  applica- 
tion form  and  other  information  brochures  about  the 
company,  were  schedules  of  rates,  including  Report- 
ing Endorsement  premiums.  If  you  had  asked  any- 
one in  this  office  about  the  cost  of  “tail-end”  cover- 
age, we  would  have  referred  to  that  particular  sched- 
ule. It  would  make  no  sense  at  all  to  tell  you  that  the 
cost  of  a Reporting  Endorsement  would  be  10%  of 
your  annual  premium  when  we  have  already  pro- 
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vided  you  with  a schedule  reflecting  that  the  pre- 
mium is  approximately  180%! 

As  you  indicate  in  your  aforesaid  letter,  your  St. 
Paul  premium  increased  drastically.  By  my  calcula- 
tion, you  saved  approximately  $4200  the  first  year 
you  were  insured  by  us,  and  you  saved  another 
$5800  the  following  year.  If  you  still  feel  that  you 
were  “taken,”  I respectfully  suggest  that  you  con- 
tact your  local  St.  Paul  agent  and  see  what  St.  Paul 
would  charge  for  a Reporting  Endorsement  if  you 
had  stayed  with  them. 

I am  sorry  that  you  feel  that  you  have  been  treated 
unfairly,  but  the  situation  in  which  you  now  find 
yourself  is  completely  of  your  own  making. 

Mike  D.  Houpt 
General  Manager 
Medical  Assurance  Co.  of  Miss. 


Medico-Legal  Brief 

Staff  Privileges  Exempt 
From  Antitrust  Statutes 

A hospital  staff’s  recommendation  that  an 
orthopedic  surgeon’s  privileges  be  revoked  was  ex- 
empt from  federal  antitrust  laws,  a federal  appellate 
court  for  Illinois  ruled. 

The  surgeon  was  a board-certified  orthopedic 
surgeon  who  specialized  in  the  treatment  of  spinal 
disorders.  A special  ad  hoc  committee  comprised  of 
selected  members  of  the  medical  staff  of  the  hospital 
conducted  an  audit  of  back  surgery  procedures  per- 
formed at  the  hospital.  The  results  of  that  audit 
raised  questions  concerning  the  appropriateness  of 
the  operations  performed  by  the  surgeon.  It  recom- 
mended to  the  medical  staff  that  his  lumbar 
laminectomy  and  spinal  fusion  cases  be  monitored 
and  that  any  case  without  a positive  radiological 
finding  be  subjected  to  a mandatory  second  opinion. 

Two  years  later,  in  August  1980,  the  committee 
retained  an  independent  company  engaged  in  the 
business  of  performing  medical  audits  to  conduct  a 
further  audit  on  the  surgeon’s  lumbar  and  cervical 
procedures.  Based  on  those  findings,  the  special 
committee  recommended  to  the  medical  staff  that 
the  surgeon’s  clinical  privileges  be  revoked.  The 
recommendation  was  adopted  but  suspended  pend- 
ing a hearing  as  required  by  the  hospital’s  Fair  Hear- 
ing Plan. 

After  the  hearing,  the  Board  of  Directors  issued  a 
final  decision  revoking  the  surgeon’s  clinical  priv- 
ileges. He  filed  suit  against  the  independent  audit 
company,  the  hospital,  the  Board  of  Directors,  and 


several  individuals.  His  lawsuit  alleged  that  they  had 
conspired  to  restrain  trade  and  monopolize  the  mar- 
ket for  orthopedic  and  neurological  spinal  surgery  in 
the  area  in  violation  of  federal  antitrust  law.  A feder- 
al trial  court  dismissed  the  action  and  the  surgeon 
appealed. 

Affirming  the  decision,  the  federal  appellate  court 
said  that  the  hospital  staff’s  actions  in  revoking  his 
privileges  were  exempt  from  federal  antitrust  laws 
under  the  doctrine  of  state  action.  The  hospital 
staff’s  review  of  the  surgeon’s  medical  treatments 
and  the  diagnostic  and  surgical  procedures  was  man- 
dated by  state  law.  It  provided  for  the  state’s  active 
supervision  of  the  medical  peer  review  process  and 
in  return  granted  the  reviewing  physicians  with  im- 
munity from  civil  liability  for  good  faith  determina- 
tions. The  statutory  scheme  provided  the  physician 
with  due  process  safeguards  of  an  evidentiary  hear- 
ing prior  to  disclosure  of  the  findings  and  for  a 
review  by  the  state  court  system. 

The  comprehensive  state  statutory  scheme  man- 
dating and  supervising  the  medical  peer  review  pro- 
cess enabled  the  hospital  to  fulfill  its  duty  in  exercis- 
ing due  care  in  selecting  and  maintaining  qualified 
and  competent  medical  staff.  As  a result,  it  assured 
state  citizens  that  medical  practices  and  procedures 
within  the  state  were  being  closely  monitored  and 
reviewed.  Since  the  hospital’s  actions  were  taken 
under  a state  statutory  scheme  that  was  actively 
supervised  by  the  state,  its  actions  were  exempt  from 
federal  antitrust  Iws.  — Marrese  v.  Interqual,  Inc., 
748  F.2d  373  (C.A.7,  111.,  Nov.  6,  1984;  as 
amended,  Nov.  7,  1984) 


"fMAr  15  CORRBCr,  5lR.  I PID  MgNTlPN 
POSe\3LB  5IPB  BPfBCTe.  " 


SEPTEMBER  1985 


265 


Assueance 

A Hmi  Fbundation 


Stability . . . the  most 
important  feature  to  look  for 
in  your  professional  liability 
insurance  provider.  And 
something  you  can  depend 
on  with  Medical  Assurance 
Company  of  Mississippi. 

Rate  structure  and  ser\ices 
pro\'ided  are  of  little  significance 
when  you  have  to  worn'  about 
whether  your  insurance  com- 
pany will  still  be  in  business 
from  da)'  to  day 

One  of  the  reasons  more 
pf^-sicians  are  turning  to 
Medical  Assurance  Company 
of  Mississippi  is  the  knowledge 
that  the)'  are  receiving  the  most 
cost  effecti\e  coverage  backed 
b)’  a financially  sound 
compam; 


SaMngs  and  financial  strength 
arc  pro\ided  by  a program  of 
sound  investments  and  strong 
undeiAvriting  guidelines.  Our 
staff  is  made  up  of  experienced 
insurance  personnel.  And 
because  all  claims  are  reviewed 
by  a panel  of  medical  experts, 
you  can  rest  assured  that  your 
needs  are  understood. 

Medical  Assurance  Company 

has  experienced  a steady  growth 
during  our  seven  years  in 
business . . . and  unlike  other 
carriers  in  the  state,  our  mem- 
bership is  constantly  increasing. 

Because  of  this  phenomenal 
growth,  we  recentl)’  had  to  move 
to  larger  quarters  in  order  to 
house  the  necessar)'  staff  and 
facilities  to  provide  even 
better  seirice. 


For  answers  to  any  questions 
you  might  have  regarding 
medical  malpractice  insurance, 
feel  free  to  come  by  our  new 
office  or  call  on  us  at  any  time. 

Medical  Assurance  Compam 
of  Mississippi 

220  Business  Plaza.  Suite  B 
100  Business  Park  Drive 
Jackson,  Mississippi  39213 
957-2855 
1-800-3254172 

The  professional  liability 
company  o/* Mississippi 
physicians,  by  Mississippi 
physicians,  and  for 
Mississippi  physicians. 


Medical  Assurance 


County  Line 
Road 


Hanging 

Moss 

Road 


Downtown 

Jackson 


MEDICAL  ORGANIZATION 


MSMA  Board  Holds 
Summer  Meeting  in  McComb 

MSMA’s  Board  of  Trustees  met  in  McComb  on 
August  8-9,  and  handled  an  extensive  agenda  in 
addition  to  meeting  with  members  of  the  South  Cen- 
tral Medical  Society  and  their  spouses. 

Among  many  major  actions  taken  by  the  Board 
were  decisions  to  retain  legal  counsel  to  advise  on 
requirements  for  an  MSMA-sponsored  IPA/HMO, 
to  organize  a “grassroots”  tort  reform  effort,  and  to 
implement  a statewide  public  information  campaign 
this  fall. 

Planning  for  an  MSMA-sponsored  IPA/HMO  fol- 
lows recommendations  of  the  Board’s  Committee  on 
Alternative  Delivery  Systems  which  has  studied 
such  systems  for  the  past  year.  The  Committee  was 
formed  following  action  by  the  House  of  Delegates 
at  the  1984  Annual  Session  which  directed  the  Board 
to  study  and  lay  necessary  groundwork  to  provide  a 
role  for  the  association  in  the  development  of 
alternative  delivery  systems  in  those  areas  of  the 
state  where  the  membership  was  desirous  of  partici- 
pating in  such  systems.  An  IPA/HMO  recently 
formed  by  the  Georgia  Medical  Association  will 
serve  as  a model  for  the  Committee  on  Alternative 
Delivery  Systems’  further  study  and  the  committee 
will  be  expanded  to  include  a representative  from 
each  component  medical  society  of  the  association. 
The  Board  urged  the  committee  to  consult  with  legal 
counsel  and  have  a final  report  for  the  Board’s  re- 
view and  action  within  30  days. 

Tort  reform  to  alleviate  the  growing  malpractice 
crisis  in  the  state  will  be  initiated  through  a “grass- 
roots” membership  involvement  campaign  this  fall 
leading  to  gaining  support  of  the  1986  Mississippi 
Legislature  for  such  reform.  The  Board  expressed  its 
total  commitment  to  this  campaign  and  directed  that 
initial  information  about  the  campaign  and  a call  for 
involvement  be  sent  to  the  membership  in  August. 

An  MSMA-sponsored  public  information  cam- 
paign scheduled  for  this  fall  will  feature  information 
about  changes  occurring  in  the  health  care  field  as 
well  as  advice  on  staying  healthy.  MSMA  members 
will  be  urged  to  assist  in  educating  the  public  about 
changes  in  technology,  health  care  delivery,  and 
payment,  all  of  which  are  impacting  on  the  physi- 
cian-patient relationship.  Other  public  service  type 


announcements  to  be  utilized  in  the  campaign  will 
stress  individual  responsibility  for  one’s  health. 

In  other  action  the  Board  approved  plans  to  co- 
sponsor a program  on  alternative  health  care  deliv- 
ery systems  with  the  American  Society  of  Internal 
Medicine  this  fall.  The  program  will  be  conducted  in 
Jackson  and  publicized  to  the  membership. 

The  Board  also  reviewed  the  current  status  of  the 
MSMA  building  program  and  retained  legal  counsel 
to  proceed  with  syndication  of  the  building  in 
accordance  with  previously  approved  policy. 

In  accordance  with  policy  adopted  by  the  House 
of  Delegates  at  the  1985  Annual  Session,  the  Board 
approved  a plan  to  implement  unified  membership  to 
include  an  installment  option  for  1986  unified  mem- 
bership dues. 

The  Board  also  acted  to  name  the  annual  MSMA 
award  to  a UMC  senior  medical  student  the  Dr. 
Virginia  S.  Tolbert  Award.  The  award  is  given  for 
outstanding  leadership  and  scholarship. 

Officers  and  Board  of  Trustees  members  attending 
the  August  8-9  meeting  in  McComb  included;  Ralph 

L.  Brock,  M.D.,  president,  McComb;  W.  Joseph 
Burnett,  M.D.,  president-elect,  Oxford;  Ellis  M. 
Moffitt,  M.D.,  immediate  past  president,  Jackson; 
Carl  G.  Evers,  M.D.,  speaker  of  the  House, 
Jackson;  James  C.  Waites,  M.D.,  vice  speaker  of 
the  House,  Laurel;  W.  Lamar  Weems,  M.D.,  dele- 
gate to  AMA,  Jackson;  Roy  D.  Duncan,  M.D., 
chairman,  Pascagoula;  David  R.  Steckler,  M.D., 
vice  chairman,  Natchez;  William  B.  Hunt,  M.D., 
secretary,  Grenada;  J.  Ed  Hill,  M.D.,  Hollandale; 
Lee  H.  Rogers,  M.D.,  Tupelo;  C.  G.  Sutherland, 

M. D.,  Jackson;  Martin  H.  McMullan,  M.D., 
Jackson;  George  L.  Arrington,  M.D.,  Meridian  and 
David  M.  Owen,  M.D.,  Hattiesburg. 
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Dr.  Eugene  Wood  Installed 
As  President  of  MAFP 

Dr.  Eugene  Wood  of  Jackson  was  installed  as  the 
37th  president  of  the  Mississippi  Academy  of  Fami- 
ly Physicians  at  its  recent  meeting  in  Biloxi.  He 
succeeds  Dr.  James  C.  Waites  of  Laurel. 

Dr.  Ralph  Brock,  a past  president  of  the  MAFP 
and  current  president  of  the  MSMA,  conducted  in- 
stallation ceremonies  for  other  officers,  including 
Dr.  Leonard  H.  Brandon  of  Starkville,  president- 
elect; Dr.  Irvin  Cronin  of  Jackson,  vice  president; 
and  Dr.  Elmo  Gabbert  of  Meadville,  secretary- 
treasurer. 

Assuming  their  posts  as  directors  were  Drs.  Day- 
ton  Whites  of  Lucedale,  Jerry  lies  of  Natchez,  James 
C.  Graham  of  Enterprise,  Matthew  Page  of  Green- 
ville, and  Robert  Townes  of  Grenada.  Dr.  J.  Edward 
Hill  of  Hollandale  was  re-elected  as  delegate  to  the 


American  Academy  of  Family  Physicians  with  Dr. 
Eugene  Wood  as  alternate. 

Dr.  C.  D.  Taylor  received  the  John  B.  Howell 
Memorial  Award,  presented  in  recognition  of  out- 
standing contributions  to  family  medicine  in  Missis- 
sippi. Other  award  winners  were  Dr.  Mary  Ann 
Frank,  who  was  presented  the  Bevill  Award  as  out- 
standing resident  in  family  medicine,  and  Dr.  Lee 
Giffen,  who  received  the  Ciba-Geigy  Award  to  an 
outstanding  family  practice  resident  physician. 


CORRECTION:  In  the  July  issue.  Dr.  C.  D. 
Taylor  was  incorrectly  identified  as  Dr.  C.  P. 
Crenshaw.  Dr.  Taylor  presented  the  James  Grant 
Thompson  Memorial  Past  President’s  Pin  to  Dr. 
Ellis  Moffitt  during  the  MSMA’s  117th  Annual 
Session. 


Members  of  the  MSMA  Board  of  Trustees  enjoyed  an  afternoon  of  golf  when  the  Board' s two-day  meeting  in  McComh 
recessed.  Pictured  above,  from  left,  are:  Dr.  George  Arrington.  Jr.,  of  Meridian:  Dr.  Martin  McMullan  of  Jackson:  Dr. 
James  C.  Waites  of  Laurel,  MSMA  vice  speaker  of  the  House:  and  Dr.  Bernard  Hunt  of  Grenada. 
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Dennis  S.  O'Leary,  M.D. 

Named  JCAH  President 

Dennis  S.  O’Leary,  M.D.,  dean  of  Clinical 
Affairs  at  George  Washington  University,  has  been 
named  president  of  the  Joint  Commission  on  Ac- 
creditation of  Hospitals  effective  April  1986.  He 
succeeds  John  E.  Affeldt,  M.D. , who  has  served  as 
president  since  1977  and  who  is  retiring. 

Dr.  O’Leary,  who  is  also  acting  medical  director 
of  the  University  Hospital  and  professor  of  medicine 
at  the  University,  became  nationally  known  in  1981 
when  he  served  as  spokesperson  for  the  University 
Hospital  following  the  attempted  assassination  of 
President  Reagan. 

Dr.  O’Leary  received  resolutions  of  commenda- 
tion from  both  the  American  Medical  Association’s 
House  of  Delegates  and  the  American  Hospital 
Association  for  his  day  by  day  handling  of  informa- 
tion on  the  president’s  condition. 

Dr.  O’Leary  has  chaired  the  University  Hospital’s 
Medical  Staff  Executive  Committee  for  more  than  a 
decade  and  has  chaired  and  served  on  the  Eaculty 
Group  Practice  Executive  Committee  as  well. 

He  is  a former  president  of  the  Medical  Society  of 
the  District  of  Columbia,  and  one  of  the  participating 
founders  of  the  National  Capital  Area  Health  Care 
Coalition. 

As  vice  president  of  the  University’s  Health 
Maintenance  Organization,  Dr.  O’Leary  led  the 
negotiating  team  which  created  a joint  venture  rela- 
tionship among  the  George  Washington  University, 
George  Washington  University  Health  Plan,  and 
American  Medical  International.  Dr.  O’Leary  did 
his  undergraduate  work  at  Harvard  and  completed 
his  medical  studies  at  Cornell  University  in 
1964.  Dr.  O’Leary  feels  that  the  next  decade  will 
bring  constant  change  to  health  care  organizations. 
“These  changes  will  include  more  health  care  sys- 
tems which  are  set  up  and  oriented  toward  the  grow- 
ing numbers  and  types  of  organized  health  care  set- 
tings,’’ he  said.  He  also  predicts  that  the  mix  of 
patients  in  hospitals  along  with  the  sites  for  patient 
care  will  change.  “This  will  put  a different  set  of 
demands  on  the  Joint  Commission,’’  O’Leary  said. 
“More  organizations  will  undoubtedly  be  consider- 
ing the  voluntary  accreditation  process.  Standards 
and  processes  will  require  frequent  review  to  ensure 
that  they  continue  to  be  relevant  and  useful.’’ 


Staff  Leasing  . . . 

What  it  can  do  for  you! 

•Administration 

Write  only  one  check  a pay  period.  No 
red  tape  of  being  the  employer,  e.g., 
tax  withholdings,  deposits,  W-2’s, 
W-4’s,  quarterlies,  etc.  No  workers 
comp  or  insurance  claims,  no  payroll 
or  employee  recordkeeping.  Reduced 
Costs. 

•Staff  Turnover 

Salary  is  not  the  issue,  the  big  dispari- 
ty is  in  the  area  of  employee  benefits. 
Better  benefits  will  make  your  staff 
more  loyal  and  your  office  more  com- 
petitive in  the  job  market  place. 

•Your  Future 

Simplifies  your  pension  and  benefit 
plans.  You  will  be  able  to  contribute 
the  maximum  amount  into  your  own 
pension,  and  other  benefit  plans  (up 
to  200%  of  Salary)  apart  from  your 
staff. 

Staff  Leasing  does  not  compromise  your 
relationship  with  your  staff.  It  is  an  op- 
portunity to  enhance  their  benefits  and 
your  practice. 
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Dr.  William  Coltharp 
Receives  Caldwell  Award 

Medical  Assurance  Company  of  Mississippi 
(MACM)  presented  its  third  annual  Robert  S.  Cald- 
well Memorial  Award  to  Dr.  William  H.  Coltharp  of 
New  Albany.  He  received  the  award  at  MACM’s 
annual  meeting,  held  in  conjunction  with  the  Missis- 
sippi State  Medical  Association’s  1 17th  Annual  Ses- 
sion in  Biloxi. 

The  aw  ard  recognizes  excellence  in  medical  prac- 
tice. patient  relations,  and  documentation  of  patient 
care,  and  is  presented  in  the  interest  of  furthering 
medical-legal  education  in  Mississippi.  It  is  named 
in  memory  of  Dr.  Robert  S.  Caldwell,  a Tupelo 
general  surgeon,  who  was  president-elect  of  the 
Mississippi  State  Medical  Association  at  the  time  of 
his  death.  Dr.  Caldwell  was  instrumental  in  gaining 
support  for  and  participation  in  medical  assurance 
during  the  formative  years  of  the  company,  then 
known  as  Mississippi  Medical  Fraternal  and  Educa- 
tional Society. 

Dr.  Coltharp,  who  recently  completed  his  fourth 
year  in  residency  in  general  surgery,  has  begun  a 
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thoracic  and  cardiovascular  surgery  fellowship  at  the 
University  Medical  Center  in  Jackson.  A graduate  of 
Mississippi  State  University,  Dr.  Coltharp  received 
his  M.D.  degree  from  the  University  of  Mississippi 
School  of  Medicine  in  1 98 1. 

UMC  Announces 
Faculty  Appointments 

Six  have  been  named  to  the  School  of  Medicine 
faculty  at  the  University  of  Mississippi  Medical 
Center. 

The  appointments  were  announced  by  Dr.  Nor- 
man C.  Nelson,  vice  chancellor  for  health  affairs  and 
medical  school  dean,  following  approval  of  the 
Board  of  Trustees  of  State  Institutions  of  Higher 
Learning. 

Appointed  were  Dr.  Arthur  C.  Ellison,  instructor 
in  medicine  (research);  Melissa  Elliot-Griffith,  in- 
structor in  psychiatry  and  human  behavior;  Dr.  Twi- 
la  Massingale,  instructor  in  pediatrics  (psychology); 
Dr.  Jimmy  D.  Miller,  assistant  professor  of  neuro- 
surgery; Dr.  Linda  I.  Ray,  instructor  in  pediatrics; 
and  Dr.  Russell  S.  Tarver,  assistant  professor  of 
medicine. 

Dr.  Ellison,  a 1959  graduate  of  the  University  of 
South  Carolina,  received  the  M.S.  in  1962  from  the 
Medical  College  of  Georgia  and  the  Ph.D.  in  1972 
from  Ole  Miss.  He  earned  a master’s  degree  in 
public  health  in  1983  at  the  Tulane  School  of  Public 
Health.  A former  director  of  pharmacology  for  the 
Alcon  Corporation  in  Fort  Worth,  Texas,  from 
1972-1974,  he  was  assistant  professor  of  ophthal- 
mology and  pharmacology  at  the  University  of 
Texas  Medical  School  and  director  of  ocular  re- 
search at  Veterans  Administration  Hospital  in  Aus- 
tin, Texas.  He  was  associate  professor  of  clinical 
pharmacology  at  King  Saud  University  College  of 
Pharmacy  from  1979-1982. 

Ms.  Griffith  earned  the  B.S.N.  in  1976  at  Missis- 
sippi College  and  the  M.S.N.  in  1985  at  Boston 
University  Graduate  School  of  Nursing.  She  was  a 
staff  nurse  at  Metropolitan  General  Hospital  in 
Nashville,  Tennessee,  and  a visiting  nurse  for  the 
Home  Health  Agency  in  Jackson.  She  was  a com- 
munity health  nurse  for  Operation  Shoestring  in 
Jackson  from  1977-1979,  and  for  the  Cambridge 
Visiting  Nurses  Association  in  Cambridge,  Mas- 
sachusetts, in  1983.  She  also  served  as  a preceptor  at 
Boston  University  in  1984. 

Dr.  Massingale  is  a 1979  graduate  of  Mississippi 
College.  She  received  the  M.A.  in  1983  and  the 
Ph.D.  in  1985  from  the  University  of  Southern  Mis- 
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sissippi.  A former  dietary  supervisor  at  Riley 
Memorial  Hospital  in  Meridian,  she  was  a research 
assistant  in  pediatrics  from  1983-1985  at  the  Medi- 
cal Center  prior  to  her  faculty  appointment. 

Dr.  Miller  earned  the  B.S.  in  1975  at  Ole  Miss  and 
the  M.D.  degree  in  1979  at  the  Medical  Center.  He 
did  his  internship  and  residencies  in  surgery  and 
neurosurgery  at  UMC  in  1980  and  1981. 

Dr.  Ray  received  the  B.S.  in  1978  at  Mississippi 
State  University  and  earned  the  M.D.  degree  in  1982 
at  the  Medical  Center.  She  completed  a residency  in 
pediatrics  at  UMC  prior  to  her  faculty  appointment. 

Dr.  Tarver  attended  Millsaps  College  from  1964- 
1967  and  earned  the  bachelor’s  degree  in  business 
administration  in  1968  at  Ole  Miss.  He  earned  the 
M.D.  in  1976  at  the  Medical  Center,  where  he  com- 
pleted an  internship  and  residency  in  medicine.  He 
was  in  private  practice  since  1980  in  Greenville 
before  coming  to  the  Medical  Center.  He  served  in 
the  U.  S.  Army  from  1968-1970. 
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Counsel  to  Authors 

The  Journal  welcomes  manuscripts  which 
should  be  submitted  to  the  Editors  at  735  River- 
side Drive,  Jackson,  MS  39216,  in  original  and 
at  least  one  duplicate  copy.  They  must  be 
typewritten  double  spaced  on  8'/2  by  11-inch 
white  paper.  Brief  manuscripts  (about  2,500 
words  or  8 pages)  w'ill  be  given  preference 
over  longer  articles. 

The  author  is  responsible  for  all  statements 
made  in  his  work,  including  changes  made  by  the 
manuscript  editor.  Manuscripts  are  received 
w'ith  the  understanding  that  they  are  not  under 
simultaneous  consideration  by  any  other  publi- 
cation and  have  not  been  previously  published. 
All  manuscripts  will  be  acknowledged,  and 
while  those  rejected  are  generally  returned  to  the 
author,  the  Journal  is  not  responsible  in  event 
of  loss.  Manuscripts  accepted  for  publication 
become  the  property  of  the  Journal  and  are 
copyrighted  by  the  association  when  published. 
They  may  not  be  published  elsewhere  without 
written  release  and  permission  from  both  the 
Journal  and  the  author. 

All  copy  must  be  double  spaced,  including 
legends,  footnotes,  and  references.  Generous 
margins  at  the  top,  bottom,  and  on  both  sides  of 
the  page  should  be  allowed.  Each  page  after  the 
title  page  should  be  consecutively  numbered  and 
carry  a running  head  identifying  the  paper  and 
author. 

Titles  should  be  short,  specific,  and  clear. 
Ordinarily,  a title  should  not  exceed  80  charac- 
ters, including  punctuation. 

References  should  be  limited  to  a maximum 
of  10.  If  there  are  more  than  10,  the  references 
will  he  omitted  and  a notation  made  to  write 
the  author  for  a complete  list.  Textbooks,  per- 
sonal communications,  and  unpublished  data 
may  not  be  cited  as  references.  References  must 
include  names  of  authors,  complete  title  cited, 
name  of  journal  or  book  spelled  out  or  ab- 
breviated according  to  the  Index  Medicns,  vol- 
ume number,  first  and  last  page  numbers, 
month,  date  (if  published  more  frequently  than 
monthly),  and  year.  References  should  be  ar- 
ranged according  to  order  listed  in  the  text  and 
must  be  numbered  consecutively. 

Manuscripts  accepted  for  publication  are 
subject  to  copy  editing.  Authors  will  receive 
galley  proof  prior  to  publication.  Galley  proof  is 
only  for  correction  of  errors,  and  text  changes 


may  not  be  made.  The  galley  proof  should  be 
returned  by  the  author  within  48  hours  from 
receipt,  and  no  further  changes  may  be  made. 

Illustrations  consist  of  all  material  which  can- 
not be  set  into  type  such  as  photographs,  line 
drawings,  graphs,  charts,  and  tracings.  Illus- 
trations should  be  submitted  separately  from  text 
copy.  Eigures  and  drawings  should  be  profes- 
sionally prepared  with  black  ink  on  white  paper. 
Photographs  should  be  of  high  resolution,  un- 
mounted, untrimmed,  glossy  prints.  Each  must 
be  clearly  identified.  No  charges  are  made  to 
authors  for  up  to  four  illustration  engravings. 
More  are  not  permitted  unless  voted  on  by  two 
editors  and  extra  costs  must  be  absorbed  by  the 
author. 

Illustrations  must  be  numbered  and  cited  in  the 
text.  Legends,  not  exceeding  40  words  and  pref- 
erably shorter,  must  accompany  each  illustra- 
tion, typed  double  spaced  on  separate  sheets. 
The  following  information  should  appear  on  a 
gummed  label  affixed  to  the  back  of  each  illus- 
tration; Figure  number,  manuscript  title,  au- 
thor’s name,  and  arrow  indicating  top  of  the 
illustration. 

In  photographs  in  which  there  is  any  possibil- 
ity of  personal  identification,  an  acceptable  legal 
release  must  accompany  the  material. 

A thesis  summary  of  75  to  100  words  must 
accompany  each  manuscript. 

Reprints  may  be  obtained  at  cost  plus  shipping 
charges  from  the  association  and  should  be  or- 
dered prior  to  publication.  The  Journal  re- 
serves the  right  to  decline  any  manuscript.  Au- 
thors should  avoid  placing  subheads  in  the  text, 
and  the  Editors  reserve  the  prerogative  of  writing 
and  inserting  subheads  according  to  Journal 
style.  — The  Editors. 

In  addition,  in  view  oiThe  Copyright  Revi- 
sion Act  of  1976,  effective  Jan.  1,  1978, 
transmittal  letters  to  the  editor  should  contain 
the  following  language:  “In  consideration  of 
the  Mississippi  State  Medical  Association’s 
taking  action  in  reviewing  and  editing  my 
submission,  the  author(s)  undersigned  hereby 
transfers,  assigns,  or  otherwise  conveys  all 
copyright  ownership  to  the  MSMA  in  the 
event  that  such  work  is  published  by  the 
MSMA.”  We  regret  that  transmittal  letters 
not  containing  the  foregoing  language  signed 
by  all  authors  of  the  submission  will  necessi- 
tate delay  in  review  of  the  manuscript.  — The 
Editors. 
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Tbday,  our  children  are  computing  basic  math-Tbrnorrow, 
they’ll  be  programming  the  future. 

But  before  they  can  fill  the  computer  screen  with  new 
information,  well  have  to  help  fill  fteir  minds.  With 
ideas.  Information.  Dreams.  With  the  stimulation  only  a first- 
rate  college  education  can  provide. 

But  theyll  need  your  help. 

Because  only  with  your  help  will  colleges  be  able  to  cope 
with  the  high  cost  of  learning. 

Rising  costs  and  shrinking  revenues  are  threatening  the 
ability  of  colleges  to  provide  the  kind  of  education 
tomorrow’s  leaders  vnll  need  to  solve  tomorrow’s  problems. 

So  please  give  generously  to  the  college  of  your  choice. 

You’ll  be  programming  America  for  success  for  years 
to  come. 


Give  to  the  college  of  your  choice. 
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"MINET  gives  me  up-to-date 
medical  information  in  seconds... 


which  means  more  time  for  patient  care." 


Join  a growing  nunnber  of  your  colleagues 
who  are  making  more  productive  use  of 
their  time  by  subscribing  to  MiNEf"  —the 
Medical  Information  Network  developed  by 
GTE  Telenet. 

With  a personal  computer  or  data  terminal 
and  telephone,  you  have  around-the-clock 
access  to  a vast  electronic  library  of  clinical 
and  practice-related  information— from 
your  home,  office,  or  hospital.  Information 
that  could  take  hours  or  even  days  to  track 
down  through  traditional  channels  can  now 
be  retrieved  in  minutes. 

You'll  have  more  time  for  patient  care  when 
you  plug  into  the  large  variety  of  on-line 
American  Medical  Association  databases 
that  include: 

—drug  and  disease  information 
—clinical  abstracts 

—administrative  and  medical-practice 
information 

—Continuing  Medical  Education 
courses 

—Associated  Press  (AP)  medical  news 

With  MiNET's  electronic  mail  service, 
Med/Mail®,  you  can  receive  information 
from  such  sources  as  the  Centers  for 
Disease  Control,  the  Office  of  the  U.S. 
Surgeon  General,  and  the  JFK  Institute. 

In  addition,  MINET  brings  you  PHYCOM®, 
an  advertiser-supported  service  that  links 
you  and  leading  pharmaceutical 
companies. 

For  full  details  on  how  easy  and 
inexpensive  MINET  is, 

DIAL  TOLL  FREE  1-800-682-6415 

or  send  in  the  coupon  below: 

MINET 

GTE  Telenet 

Medical  Information  Network 
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James  Achord  of  UMC  was  guest  speaker  at  the 
University  of  Louisville  School  of  Medicine  in 
Louisville,  Kentucky. 

Orlando  And\  of  UMC  presented  a paper  at  a 
meeting  of  the  Southern  EEC  Society  in  St.  Louis, 
Missouri. 

Will  K.  Austin  of  McConib  has  been  installed  as 
president  of  the  McComb  Rotary  Club. 

W.  O.  Barnett  of  Jackson  spoke  at  a meeting  of 
The  Ostomy  Association  of  Jackson. 

G.  Christopher  Ball  has  associated  with  Ball, 
Pittman,  Lewis,  Banks  and  Beckman  Clinic  for 
Women,  1820  Hospital  Drive  in  Jackson,  for  the 
practice  of  obstetrics  and  gynecology. 

D.  L.  Bolton  and  C.  R.  Searle  of  Picayune 
announce  the  association  of  Eddie  Ulmer  for  the 
practice  of  family  medicine. 


Arthur  Brown  announces  the  opening  of  his  office 
for  the  practice  of  family  medicine  at  401  South 
Chestnut  Street  in  Aberdeen. 

Charles  David  Cesare  has  associated  with 
Woman’s  Clinic  of  Clarksdale  for  the  practice  of 
obstetrics  and  gynecology. 

Mary  Ann  Cowart  of  Meridian  presented  a pro- 
gram on  diagnostic  procedures  during  a meeting  of 
the  East  Central  Council  of  the  Mississippi  Medical 
Record  Association. 

David  Crawford  of  UMC  was  a site  visitor  for  the 
Southwest  Oncology  Group  at  the  University  of 
Kansas  Cancer  Center  in  Kansas  City,  Missouri. 

Jack  D.  Daniel,  Richard  A.  Johnson  and  Ran- 
dolph J.  Ross  (formerly  Hattiesburg  Urology  Clin- 
ic) announce  their  merger  with  Hattiesburg  Clinic, 
P.A.,  415  South  28th  Avenue. 

Edgar  Draper  of  UMC  recently  spoke  to  chaplains 
and  staff  at  St.  Elizabeth  Hospital  in  Washington, 
DC  and  was  a consultant  at  the  Veterans  Administra- 
tion Medical  Center  in  Biloxi. 

J.  B.  Eranklin  announces  the  opening  of  his  prac- 


GOOD  NEWS  FOR  DOCTORS 


A great  way  of  life 


If  you  want  a busy  practice  with  no  office  over- 
head and  little  paperwork,  then  consider  be- 
coming a member  of  the  Air  Force  health  care 
team.  You’ll  find  medicine  can  be  a great  way  of 
life  in  the  Air  Force.  We  can  restore  much  of  the 
satisfaction  to  your  medical  practice  because  we 
emphasize  patient  care  instead  of  paperwork.  We 
even  provide  professional  liability  protection 
under  the  Federal  Tort  Claims  Act  at  no  cost  to 
you.  And  your  income  won’t  stop  should  you 
decide  to  take  your  family  on  vacation.  We  give 
you  30  days  of  vacation  with  pay  each  year. 

We’d  like  to  tell  you  more  — like  how  our  ex- 
cellent compensation  plan  applies  to  you  and  your 
opportunities  for  specialization.  Contact  your 
nearest  Air  Force  medical  recruiter  for  more  good 
news.  We’ll  answer  your  questions  promptly  and 
without  obligation. 

SSgt.  Don  Sanders 
Call  collect  (901)  278-6349 
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tice  of  internal  medicine  in  association  with  Henry 
E.  Wood,  Jr.,  405  Security  Square  in  Gulfport. 

David  M.  Gilder  has  associated  with  The  Street 
Clinic  of  Vicksburg  for  the  practice  of  family  medi- 
cine. 

Armin  Haerer  of  UMC  attended  a meeting  of  the 
Cooperative  Study  of  Extracranial  and  Intracranial 
Bypass  Group  in  Hamilton,  Ontario,  Canada  in  July. 

James  E.  Hall  of  Brookhaven  was  elected  president 
of  the  Mississippi  EENT  Association. 

James  R.  Haltom  has  associated  with  Mississippi 
Allergy  Clinic  at  Gateway  Plaza  in  Biloxi. 

Mary  E.  Hawkins  of  Jackson  announces  the  asso- 
ciation of  Virginia  Anne  Jones  for  the  practice  of 
obstetrics  and  gynecology  at  1037  North  Flowood 
Drive. 

Reed  B.  Hogan  has  associated  with  Gastrointestinal 
Associates,  P.A.,  500-B  East  Woodrow  Wilson  in 
Jackson. 

William  C.  Hopper,  Jr.,  of  Gulfport  served  as  a 
consultant  in  pediatric  orthopaedics  at  the  University 
of  Ecuador  medical  system  in  Quito,  Ecuador,  South 
America  recently. 

Robert  B.  Ireland  of  Clinton  announces  the  asso- 
ciation of  Robert  B.  Ireland,  Jr.  for  the  practice  of 
family  medicine. 

Michael  E.  Jabaley  of  Jackson  recently  was  visit- 
ing professor  in  plastic  surgery  at  Southern  Illinois 
University  in  Springfield,  Illinois. 

John  Jackson  of  UMC  made  a presentation  at  a July 
meeting  of  the  Southern  Genetics  Group  in  Natchez. 

Thomas  E.  Joiner  has  associated  with  South  Cen- 
tral Medical  Clinic,  866  Medical  Plaza  in  Jackson, 
for  the  practice  of  family  medicine. 

Julian  F.  Jones  of  Olive  Branch  recently  received 
Paul  Harris  Fellow  award  by  the  Olive  Branch  Ro- 
tary Club. 

Jack  H.  Kahlstorf  of  Tupelo  recently  participated 
in  Grand  Rounds  of  the  department  of  obstetrics  and 
gynecology  at  University  Medical  Center  in  Jack- 
son. 

William  Carl  Kellum,  Jr.  has  associated  with  the 
Kellum  Clinic,  500  North  Gloster  Street  in  Tupelo, 
for  the  practice  of  gastroenterology  and  internal 
medicine. 

John  E.  Kiley,  retiring  as  professor  of  medicine  at 


UMC,  received  a citation  in  recognition  of  his  ser- 
vice to  the  medical  school  at  commencement  exer- 
cises recently. 

Lynn  Leatherwood  announces  the  opening  of  his 
practice  of  internal  medicine  at  Norwood  Village 
Shopping  Center  in  Gulfport. 

Charles  Kenneth  Lippincott  announces  the  open- 
ing of  his  office  for  the  practice  of  psychiatry  at  609 
Brunson  Drive  in  Tupelo. 

Lawrence  W.  Long  of  Jackson  announces  his  re- 
tirement from  the  practice  of  surgery. 

James  Maher  of  UMC  lectured  at  the  American 
College  of  Surgeons  Cancer  Management  Course  in 
Kansas  City,  Missouri. 

Don  E.  Marascalco  announces  the  opening  of  his 
office  for  the  practice  of  ophthalmology  at  1301  20th 
Avenue  in  Meridian. 

Ramon  McGehee  of  UMC  lectured  at  the  annual 
assembly  of  the  Louisiana  Academy  of  Faculty 
Physicians  in  New  Orleans. 

Frank  J.  Morgan,  Jr.  of  Jackson  was  reelected  to  a 
three-year  term  on  the  FLEX  board  at  the  annual 
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meeting  of  the  Federation  of  State  Medical  Boards 
held  recently  in  Atlanta. 

John  Morrison  of  UMC  was  guest  speaker  at  the 
Florida  Nurses  Association  in  Miami. 

Ann  Myers  announces  the  opening  of  her  office  for 
the  practice  of  rheumatology  and  arthritis  at  348 
Crossgates  Boulevard.  Brandon. 

Norman  Nelson  was  guest  speaker  at  a meeting  of 
the  Prairie  Medical  Society  in  Columbus. 

Charles  O'Mara  of  Jackson  was  inducted  into  the 
International  Society  for  Cardiovascular  Surgery  at 
its  annual  meeting  in  Baltimore,  Maryland. 

William  L.  Pace  and  E.  Linwood  Shannon  of 
Hattiesburg  announce  the  association  of  Kim  A. 
Hardey  for  the  practice  of  obstetrics  and  gynecolo- 
gy- 

Judith  G.  Parker  of  Brandon  announces  the  asso- 
ciation of  Dennis  W.  Rowlen  for  the  practice  of 
pediatrics. 

Richard  C.  Randolph  announces  the  opening  of 
his  office  for  the  practice  of  family  medicine  at 
Crossgates  Plaza  in  Brandon. 

James  Stephen  Rawson  announces  the  opening  of 
his  office  for  the  practice  of  gastroenterology  at  2520 
5th  Street  North  in  Columbus. 

Michel  Rivlin  of  UMC  presented  papers  at  the 
Royal  College  of  Surgeons  of  Edinburgh  in  Deau- 
ville, France,  and  at  the  American  and  European 
Views  on  Critical  Care  in  Cannes,  France. 

John  P.  Schilling  has  associated  with  Gamble 
Brothers  and  Archer  Clinic  in  Greenville  for  the 
practice  of  obstetrics  and  gynecology. 

Clifford  A.  Seyler  of  Pascagoula  received  an 
award  from  the  Mississippi  Federation  and  General 
Federation  of  Women’s  Clubs  for  his  service  to 
young  people  through  his  work  with  CANDY 
(Citizens  Against  Needless  Death  in  Youth). 

John  R.  Shell  of  Vicksburg  recently  was  elected 
president  of  the  Board  of  Medical  Licensure.  Other 
officers  are  Gilbert  R.  Mason  of  Biloxi,  vice  presi- 
dent, and  W.  W.  W alley  of  Waynesboro,  secre- 
tary. 


Gordon  W.  Sluis  of  Vicksburg  was  guest  speaker 
on  behalf  of  the  American  Heart  Association  at  the 
Mississippi  College  Preschool  Teachers  Workshop 
in  Clinton. 

Donald  K.  Smith  announces  the  opening  of  his 
practice  of  general  medicine  at  1 19  Robertson  Drive 
in  Okolona. 

David  F.  Sonego  announces  the  opening  of  his 
practice  of  adult  and  adolescent  psychiatry  at  422 
Security  Square  in  Gulfport. 

Bevan  Steadman  of  UMC  was  consultant  on  edu- 
cational programs  for  the  University  of  Nevada 
School  of  Medicine  in  Reno. 

Edwin  P.  Sudduth  of  Jackson  announces  the  asso- 
ciation of  Timothy  M.  Wright  for  the  practice  of 
internal  medicine  at  971  Lakeland  Drive,  Suite  425. 

C.  D.  Taylor  of  Pass  Christian  recently  was  named 
Family  Physician  of  the  Year  by  the  Mississippi 
Academy  of  Family  Physicians. 

Plez  Tinsley,  Jr.  of  Meridian  was  guest  speaker  at 
the  World  Congress  of  Otolaryngology  and  at  the 
American  Academy  of  Facial  Plastic  and  Recon- 
structive Surgery  meetings  in  Miami,  Florida. 

Lamar  Weems  of  Jackson  was  installed  as  president 
of  the  National  Kidney  Foundation  of  Mississippi  at 
the  group’s  annual  meeting  recently  in  Jackson. 

Dayton  E.  Whites,  Thomas  R.  Shaw,  and 
Raymond  E.  Tipton,  Sr.  of  Lucedale  announce  the 
association  of  John  H.  Bearry  for  the  general  prac- 
tice of  medicine. 

George  E.  Wilkerson  of  Hattiesburg  announces 
the  association  of  Dave  Roberts  for  the  practice  of 
neurology  at  710  South  28th  Avenue. 

Homer  H. Williams  announces  the  opening  of  his 
office  for  the  practice  of  family  medicine  at  601 
North  West  Avenue  in  Durant. 

James  P.  Wilson  has  associated  with  John  D. 
McEachin,  William  B.  Simmons  and  V.  David 
Savell,  Jr.  for  the  practice  of  general  pediatrics, 
adolescent  medicine  and  neonatology  at  2115  14th 
Street  in  Meridian. 

Ronald  E.  Woodall  announces  the  opening  of  his 
practice  of  internal  medicine  and  cardiovascular  dis- 
ease at  Koskan  and  Koskan  Medical  Complex  in  Bay 
St.  Louis. 
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Boyer,  R.  Michael,  Gulfport.  Born  Pontotoc,  MI, 
Jan.  27,  1953;  D.O.,  Chicago  College  of 
Osteopathic  Medicine,  Chicago,  IL,  1978;  interned 
Pontiac  Osteopathic  Hospital,  Pontiac,  MI,  one 
year;  anesthesiology  residency,  Botsford  General 
Hospital,  Farmington  Hills,  MI,  1982-84;  elected  by 
Coast  Counties  Medical  Society. 

Childers,  James,  Pass  Christian.  Bom  Regina, 
KY,  Aug.  31,  1924;  M.D.,  University  of  Louisville 
School  of  Medicine,  Louisville,  KY,  1954;  interned 
Louisville  General  Hospital  and  St.  Joseph  Infir- 
mary, Louisville,  one  year;  general  surgery  residen- 
cy one  year,  St.  Joseph  Infirmary,  Louisville,  and 
ob-gyn  residency  1956-59;  elected  by  Coast  Coun- 
ties Medical  Society. 

Dowell,  William  Wade,  Indianola.  Born  Green- 
ville, MS,  Aug.  2,  1956;  M.D.,  University  of  Mis- 
sissippi School  of  Medicine,  Jackson  1982;  interned 
and  family  practice  residency.  University  Medical 
Center,  Jackson,  1982-85;  elected  by  Delta  Medical 
Society. 

Hotchkiss,  Robert  Lee,  Gulfport.  Born  Wichita, 
KS,  July  4,  1945;  M.D.,  University  of  Arkansas 
School  of  Medicine,  Little  Rock,  1970;  interned 
Hillcrest  Medical  Center,  Tulsa,  OK,  one  year; 
psychiatry  residency.  University  of  Arkansas,  Little 
Rock,  1974-75;  elected  by  Coast  Counties  Medical 
Society. 

Leatherwood,  Lynn  Earl,  Long  Beach.  Born 
Birmingham,  AL,  April  18,  1954;  M.D. , University 
of  South  Alabama  College  of  Medicine,  Mobile, 
1980;  interned  and  internal  medicine  residency.  Uni- 
versity of  South  Alabama  Medical  Center,  Mobile, 
1980-85;  elected  by  Coast  Counties  Medical  Socie- 
ty- 

Marascalco,  Don  Edward,  Meridian.  Born  New 
Orleans,  Nov.  16,  1949;  M.D.,  University  of  Mis- 
sissippi School  of  Medicine,  Jackson,  1981;  in- 
terned and  ophthalmology  residency.  University 
Medical  Center,  Jackson,  MS,  1981-85;  elected  by 
East  Mississippi  Medical  Society. 

Moore,  Joe  Keith,  Oxford.  Born  Meridian,  MS 
June  12,  1954;  M.D.,  University  of  Mississippi 
School  of  Medicine,  Jackson,  1979;  interned  and 
orthopedic  surgery.  University  Medical  Center, 


Jackson,  MS,  1979-84;  elected  by  North  Mississippi 
Medical  Society. 

Norsworthy,  Thomas  Philip,  Indianola.  Born 
Laurel,  MS,  Nov.  11,  1956;  M.D.,  University  of 
Mississippi  School  of  Medicine,  Jackson,  1982;  in- 
terned and  family  practice  residency  University 
Medical  Center,  Jackson,  MS,  1982-85;  elected  by 
Delta  Medical  Society. 

Rawson,  James  Stephen,  Columbus.  Born  Stark- 
ville,  MS,  Eeb.  14,  1954;  M.D. , University  of  Mis- 
sissippi School  of  Medicine,  Jackson,  1980;  in- 
terned, family  practice  residency  and  gastroenterol- 
ogy fellowship.  University  Medical  Center,  Jack- 
son,  MS,  1980-85;  elected  by  Prairie  Medical  Socie- 
ty- 

Stennett,  Jerry  Leon,  Columbus.  Born  Hatties- 
burg, MS,  June  12,  1951;  M.D.,  University  of  Mis- 
sissippi School  of  Medicine,  Jackson,  1976;  in- 
terned and  general  surgery  residency,  LSU  Medical 
Center,  Shreveport,  LA,  1978-83;  elected  by  Prairie 
Medical  Society. 

SucHER,  John  David,  Ocean  Springs.  Born 
Rochester,  NY,  July  20,  1954;  M.D.,  State  Uni- 
versity of  New  York  at  Buffalo  School  of  Medicine, 
1980;  interned  and  anesthesiology  residency,  Wil- 
ford  Hall  USAE  Medical  Center,  San  Antonio,  TX, 
1980-83;  elected  by  Singing  River  Medical  Society. 

Yamcharern,  Twatchai,  Jackson.  Bom  Thail- 
land,  Eeb.  3,  1947;  M.D.,  Siriraj  Medical  School. 
Mahidol  University,  Bangkok,  Thailand,  1970;  in- 
terned South  Side  Hospital,  Pittsburgh;  PA,  one 
year;  general  surgery  residency,  Methodist  Hospital, 
Brooklyn,  NY,  1972-76;  plastic  surgery  residency. 
University  Medical  Center,  Jackson,  MS,  1982-84; 
elected  by  Central  Medical  Society. 


DEATHS 


Santangelo,  Anthony  J.,  Meridian.  Born  Gretna. 
LA,  June  30,  1909;  M.D.,  Royal  University  of 
Rome,  Italy,  1942;  interned  one  year  in  Rome  and 
one  year  Charity  Hospital,  New  Orleans,  1945-46; 
psychiatry  residency.  University  Medical  Center. 
Jackson,  MS,  1957-60;  died  July  4,  1985,  age  76. 
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PHYSICIANS  NEEDED 


PLACEMENT  SERVICE 


Physicians  (especially  specialists  such  as 
ophthalmologists,  pediatricians,  orthopedists, 
neurologists,  etc.)  interested  in  performing 
consultative  evaluations  (according  to  Social 
Security  guidelines)  should  contact  the  Medi- 
cal Relations  Office.  WATS  1-800-962-2330, 
e.xtensions  2276,  2275,  or  2190;  Jackson,  922- 
6811.  extensions  2276,  2275,  or  2190. 

The  Mississippi  Disability  Determination 
Services  now  has  a program  available  for 
medical  society  meetings  and  hospital  staff 
meetings.  The  purpose  of  this  program  is  to 
explain  how  the  disability  determination  pro- 
cess works,  its  historical  background,  its  basis 
in  legality  and  its  documentation  requirements. 
Any  group  interested  in  this  presentation 
should  also  contact  the  Medical  Relations 
Office. 


MISSISSIPPI 

EMERGENCY  MEDICINE 
OPPORTUNITIES 

Work  the  hours  you  choose  at  the  location 
of  your  choice. 

Part-time  emergency  medicine  opportuni- 
ties are  immediately  available  in  MISSISSIP- 
PI. You  will  receive  a guaranteed  competi- 
tive income  and  be  fully  protected  by  the 
highest  occurrence  malpractice  coverage 
offered  in  the  industry  today. 

For  more  details  contact: 

SEAN  MCDERMOTT 
SPECTRUM  EMERGENCY  CARE,  INC. 

P.  O.  BOX  27352 
ST.  LOUIS,  MO  63141 
314-878-2280 
1-800-325-3982  (toll  free) 


Physicians  Wanted 

Consulting  Physicians.  Board  eligible  orthopedic 
and  psychiatric  consultants  needed  25-30  hours  per 
week  for  evaluation  of  Social  Security  disability 
claims.  Positions  available  immediately.  For  addi- 
tional information,  please  call  Deborah  Warriner, 
Medical  Staff  Coordinator,  Disability  Determina- 
tion Services,  (601)  923-2153. 

PHYSICIANS:  OB-GYN’s/General  Surgeons/In- 
temal  Medicine.  Practice  opportunities  available  in 
southeastern  U.S.  Growing,  progressive  practices. 
Cross  coverage  available.  Must  be  Board  Eligible. 
Generous  practice  incentives.  Send  C.V.  to:  Profes- 
sional Relations,  16633  Ventura  Blvd.,  P.O.  Box 
1800,  Encino,  CA  91436  or  call  (818)  990-2000. 

Mississippi,  Positions  Available.  Immediate/full- 
time positions  available  with  well-established, 
growing  emergency  medical  group  staffing  hospital 
emergency  departments  on  a 24  hour  basis  and  clin- 
ics providing  continual  medical  care  in  Central  and 
South  Mississippi.  Prefer  residency-trained  or  ex- 
perienced physicians  with  specialties  in  any  of  the 
following  areas:  emergency,  family  practice,  inter- 
nal, and  industrial  or  occupational  medicine  in- 
terested in  a career  commitment.  Attractive  salary 
and  benefit  package.  Career  advancement.  MEA, 
P.A.  is  a physician  owned  and  managed  medical 
group  committed  to  the  financial  security  and  per- 
sonal development  of  each  physician  member.  For 
information  contact:  James  L.  Heflin,  Ph.D.,  1755 
Delia  Drive,  Suite  100,  Jackson,  MS.  39216-4883  or 
call  (601)  366-6503. 

Emergency  Physicians  Wanted.  Part-time  and 
full-time  positions.  Columbus,  MS.  Call  (601)  328- 
8385. 

Needed  Immediately.  Family  practice  physician 
for  a physician  clinic  in  south  central  Mississippi; 
good  salary  and  incentives;  excellent  fringe  benefits 
and  working  conditions.  Inquiries  confidential.  Re- 
ply to  Box  M,  Journal  MSMA,  P.O.  Box  5229, 
Jackson,  MS  39216. 
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Physicians  Available 

Family  Practice.  1981  UMC  graduate,  residency 
trained,  board  certified;  interested  in  partnership  or 
group  experience,  primarily  in  Mississippi.  Reply 
to:  1822  Laurel  Street,  Jackson,  MS  39202  (601) 
352-6629. 


Anesthesiologist.  B.C.  university-trained;  20 
years  experience;  proficient  in  all  types  of  anesthe- 
sia; excellent  credentials;  Reply  4110-A,  Chico 
Road,  Pascagoula,  MS  39567. 


UMC  Graduate  completing  residency  in  family 
practice  in  1986  seeks  small  community  practice  in 
association  with  one  or  more  physicians.  Informa- 
tion on  potential  practice  locations  should  be  sent  to 
Box  A,  c/o  Journal  MSMA,  P.O.  Box  5229,  Jack- 
son,  MS  39216. 


CLASSIFIED 


Old  Books.  Have  retired,  have  small  collection 
(100  + ) of  miscellaneous  medical  and  surgical 
books,  primarily  late  1800s,  early  1900s;  some  very 
good  condition,  few  others  poor,  some  unique 
topics.  J.  R.  Mullens,  Jr.,  M.D.,  1 1 Highland  Park, 
West  Point,  MS  39773;  (601)  494-5517. 


Fronting  Lakeland  Drive  — Prime  space  for  doc- 
tors; 2,000  sq.  ft.  already  set  for  clinic  use.  Near 
River  Oaks  and  Woman’s  Hospital.  River  Oaks 
Office  Plaza.  Contact;  Jessica  Ponder  939-6773 
(office)  or  939-3193  (home). 
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A Sign  of  the  Times? 


In  1983,  22  physician-owned  professional 
liability  insurance  companies  were  forced  to 
raise  their  premiums  an  average  of  17  percent. 
At  that  rate,  high-risk  insurance  coverage  that 
cost  $63,000  in  1983  could  top  $300,000  in  just 
ten  years. 

These  costs  are  leading  to  an  affordability 
crisis  which  affects  everyone.  Physicians  are 
concerned  about  rising  premiums,  exorbitant 
awards  and  continued  insurance  availability. 
Patients  pay  the  price  in  increased  costs  and 
limited  access  to  care. 

Liability  problems  exact  a high  toll  on  physi- 
cians — in  time  and  money,  and  even  on  their 
health.  Some  have  been  forced  into  early  retire- 
ment; others  have  modified  their  practices  to 
avoid  high-risk  procedures. 

There  is  help.  The  American  Medical  Asso- 
ciation's Special  Task  Force  on  Professional 
Liability  and  Insurance  has  developed  an  ambi- 
tious plan  of  action  to  respond  to  the  crisis. This 
includes  reviewing  tort  reform,  working  with 
the  nation's  policymakers  to  address  the  issue. 


promoting  state  coalitions  to  deal  with  the 
problem,  distributing  patient  information 
materials  and  instructing  physicians  on  how  to 
avoid  lawsuits. 

If  you  want  something  done  about  the  pro- 
fessional liability  problem,  become  part  of  the 
solution:  join  the  AMA. 

For  more  information  about  membership,  call  toll-free 
800/621-8335  (in  Illinois,  call  collect  312/645-4783),  or  return  this 
coupon  to: 


The  American  Medical 
Association 

Division  of  Membership 
535  North  Dearborn,  Chicago,  Illinois  60610 

□ Please  send  me  AMA  membership  information. 

I am  a member  of  my  county  medical  society. 

Name 

Street 

City State Zip 

County 


EXCERPTS  FROM  A SYMPOSIUM 
'THE  TREATMENT  OF  SLEEP  DISORDERS"® 

ii  . . highly  effective 
for  both  sleep  induction  and 
sleep  maintenance  ff 

Sleep  Laboratory  Investigator 
Pennsylvania 


••  . . onset  of  action  is 
rapid. . . provides  sleep  with 
no  rebound  effect  to  agitate  the 
patient  the  following  day  A A 


Psychiatrist 

California 


. . appears  to  have 
the  best  safely  record  of  any 
of  the  benzodiazepines  ff 


Psychiatrist 

California 


After  15  years,  the  experts  still  concur  about  the 
continuing  value  ot  Dolmone  (flurozepam  HCI/ 
Roche).  It  provides  sleep  that  satisfies  patients. . . 
and  the  wide  margin  ot  safety  that  satisfies  you. 

The  recommended  dose  in  elderly  or  debilitated 
patients  is  15  mg.  Contraindicated  in  pregnancy 


DALMANE 

flurazepam  HCI/Roche  ® 

sleep  that  satisfies 


library 

OCT  11 1985 


15-mg/30-mg 

capsules 


NEW  YORK  ACADEMY 

OE  MEDICINE 


References:  1.  Kales  J,  etal  Clin  Pharmacol  Ther  12  69)- 
697  Jul-Aug  1971  2.  Kales  A,  etal  Clin  Pharmacol  Ther 
/8  356-363,  Sep  1975  3,  Kales  A,  elal  Clin  Pharmacol 
Ther  /9  576-583,  May  1976  4.  Kales  A,  etal  ChnPhorma- 
ccl  Ther  32  781 -7 88.  Dec  1982  5.  Frost  JO  Jr  DeLucchi 
MR  J Am  Geriatr  Sac  27  Dec  1979  6.  Dement 

WC,  etal  BehavMed,  pp  25-31,  Oct  1978  7,  Kales  A, 

Koles  JD  J Clin  Psychopharmacol  3. 140-150,  Apr  1983 
8.  Tennant  FS,  etal.  Symposium  on  the  Treatment  of  Sleep 
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DALMANE’ 

tlurazepam  HCI/Roche 


Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications:  Effective  in  all  types  of  insomnia  characterized 
by  difficulty  in  falling  asleep,  frequent  nocturnal  awakenings 
and/or  early  morning  awakening,  in  patients  with  recurring 
insomnia  or  poor  sleeping  habits,  in  acute  or  chronic  medical 
situations  requiring  restful  sleep  Objective  sleep  laboratory 
data  have  shown  effectiveness  for  at  least  28  consecutive 
nights  of  administration  Since  insomnia  is  often  transient 
and  intermittent,  prolonged  administration  is  generally  not 
necessary  or  recommended  Repeated  therapy  should  only 
be  undertoken  with  appropriate  patient  evaluation 
Contraindications:  Known  hypersensitivity  to  flurazepam  HCI, 
pregnancy  Benzodiazepines  may  cause  fetal  damage  when 
administered  during  pregnancy  Several  studies  suggest  an 
increased  risk  of  congenital  malformations  associated  with 
benzodiazepine  use  during  the  first  trimester  Warn  patients 
of  the  potential  risks  to  the  fetus  should  the  possibility  of  be- 
coming pregnant  exist  while  receiving  flurazepam  Instruct 
patients  to  discontinue  drug  prior  to  becoming  pregnant  Con- 
sider the  possibility  of  pregnancy  prior  to  instituting  therapy 
Warnings:  Caution  patients  about  possible  combined  effects 
with  alcohol  and  other  CNS  depressants  An  additive  effect 
may  occur  if  alcohol  is  consumed  the  day  following  use  for 
nighttime  sedation  This  potential  may  exist  for  several  days 
following  discontinuation  Caution  against  hazardous  occu- 
pations requiring  complete  mental  alertness  (e  g , operating 
machinery,  driving)  Potential  impairment  of  performance  of 
such  activities  may  occur  the  day  following  ingestion  Not 
recommended  for  use  in  persons  under  15  years  of  age 
Withdrawal  symptoms  rarely  reported,  abrupt  discontinuation 
should  be  avoided  with  gradual  tapering  of  dosage  for  those 
patients  on  medication  for  a prolonged  period  of  time  Use 
caution  in  administering  to  addiction-prone  individuols  or 
those  who  might  increase  dosage 
Precautions:  In  elderly  and  debilitated  patients,  it  is  recom- 
mended that  the  dosage  be  limited  to  15  mg  to  reduce  risk  of 
oversedotion,  dizziness,  confusion  and/or  ataxia  Consider 
potential  additive  effects  with  other  hypnotics  or  CNS  depres- 
sants Employ  usual  precautions  in  severely  depressed 
patients,  or  in  those  with  latent  depression  or  suicidal  tenden- 
cies, or  in  those  with  Impaired  renal  or  hepotic  function 
Adverse  Reactions:  Dizziness,  drowsiness,  lightheadedness. 
staggering,  ataxia  and  falling  have  occurred,  parficularly  in 
elderly  or  debilifoted  patients  Severe  sedation,  lethargy,  dis- 
orientation and  coma,  probably  indicative  of  drug  intolerance 
or  overdosage,  have  been  reported  Also  reported  headache, 
heartburn,  upset  stomach,  nausea,  vomiting,  diarrhea,  con- 
stipation, Gl  pain,  nervousness,  talkativeness,  apprehension, 
irritability  weakness,  palpitotions,  chest  pains,  body  and  joint 
pains  and  GU  complaints.  There  have  also  been  rare  occur- 
rences of  leukopenia,  granulocytopenia,  sweating,  flushes, 
difficulty  in  focusing,  blurred  vision,  burning  eyes,  faintness, 
hypotension,  shortness  of  breath,  pruritus,  skin  rash,  dry 
mouth,  bitter  taste,  excessive  salivation,  anorexia,  euphoria, 
depression,  slurred  speech,  confusion,  restlessness,  halluci- 
nations, and  elevated  SGOT,  SGPT,  total  and  direct  bilirubins, 
and  alkaline  phosphatase,  and  paradoxical  reactions,  e g , 
excitement,  stimulation  and  hyperactivity 
Dosage:  Individualize  for  maximum  beneficial  effect  Adults 
30  mg  usual  dosage,  15  mg  may  suffice  in  some  patients 
Elderly  or  debilitated  patients  15  mg  recommended  initially 
until  response  is  determined 

Supplied:  Capsules  containing  1 5 mg  or  30  mg  tlurazepam 
HCI 


Roche  Products  Inc 
Manafi,  Puerto  Rico  00701 


1 FOR  SLEEP 


After  more  than  1 5 years  of  use,  ifs  # 1 for  sleep  that  satisfies. 

Patients  are  satisfied  because  they  fall  asleep  fast  and  stay 
asleep  till  morning.  ^ ® And  you're  satisfied  by  the  exceptionally 
wide  margin  of  safefy.^-®  As  always,  caution  patients  about 
driving  or  drinking  alcohol. 

Please  see  references  and  summary  of  product  information  on  reverse  side 


flurazepam  HCI/Roche  (£ 

sleep  that  satisfies 


Copyright  © 1985  by  Roche  Products  Inc  All  rights  reserved 


N.Y.  ACADEMY  OF  NED 
2EAST  1 03RD  ST 

MEW  YORK  MY  10029-5293 


October  1 985 


^of  the  I 


IPPI 

State  Medical  Association 


The  Malpractice  Situation 


Historical  Background 


You’re 

a Professional. 

You  need  Professional 
Health  Insurance 
Coverage. 


MSNA 

Benefit  Flan  and  Trust 


MSMA  Benefit  Plan  and  Trust  is 
a superior  insurance  program  which 
fulfills  the  quality  of  coverage  and 
affordability  that  everyone  wants. 

Sponsored  by  the  Mississippi 
State  Medical  Association,  the 
MSMA  Benefit  Plan  and  Trust  offers 
life  and  health  benefits  to  physician 
members  of  MSMA,their  employees 
^nd  families. 


• $1,000,000  lifetime  benefits. 

• Life  Coverage  up  to  $50,000. 

• Broad  benefits  with  fair  and 
equitable  rates. 

• Management  by  and  for 
physicians. 

• Non-profit  and  administered 
at  lowest  possible  cost. 


For  Complete  Description  of  Benefits  Write: 

MSMA  Benefit  Plan  and  Trust 
P.O.Box  55509 
Jackson,  MS  39216 
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“When  I realized  my  chances  of 
becoming  disabled  by  age  65 
were  three  times  greater  than  the 
chances  of  death  . . . 

I compared  disability  insurance 
plans.  And  I decided  that  my 
MSMA-endorsed  disability  in- 
surance plan 

SERVES  ME  BEST! 

It’s  not  group  insurance,  but  an 
individually-owned  policy 
which  is  non-cancellable  and 
guaranteed  renewable, 


If  you’re  a member  of  the  Mississippi  State  Medical  Association  you  may  be 
eligible  for  this  outstanding  professional  disability  plan  at  discounted  pre- 


miums. 


• Non-cancellable,  guaranteed  renewable 

• Medical  specialty  protection 

• Presumptive  loss  provision 

• Indexing  of  prior  earnings 

• Waiver  of  premium 


• Cost  of  living  rider 

• Future  disability  insurance  option 

• Lifetime  accident  and  sickness  rider 

• Total  and  residual  disability  protection 


Offered  by  Paul  Revere  Insurance  Company  to  MSMA  members  through  its 
exclusive  representatives,  Professional  Disability  Specialists. 

Jon  B.  Wimbish,  Disability  Specialist 


1501  Lakeland  Drive,  Suite  200  Jackson,  MS  39216  Telephone  362-9800 


October  1985 


Dear  Doctor: 

Professional  liability  premiums  increased  by  44.8%  In  the  last  two  years, 
according  to  the  AMA  Task  Force  on  Professional  Liability.  Even  in  low 
risk  specialties,  premium  increases  have  been  dramatic.  General  practi- 
tioners and  physicians  practicing  internal  medicine  have  experienced 
premium  Increases  of  31.4%  and  32.4%,  respectively,  since  1982. 

Premium  costs  for  many  highly  specialized  physicians  now 
approach  one-third  of  their  gross  Incomes,  driving  some  out  of 
practice  and  forcing  others  to  provide  fewer  high  risk  services. 

Last  year,  the  average  ob-gyn  paid  $18,800  on  premiums.  For  all 
physicians,  premiums  averaged  $8,400. 

Lawyers  are  experiencing  a malpractice  "crisis"  of  their  own,  according  to 
articles  in  two  national  law  publications  which  describe  300%  rate  in- 
creases that  lawyers’  liability  carriers  are  passing  on  to  their  insureds. 
Even  with  the  increase,  lawyers’  malpractice  insurance  premiums  will 
average  only  about  $1,200  per  lawyer.  "High  risk"  practices  include 
securities  and  real  estate,  patent,  and  entertainment  specialties 
Personal  Injury  lawyers  are  also  at  high  risk.  Among  reasons  for  suits 
are  failing  to  recover  in  personal  injury  cases,  advising  clients  not  to 
sue,  failing  to  file  suit  before  the  statute  of  limitations  runs  out,  bad 
advice  on  tax  shelters,  failure  to  research  titles  to  real  estate,  and 
alleged  conflicts  of  interest. 

Recent  statistics  reveal  that  680  Mississippians  died  in  motor  vehicle 
accidents  in  1984.  Some  15,573  injuries  were  recorded.  Significantly, 
only  one  percent  of  those  who  died  were  wearing  seat  belts.  Currently, 
seat  belt  usage  in  this  state  is  estimated  at  about  10%.  Usage  rates 
average  15%  in  most  states  without  a mandatory  seat  belt  law.  Physicians 
are  encouraged  to  continue  advising  patients  to  use  this  simple  means  of 
reducing  lifestyle  risk  of  death  and  injury,  and  to  set  a good  example 
themselves  by  "buckling  up." 


Sincerely, 


Patsy  Silver 
Managing  Editor 


Fora 

Nuclear  Cardiology 
Consultation, 
Call  a Specialist. 

MIST. 


IN  ALABAMA 

1-800-292-65( 

OUTSIDE  ALABAMA 

1-800-452-98( 


The  University  of  Alabama  Medical  Center 


The  Division  of  Nuclear  Medicine  has  a special  nuclear 
cardiology  program  for  performing  a complete  range  of 
cardiac  scintigraphy  with  comprehensive  computer 
processing. 

The  Division  performs  all  the  traditional  as  well  as 
the  newest  diagnostic  techniques  in  the  area  of  nuclear 
cardiology.  Specialty  services  include; 

■ Myocardial  Perfusion  Evaluation  with  Thallium 
201,  including  stress  studies  (G.X.T.),  drug 
studies  and  comprehensive  quantitative  studies 
to  compare  new  patients  to  UAB  nuclear  cardiology 
data. 

■ Radionuclide  Ventricular  Function  Testing 
including  resting  and  exercise  studies  and 
evaluation  of  global  and  regional  ejection 
fraction.  These  tests  are  particularly  useful  in 
coronary  disease,  valvular  heart  disease  and 
primary  myocardial  disease. 

All  studies  are  useful  in  cardiac  rehabilitation  programs. 

The  Division  maintains  the  only  tomography  camera  in 
the  state,  a Baird  multi-crystal  camera,  and  a fully- 
equipped  nuclear  cardiology  stress  laboratory. 

The  Division  is  one  of  60  departments,  divisions  and 
centers  of  the  University  of  Alabama  Medical  Center 
accessible  to  you  through  the  Medical  Information  Service 
via  Telephone  (MIST). 

The  Division  of  Nuclear  Medicine  welcomes  physician 
inquiries.  Telephone  MIST  to  speak  with  a physician,  to 
consult  about  a patient,  to  refer  a patient,  or  to  request  a 
patient  transfer  via  the  Critical  Care  Transport  Service. 


MIST 

Medical  Information  Service  vialelephone 

■ University  of  Alabama  Hospitals 

University  of  Alabama  at  Birmingham 
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You  l<uow  it's  not  your 
everyday  patient  problem. 
Alcoholism  is  far  different 
from  most  other  diseases. 
Patients  try  to  hide  it  from 
you.  They  resist  treatment 
They  deny  they  have  the 
disease  at  all. 

Such  a complex  physical 
and  emotional  problem 
usually  requires  extensive 
evaluation.  And  interven- 


tion counseling  is  frequently 
needed. 

If  you  are  a specialist  in 
addiction  treatment,  you're 
equipped  to  deal  with  these 
problems.  If  not,  consider 
Brookwood  Recovery  Cen- 
ter as  your  specialist  and 
partner  in  the  treatment  of 
alcoholism  and  drug  abuse. 
We're  a specialized  facility 
staffed  to  serve  both  your 


patient  and  patient's  family. 
Our  nation^y  recognized 
treatment  pro^ams  have 
given  us  one  of  the  best  re- 
covery rates  in  the  country. 
And  once  recovered,  your 
patients  and  their  farndies 
return  to  being  the  kind  of 
patients  that  let  you  help 
them  once  again. 

For  further  information  on 
how  a Brookwood  Recovery 


Center  can  help  you  effec- 
tively treat  this  problem, 
call  our  treatment  center  in 
Jackson  at  601/373-3355,  or 
1-800-237-2122  in  the  State 


of  Mississippi,  anytime, 
day  or  night. 


Broocwood 
Recovery  Centers 

A health  care  service  of 
American  Medical  International 


School  Attendance 
For  AIDS  Students 


Jackson,  MS  - At  press  time  the  state  Board  of 
Education  was  to  meet  with  state  health  officials 
to  consider  establishing  a statewide  policy  on 
allowing  students  with  AIDS  to  attend  school.  Mississippi  currently  has  one 
child  with  AIDS,  Michael  Felton  of  Cleveland,  a hemophiliac.  The  ninth- 
grader  has  been  participating  in  a home  study  program,  but  his  doctors  say  his 
condition  has  improved  to  the  point  where  he  could  go  to  school. 


HCFA  Will  Consider  Chicago,  IL  - Harvard  University  will  develop  a 

RVS  for  Medicare  relative  value  scale  for  physicians'  services, 

under  a contract  with  HCFA.  The  AMA  is  a sub- 
contractor under  the  proposal,  and  will  provide  advice  on  the  project’s 
overall  objectives,  directions  and  research  methodology.  The  AMA  also  will 
analyze  and  tabulate  physicians’  practice  costs.  AMA  will  seek  the  aid  of 
national  medical  specialty  societies  in  obtaining  data. 


Medical  Care  Prices  Chicago,  IL  - Medical  care  prices  will  rise  at  a 

See  Slight  Increase  slightly  higher  rate  than  in  1984,  predicted  the 

Center  for  Health  Policy  Research.  The  medical 
care  component  of  the  CPI  increased  6.9%  by  July  of  this  year,  compared  with 
the  6.7%  increase  at  that  time  last  year.  Medical  care  inflation  is  outpacing 
the  overall  inflation  rate  of  4.0%.  The  center  attributed  the  increase  to 
an  apparent  rise  in  health  insurance  premiums. 


Consumer  Information  Chicago,  IL  - AMA’s  consumer  book  division 

Books  Available  reminds  that  there  are  two  new  peer-reviewed 

volumes  physicians  may  want  to  recommend  to 
patients.  They  are  the  AMA  Guide  to  Better  Sleep  and  the  AMA  Guide  to  Health 
and  Well-Being  After  50.  Both  are  available  at  bookstores  for  $8.95.  The 
AMA  Home  Health  Library  is  designed  to  provide  the  public  with  authoritative 
and  easily  understandable  information. 


Third  Party  Pa3rments  Chicago,  IL  - Medicare  and  Blue  Cross/Blue 

And  MD  Incomes  Shield  account  for  22.7%  and  21.2%  of  physician 

incomes,  respectively,  according  to  the  Socio- 
economic Monitoring  System.  Others  are  private  insurance  (20.5%),  Medicaid 
(9.3%),  and  HMOs/IPAs  (6.1%).  Largest  percentage  of  Income  by  specialty  was: 
hospital  based  specialists  - Medicare  (30%)  and  BC/BS  (26.9%);  surgical  - 
private  insurance  (24.7%);  medical  - Medicaid  (11.2%)  and  HMOs/lPAs  (7.4%). 


Income  Protection 

$30,000* 


Tax  Free  Each  Year  When  You  Are  Disabled 

• Broad  Disability  Definitions. 

• Residual  Disability  Benefits  paid  when  you  continue  to 
suffer  income  loss  upon  return  to  work. 

• Inflation  Protection  Rider  helps  replace  buying  power  of 
your  benefit  lost  to  inflation. 

• Choice  of  Benefit  Period. 

• Choice  of  Waiting  Period. 

• Underwritten  by  INIV 

. . . Founded  in  1792,  Insurance  Company  of  North  America  is 
one  of  the  oldest  and  strongest  insurance  companies  in  the 
United  States. 

* Based  on  $2,500  Monthly  Benefits 


Insurance  With  Innovation 

For  Complete  Information  Contact: 


Thomas 


GROUP  INSURANCE  ADMINISTRATORS 

P.O.  Box  5048  • Suite  365  Woodland  Hills  Building  • 3000  Old  Canton  Road  • Jackson,  MS  39216 

(601)366-2406 


Among  so  many  once-daily 
antihypertensives, 
only  one  can  offer  so  much*** 


Introducing 

The  standout. 


Once-daily  _ _ 

InderideLA 


The  world’s  leading  beta  blocker 
and  diuretic-for  once-daily 
convenience  without  compromise 


When  selecting  other  once-daily  agents,  physicians  may  have  to  compromise 
either  their  choice  of  beta  blocker  or  diuretic.  With  INDERIDE®  LA,  physicians 
have  the  agents  most  widely  prescribed  worldwide— INDERAL®  and  hydro- 
chlorothiazide—with  the  convenience  of  once-daily  dosage. 

24-hour  blood  pressure  control  with  the 
broad  benefits  of  INDERAL  (propranolol  HCI) 

The  controlled-release  delivery  system  of  INDERIDE  LA  provides  24-hour  beta 
blockade  and  the  broad  cardiovascular  benefits  of  INDERAL  with  a single  daily 
dose.  Compliance  is  enhanced  because  once-daily  administration  fits  easily  into 
patient^  daily  routines. 


Plus  standard-release  hydrochlorothiazide, 
the  thiazide  of  choice  for  comfortable 
morning  diuresis 


Hydrochlorothiazide  is  the  world’s  most  widely  prescribed  antihypertensive 
diuretic.  When  taken  in  the  morning,  INDERIE)E  LA  provides  conifortable 
morning  diuresis.  Each  dosage  strength  of  INDERIDE  LA  contains: 

—one  of  the  three  most  widely  prescribed  dosage  strengths  of  INDERAL®  LA- 
80  mg,  120  mg,  or  160  mg  and 

—an  established,  effective  daily  dose  of  standard-release  hydrochlorothiazide- 
50  mg  - — ■ 


cfT  capsul9  contains  propranolol  HCI  (INDERAl^  LA), . < 

8Q  mg,  120  mg,  or  160  m^^andttiydrochlorothiazido-,  50  mg^ 


fence  withoufmmpnm' 


80/50  120/50  160/50 


'The  appearance  of  INDB8IDE*  LA 
Capsules  is  a registered  trademark  of 
Ayerst  Laboratories. 

■ -v. u--.; 

Please  see  following  page  for  brief  summary-: 
of  prescribing  information. 


Once-daily 

INDERIDELA 


Convenience  without  compromise 
One  capsule-Once  dally 


•The  appearance  of  these  capsules  is  a registered  trademark  of  Ayerst  Laboratories 


in 

80/50 

1 20/50 

160/50’ 


BRIEF  SUMMARY  -TOR  FULL  PRESCRIBING  INFORMATION.  SEE  PACKAGE  CIRCULAR  i 

INDERIDE*  LA  Brand  of  PROPRANOLOL  HYDROCHLORIDE  (INDERAL*  LA)  and 


HYDROCHLOROTHIAZIDE  (Long  Acting  Capsules) 

No  455— Each  INDERIDE*  LA  80/50  Capsule  contains 

Propranolol  hydrochloride  (INDERAL*  LA)  80  mg 

Hydrochlorothiazide  50  mg 

No  457— Each  INDERIDE*  LA  120/50  Capsule  contains 

Propranolol  hydrochloride  (INDERAL  * LA)  1 20  mg 

Hydrochlorothiazide  50  mg 

No  459 — Each  INDERIDE*  LA  160/50  Capsule  contains 

Propranolol  hydrochloride  (INDERAL*  LA)  1 60  mg 

Hydrochlorothiazide  50  mg 


iNDERIDE  LA  is  indicated  in  the  management  of  hypertension 

This  fixed-combination  drug  is  not  indicated  for  initial  therapy  of  hypertension.  If 
the  fixed  combination  represents  the  dose  titrated  to  the  individual  patient's  needs, 
therapy  with  the  fixed  combination  may  be  more  convenient  than  with  the  separate 
components. 

CONTRAINDICATIONS 

Propranolol  hydrochloride  (INDERAL*): 

Propranolol  IS  contraindicated  in  1)  cardiogenic  shock,  2)  sinus  bradycardia  and  greater  than 
first  degree  block  3)  bronchial  asthma  4)  congestive  heart  failure  (see  WARNINGS)  unless  the 
failure  is  secondary  to  a tachyarrhythmia  treatable  with  propranolol 

Hydrochlorothiazide: 

Hydrochlorothiazide  is  contraindicated  in  patients  with  anuria  or  hypersensitivity  to  this  or  other 
sulfonamide-derived  drugs 

WARNINGS 

Propranolol  hydrochloride  (INDERAL*): 

CARDIAC  FAILURE  Sympathetic  stimulation  may  be  a vital  component  supporting  circulatory 
function  in  patients  with  congestive  heart  failure  and  its  inhibition  by  beta  blockade  may 
precipitate  more  severe  failure  Although  beta  blockers  should  be  avoided  in  overt  congestive 
heart  failure  if  necessary  they  can  be  used  with  close  follow-up  in  patients  with  a history  of 
failure  who  are  well  compensated  and  are  receiving  digitalis  and  diuretics  Beta-adrenergic 
blocking  agents  do  not  abolish  the  inotropic  action  of  digitalis  on  heart  muscle 

IN  PATIENTS  WITHOUT  A HISTORY  OF  HEART  FAILURE,  continued  use  of  beta  blockers 
can  in  some  cases,  lead  to  cardiac  failure  Therefore,  at  the  first  sign  or  symptom  of  heart 
failure  the  patient  should  be  digitalized  and/or  treated  with  diuretics,  and  the  response 
observed  closely,  or  propranolol  should  be  discontinued  (gradually  if  possible) 


IN  PATIENTS  WITH  ANGINA  PECTORIS  there  have  been  reports  of  exacerbation  of  angina 
and  in  some  cases,  myocardial  infarction,  following  abrupt  discontinuance  of  propranolol 
fherapy  Therefore  when  discontinuance  of  propranolol  is  planned,  the  dosage  should  be 
gradually  reduced  and  the  patient  carefully  monitored  In  addition  when  propranolol  is 
prescribed  for  angina  pectoris,  the  patients  should  be  cautioned  against  interruption  or 
cessation  of  therapy  without  the  physician's  advice  If  propranolol  therapy  is  interrupted 
and  exacerbation  of  angina  occurs  it  usually  is  advisable  to  remstitute  propranolol  therapy 
and  take  other  measures  appropriate  for  the  management  of  unstable  angina  pecton^ 
Since  coronary  artery  disease  may  be  unrecognized,  it  may  be  prudent  to  lolloyylnea&'/ff 
advice  in  patients  considered  at  risk  of  having  occult  atherosclerotic  heatLdis^se  who  al^ 
given  propranolol  for  other  indicatiohs  — ; - 


THYROTOXICOSIS  Bela  blockade  may  mask  oBItain  cliriie^i  Stgns  of,  hyperthyroidism 
Therefore  abrupt  withdrawal  of  propranolol  may  be  faBwyed  by  antekaoerb^on  of  symptoms 
of  hyperthyroidism,  including  thyroid  storm  Propranolol  does  not  disIStTfhyroid  function  tests 
IN  PATIENTS  WITH  WOLFF-PARKINSON-WHITE  SYNOfiOME,  several  cases  have  been 
reported  in  which,  after  propranolol,  the  tachycardia  was-feplaced  by  a severe  bradycardia 
requiring  a demand  pacemaker  In  one  case  this  resulted  after  an  initial  dose  of  5 mg 
propranolol 

MAJOR  SURGERY  The  necessity  or  desirability  of  withdrawal  of  beta-blocking  therapy 
prior  to  major  surgery  is  controversial  It  should  be  noted,  however,  that  the  impaired  ability  of 
the  heart  to  respond  to  reflex  adrenergic  stimuli  may  augment  the  risks  of  general  anesthesia 
and  surgical  procedures 

Nonallergic  Bronchospasm  (eg.  chronic  bronchitis,  emphysema)  PATIENTS  WITH 
BRONCHOSPASTIC  DISEASES  SHOULD,  IN  GENERAL,  NOT  RECEIVE  BETA  BLOCKERS 
INDERAL  should  be  administered  with  caution  since  it  may  block  bronchodilation  produced  by 
endogenous  and  exogenous  catecholamine  stimulation  of  beta  receptors 

DIABETES  AND  HYPOGLYCEMIA  Beta-adrenergic  blockade  may  prevent  the  appear- 
ance of  certain  premonitpry  signs  and  symptoms  (pulse  rale  and  pressure  changes)  of  acute 
hypoglycemia  in  labile  insulin-dependent  diabetes  In  these  patients,  it  may  be  more  difficult  to 
adjust  the  dosage  of  insulin  Hypoglycemic  attacks  may  be  accompanied  by  a precipitous 
elevation  of  blood  pressure 
Hydrochlorothiazide: 

Thiazides  should  be  used  with  caution  in  severe  renal  disease  In  patients  with  renal  disease, 
thiazides  may  precipitate  azotemia  In  patients  with  impaired  renal  function,  cumulative  effects 
of  the  drug  may  develop 

Thiazides  should  also  be  used  with  caution  in  patients  with  impaired  hepatic  function  or 
progressive  liver  disease,  since  minor  alterations  of  fluid  and  electrolyte  balance  may  precipi- 
tate hepatic  coma 

Thiazides  may  add  to  or  potentiate  the  action  of  other  antihypertensive  drugs  Potentiation 
occurs  with  ganglionic  or  peripheral  adrenergic-blocking  drugs 

Sensitivity  reactions  may  occur  in  patients  with  a history  of  allergy  or  bronchial  asthma 
The  possibility  of  exacerbation  or  activation  of  systemic  lupus  erythematosus  has  been 
reported 

PRECAUTIONS 

Propranolol  hydrochloride  (INDERAL*): 

general  Propranolol  should  be  used  with  caution  in  patients  with  impaired  hepatic  or  renal 
function  Propranolol  is  not  indicated  for  the  treatment  of  hypertensive  emergencies 

Beta-adrenoreceptor  blockade  can  cause  reduction  of  intraocular  pressure  Patients 
should  be  told  that  propranolol  may  interfere  with  the  glaucoma  screening  test  Withdrawal  may 
lead  to  a return  of  increased  intraocular  pressure 

clinical  laboratory  tests  Elevated  blood  urea  levels  in  patients  with  severe  heart 
disease  elevated  serum  transaminase  alkaline  phosphatase,  lactate  dehydrogenase 

DRUG  INTERACTIONS  Patients  receiving  catecholamine-depleting  drugs  such  as  reser- 
pine  should  be  closely  observed  if  propranolol  is  administered  The  added  catecholamine- 
blocking  action  may  produce  an  excessive  reduction  of  resting  sympathetic  nervous  activity, 
which  may  result  in  hypotension  marked  bradycardia  vertigo,  syncopal  attacks,  or  orthostatic 
hypotension 


CARCINOGENESIS  MUTAGENESIS.  IMPAIRMENT  OF  FERTILITY  Long-term  studies  in 
animals  have  been  conducted  to  evaluate  toxic  effects  and  carcinogenic  potential  In  18- 
month  studies  in  both  rats  and  mice  employing  doses  up  to  150  mg/kg/day  there  was  no 
evidence  of  significant  drug-induced  toxicity  There  were  no  drug-related  tumorigenic  effects 
at  any  of  the  dosage  levels  Reproductive  studies  in  animals  did  not  show  any  impairment  of 
fertility  that  was  attributable  to  the  drug 

PREGNANCY  Pregnancy  Category  C Propranolol  has  been  shown  to  be  embryotoxic  in 
animal  studies  at  doses  about  10  times  greater  than  the  maximal  recommended  human  dose 
There  are  no  adequate  and  well-controlled  studies  in  pregnant  women  Propranolol  should  be 
used  during  pregnancy  only  if  the  potential  benefit  justifies  the  potential  risk  to  the  fetus 
NURSING  MOTHERS  Propranolol  is  excreted  in  human  milk  Caution  should  be  exercised 
when  propranolol  is  administered  to  a nursing  mother 

PEDIATRIC  USE  Safely  and  effectiveness  in  children  have  not  been  established 
Hydrochlorothiazide: 

general  Periodic  determination  of  serum  electrolytes  to  detect  possible  electrolyte  im- 
balance should  be  performed  at  appropriate  intervals 

All  patients  receiving  thiazide  therapy  should  be  observed  for  clinical  signs  of  fluid  or 
electrolyte  imbalance  namely  Hyponatremia  hypochloremic  alkalosis,  and  hypokalemia 
Serum  and  urine  electrolyte  determinations  are  particularly  important  when  the  patient  is 
vomiting  excessively  or  receiving  parenteral  fluids  Medication  such  as  digitalis  may  also 
influence  serum  electrolytes  Warning  signs  irrespective  of  cause  are  Dryness  of  mouth  thirst 
weakness,  lethargy  drowsiness  restlessness  muscle  pains  or  cramps  muscular  fatigue 
hypotension,  oliguria  tachycardia  and  gastrointestinal  disturbances  such  as  nausea  and 
vomiting 

Hypokalemia  may  develop,  especially  with  brisk  diuresis,  when  severe  cirrhosis  is  present 
or  during  concomitant  use  of  corticosteroids  or  ACTH 

Interference  with  adequate  oral  electrolyte  intake  will  also  contribute  to  hypokalemia 
Hypokalemia  can  sensitize  or  exaggerate  the  response  of  the  heart  to  the  toxic  effect  of 
digitalis  (eg  increased  ventricular  irritability)  Hypokalemia  may  be  avoided  or  treated  by  use 
of  potassium  supplements  such  as  foods  with  a high  potassium  content 

Any  chloride  deficit  is  generally  mild  and  usually  does  not  require  specific  treatment 
except  under  extraordinary  circumstances  (as  in  liver  or  renal  disease)  Dilutional  hypo- 
natremia may  occur  in  edematous  patients  in  hot  weather  appropriate  therapy  is  water 
restriction  rather  than  administration  of  salt,  except  in  rare  instances  when  the  hyponatremia  is 
life-threatening  In  actual  salt  depletion,  appropriate  replacement  is  the  therapy  of  choice  ■ 
Hyperuricemia  may  occur  or  frank  gouf  may  be  precipitated  in  certain  patients  receiving 
thiazide  therapy 

Insulin  requirements  in  diabetic  patients  may  be  increased,  decreased  or  unchanged 
Diabetes  mellitus  which  has  been  latent  may^come  manifest  during  thiazide  administration 
It  progressive  renal  imjaairment  tja^meSevident  consider  withholding  or  discontinuing 
diuretic  therapy  E 

Thiazides  may  decrease  serum  without  signs  of  thyroid  disturbance 

Calciunnexcretiontsdeoreasad^  ifflHp^s  Pathologic  changes  in  the  parathyroid  gland 
with  hypercalcemia  and  hypophoSfJ&temtalhave  been  observed  in  a few  patients  on  pro- 
longed thiazide  therapy.  The  OOthrn®  com|i|cations  of  hyperparathyroidism,  such  as  renal 
lithiasis.  bone  itesorptionv.arid  pept^ulMjSion  have  not  been  seen  Thiazides  should  be 
discontinued  befoie  carr^frto  out  tests  toi^farathyroid  function 

DRUG  INTERACTIONS' ihiazide  drugs  may  increase  the  responsiveness  to  tubocurarine 
The  antihypetiensive  effects  of  thiazides  may  be  enhanced  in  the  postsympathectomy 
(jBtient  Thiazitfes  may  decrease  arterial  responsiveness  to  norepinephrine  This  diminution  is 
mat  sufficfent  to  preclude  effectiveness  of  the  pressor  agent  tor  therapeutic  use 
' PREGNANCJY  Pregnancy  Category  C Thiazides  cross  the  placental  barrier  and  appear  in 
Cord  blood  The  use  of  thiazides  m pregnancy  requires  that  the  anticipated  benefit  be  weighed 
against  possible  hazards  to  the  letus  These  hazards  include  fetal  or  neonatal  jaundice 
thrombocytopenia  and  possibly  other  adverse  reactions  which  have  occurred  in  the  adult 
NURSING  MOTHERS  Thiazides  appear  in  human  milk  If  use  of  the  drug  is  deemed 
essential,  the  patient  should  slop  nursing 

PEDIATRIC  USE  Safely  and  effectiveness  in  children  have  not  been  established 
ADVERSE  REACTIONS 
Propranolol  hydrochloride  (INDERAL*): 

Most  adverse  effects  have  been  mild  and  transient  and  have  rarely  required  the  withdrawal  of 
therapy 

Cardiovascular  Bradycardia,  congestive  heart  failure,  intensification  of  AV  block,  hypo- 
tension. paresthesia  of  hands,  thrombocytopenic  purpura,  arterial  insufficiency,  usually  of  the 
Raynaud  type 

Central  Nervous  System  Lightheadedness,  mental  depression  manifested  by  insomnia, 
lassitude  weakness,  fatigue,  reversible  mental  depression  progressing  to  catatonia  visual 
disturbances,  hallucinations,  an  acute  reversible  syndrome  characterized  by  disorientation  tor 
time  and  place  short-term  memory  loss  emotional  lability,  slightly  clouded  sensorium,  and 
decreased  performance  on  neuropsychometrics 

Gastrointestinal  Nausea,  vomiting,  epigastric  distress,  abdominat  cramping  diarrhea 
constipation,  mesenteric  arterial  thrombosis,  ischemic  colitis 

Allergic  Pharyngitis  and  agranulocytosis  erythematous  rash  fever  combined  with  aching 
and  sore  throat  laryngospasm  and  respiratory  distress 
Respiratory  Bronchospasm 

Hematologic  Agranulocytosis,  nonthrombocytopenic  purpura  thrombocytopenic 
purpura 

Auto-Immune  In  extremely  rare  instances,  systemic  lupus  erythematosus  has  been 
reported 

Miscellaneous  Alopecia,  LE-like  reactions,  psoriasiform  rashes,  dry  eyes,  male  impo- 
tence and  Peyronies  disease  have  been  reported  rarely  Oculomucocutaneous  reactions 
involving  the  skin,  serous  membranes,  and  conjunctivas  reported  lor  a beta  blocker  (practolol) 
have  not  been  associated  with  propranolol 

Hydrochlorothiazide: 

Gastrointestinal  Anorexia,  gastric  irritation,  nausea,  vomiting,  cramping,  diarrhea,  constipa- 
tion: jaundice  (inirahepatic  cholestatic  jaundice),  pancreatitis  sialadenitis 

Central  Nervous  System  Dizziness  vertigo,  paresthesias  headache  xanthopsia 
Hematologic  Leukopenia,  agranulocytosis,  thrombocytopenia  aplastic  anemia 
Cardiovascular  Orthostatic  hypotension  (may  be  aggravated  by  alcohol,  barbiturates  or 
narcotics) 

Hypersensitivity  Purpura,  photosensitivity,  rash,  urticaria,  necrotizing  angiitis  (vasculitis, 
cutaneous  vasculitis),  lever,  respiratory  distress,  including  pneumonitis,  anaphylactic 
reactions 

Other . Hyperglycemia,  glycosuria,  hyperuricemia,  muscle  spasm,  weakness,  restless- 
ness, transient  blurred  vision 

Whenever  adverse  reactions  are  moderate  or  severe,  thiazide  dosage  should  be  reduced 
or  therapy  withdrawn 
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AYERST  LABORATORIES 

New  York,  NY  10017 


Ayerst^ 


P»mKIANS,  A WEEKEND 
WITH  THE  RESERVE 
ISN'T  JUST  ANOTHER  DAY 
AT  THE  OFFICE. 


It  s not  just  different  in  the  Army  Reserve, 
there  are  opportunities  to  explore  other 
phases  of  medicine,  to  add  knowledge,  and 
to  develop  important  administrative  skills. 
There  are  enough  different  needs  to  fill  right 
in  your  local  Army  Reserve  unit  to  make  a 
weekend  a month  exciting  and  rewarding. 

Explore  the  possibilities.  Call  our  officer 
counselor: 

USAR  AMEDD  Procurement 
1933  Montgomery  Highway 
Suite  140 

Birmingham,  AL  35209 
(205)  933-2131/2143 


ARMY  RESERVE.  BE  AUYOU  CAN  BE. 


It  Shouldn’t  Even  Be  a Contest 


You  want  what's  best  for  your  patients  — 
not  what's  cheapest.  Medicine  shouldn't  be 
practiced  any  other  way. 

Yet  today's  physicians  are  wrestling  with  a 
troublesome  array  of  cost-containment  initia- 
tives: fee  freezes,  arbitrary  caps  on  Medicare 
reimbursement,  even  restrictions  on  access  to 
care.  The  stakes  are  high  — life  or  death. 

The  AMA  is  in  favor  of  cost-effectiveness, 
but  not  at  the  expense  of  quality  care  — or 
physicians'  freedom  to  provide  it.  So  we're  act- 
ing, not  reacting  — by  delivering  cost-effective- 
ness information  at  special  workshops  and 
annual  meetings;  by  offering  publications 
including  the  Physician's  Cost  Containment 
Checklist;  and  by  launching  programs,  such  as 
the  Cost-Effectiveness  Network  for  hospital 
staffs  to  test  cost-effectiveness  strategies,  and 
the  Health  Policy  Agenda  for  the  American 
People,  a long-range  set  of  directions  and 
priorities  for  health  care. 


In  Washington,  D.C.,  and  in  court,  we're 
fighting  government-imposed  fee  freezes  and 
other  attempts  to  restrict  the  rights  of  physi- 
cians and  patients. 

You  can  fight  back  — by  joining  the  AMA. 
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Angina  conies  in 
many  forms... 


So  does 


SORBITRATF 

(ISOSORBDE  DINITRATE) 

Unsurpassed  flexibility 
in  nitrate  therapy. 


2.5  mg  5 mg  10  mg 
Sublingual  Tablets 


5 mg  10  mg  5 mg  10  mg  20  mg  30  mg  40  mg 

Chewable  Tablets  Oral  “Swallow"  Tablets 


40  mg 

Sustained  Action 
“Swallow"  Tablets 
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SORBITRATE 

(BOSORBDE  aNITTWE) 

nun  consuK  fun  prMcrIbIng  Information  bafom  uae.  A summary  folkMvs: 

INDICATIONS  AND  USAGE:  SORBITRATE  (isosorOide  din:trate)  is  indicated  for  the  treatment 
and  prevention  of  angina  pectona  All  dosage  forms  of  isosorbide  dinitrate  may  be  used 
prophyiactically  to  decrease  frequency  and  seventy  of  anginal  attacks  and  can  be  expected  to 
decrease  the  need  for  sublingual  nitroglycerin 

The  sublingual  and  chewable  forms  of  the  drug  are  indicated  lor  acute  prophylaxis  of  angina 
pectons  when  taken  a few  minutes  before  situations  likely  to  provoke  anginal  attacks  Because 
of  a slower  onset  of  effect,  the  oral  forms  of  isosorbide  dinitrate  are  not  indicated  for  acute 
prophylaxis 

CONTRAINOICAnONS:  SORBITRATE  is  contraindicated  in  patients  who  have  shown 
purported  hypersensitivity  or  xjiosyncrasy  to  it  or  other  nitrates  or  nitrites  Epinephnne  and 
related  compounds  are  ineffective  in  reversing  the  severe  hypotensive  events  associated  with 
overdose  and  are  contraindicated  in  this  situation. 

WARNINGS:  The  benefits  of  SORBITRATE  dunng  the  early  days  of  an  acute  myocardial 
infarction  have  not  been  established  If  one  elects  to  use  organic  nitrates  in  early  infarction, 
hemodynamic  monitoring  and  frequent  clinical  assessment  should  be  used  because  of  the 
potential  deletenous  effects  of  hypotension 

PRECAUTIONS:  General:  SevOT  hypotensive  response,  particularly  with  upnght  posture,  may 
occur  with  even  small  doses  of  SORBITRATE  The  drug  should  therefore  be  used  with  caution  in 
subiects  who  may  have  blood  volume  depletion  from  diuretic  therapy  or  in  subjects  who  have 
low  systolic  blood  pressure  (eg.  below  90  mmHg)  Paradoxical  bradycardia  and  increased 
angina  pectons  may  accompany  nitrate-induced  hypotension.  Nitrate  therapy  may  aggravate 
the  angina  caused  by  hypertrophic  cardiomycpathy 
Marked  symptomatic,  orthostatic  hypotension  has  been  reported  when  calcium  channel 
blockers  and  organic  nitrates  were  used  in  combination  Dose  adjustment  of  either  class  of 
agents  may  be  necessary 

Tolerance  to  this  drug  and  cross-tolerance  to  other  nitrates  and  nitrites  may  occur  Tolerance 
to  the  vascular  and  antianginal  effects  of  isosorbide  dinitrate  rx  nitroglycenn  has  been 
demonstrated  in  clinical  tnals.  experience  through  occupational  exposure  and  in  isolated 
tissue  expenments  in  the  laboratory  The  importance  of  tolerance  to  the  appropriate  use  of 
isosorbide  dinitrate  in  the  management  of  patients  with  angina  pectons  has  not  been 
determined  However,  one  clinical  tnal  using  treadmill  exercise  tolerance  (as  an  end  point)  found 
an  0-hour  duration  of  action  of  oral  isosorbide  dinitrate  following  the  first  dose  (after  a 2-week 
placebo  washout)  and  only  a 2-hour  duration  of  effect  of  the  same  dose  after  1 week  of 
repetitive  dosing  at  conventional  dosing  intervals  On  the  other  hand,  several  trials  have  been 
able  to  differentiate  isosorbide  dinitrate  from  placebo  after  4 weeks  of  therapy  and.  in  open 
tnals.  an  effect  seems  detectable  for  as  long  as  several  months 
Tolerance  clearly  occurs  in  industnal  workers  continuously  exposed  to  nitroglycenn 
Moreover,  physical  dependence  also  occurs  since  chest  pain,  acute  myocardial  infarction,  and 
even  sudden  death  have  occurred  during  temporary  withdrawal  of  nitroglycenn  from  the 
workers  In  clinical  trials  in  angina  patients,  there  are  reports  of  anginal  attacks  being  more 
easily  provoked  and  of  rebound  in  the  hemodynamic  effects  soon  after  nitrate  withdrawal  The 
relative  importance  of  these  observations  to  the  routine,  clinical  use  of  isosorbide  dinitrate  is  not 
known  However,  it  seems  prudent  to  gradually  withdraw  patients  from  isosorbide  dinitrate 
when  the  therapy  is  being  terminated,  rather  than  stopping  the  drug  abruptly. 

Information  for  Patients:  Headache  may  occur  during  initial  therapy  with  SORBITRATE 
Headache  is  usually  relieved  by  the  use  of  standard  headache  remedies  or  by  lowering  the 
dose  and  tends  to  disappear  after  the  first  week  or  two  of  use 
Drug  Interactions:  Alcohol  may  enhance  any  marked  sensitivity  to  the  hypotensive  effect  of 
nitrates. 

Isosofbde  dinitrate  acts  directly  on  vascular  smooth  muscle;  therefore,  any  other  agent  that 
depends  on  vascular  smooth  muscle  as  the  final  common  path  can  be  expected  to  have 
decreased  or  increased  effect  depending  on  the  agent 
CarciiKigenesis,  Mutagenesis,  Impairment  of  Fertility:  No  long-term  studies  in  animals 
have  been  performed  to  evaluate  the  carcinogenic  potential  of  this  drug.  A modified  two-litter 
reproduction  study  in  rats  fed  isosorbide  dinitrate  at  25  or  100  mg/kg/day  did  not  reveal  any 
eftects  on  fertility  or  gestation  or  any  remarkable  gross  pathology  in  any  parent  or  offspring  fed 
isosorbde  dinitrate  as  compared  with  rats  fed  a basal-controlled  diet 
PragnaiKy  Category  Ci  Isosorbide  dinitrate  has  been  shown  to  cause  a dose-related 
increase  in  embryotoxicity  (increase  in  mummified  pups)  in  rabbits  at  oral  doses  35  and  150 
times  the  maximum  recrxnmended  human  daily  dose  There  are  no  adequate  and 
well-controlled  studies  in  pregnant  women  SORBITRATE  should  be  used  dunng  pregnancy 
only  if  the  potential  benefit  justifies  the  potential  risk  to  the  fetus 
Nuraing  Mothers:  It  is  not  known  whether  this  drug  is  exaeted  in  human  milk.  Because 
many  drugs  are  excreted  in  human  milk,  caution  should  be  exercised  when  SORBITRATE  is 
administered  to  a nursing  woman 

Pediatric  Use:  The  safety  and  effectiveness  of  SORBITRATE  in  children  has  not  been 
estaUished 

ADVERSE  REACTIONS:  Adverse  reactions,  particularly  headache  and  hyjxttension.  are 
dose- related  In  clinical  Inals  at  various  doses,  the  following  have  been  observed 
Headache  is  the  most  common  (reported  incidence  varies  widely,  apparently  being 
dose-related,  with  an  average  occurrence  of  about  25%)  adverse  reaction  and  may  be  severe 
and  persistent  Cutaneous  vasodilation  with  flushng  may  occur  Transient  episodes  of 
dizziness  and  weakness,  as  well  as  other  signs  of  cerebral  ischemia  associated  with  postural 
hyjxitension.  may  occasionally  develop  (the  incxJence  of  reported  symptomatic  hypotension 
ranges  from  2%  to  36%)  An  occasional  individual  will  exhibit  marked  sensitivity  to  the 
hyfXJtensive  efiects  of  nitrates  and  severe  responses  (nausea,  vomiting,  weakness,  restless- 
ness. pallor,  perspiration,  and  collapse)  may  occur  even  with  the  usual  therapeutic  dose  Drug 
rash  and/or  exfoliative  dermatitis  may  occasionally  occur.  Nausea  and  vomiting  appear  to  be 
uncommon  Case  reports  of  clinically  significant  methemoglobinemia  are  rare  at  conventional 
doses  of  organic  nitrates  The  formation  of  methemoglobin  is  dose-related  and.  in  the  case  of 
genetic  abnormalities  of  hemoglobin  that  favor  methemoglobin  formation,  even  conventional 
doses  of  organic  nitrate  could  produce  harmful  concentrations  of  methemoglobin 
DOSAGE  AND  ADMINIS^ATION:  For  the  treatment  of  angina  pectons.  the  usual  starting 
dose  for  sublingual  SORBITRATE  is  2.5  to  5 mg;  for  chewable  tablets.  5 mg;  for  oral  (swallowed) 
tablets.  5 to  20  mg.  and  for  controlled-release  forms.  40  mg 
SORBITRATE  should  be  titrated  upward  until  angina  is  relieved  or  side  eftects  limit  the  dose 
In  ambulatory  patients,  the  magnitude  of  the  incremental  dose  increase  should  be  guded  by 
meeisurements  of  standing  blood  pressure 

The  initial  dosage  of  sublingual  or  chewable  SORBITRATE  for  prophylactic  therapy  in  angina 
pectons  patients  is  generally  5 or  10  mg  every  2 to  3 hours  Adequate  controlled  clinical  studies 
demonstrating  the  effectiveness  of  chronic  maintenance  therapy  with  these  dosage  forms 
have  not  been  reported 

SORBITRATE  in  rxal  doses  of  10  to  40  mg  given  every  6 hours  or  in  oral  controlled-release 
doses  of  40  to  80  mg  given  every  8 to  12  hours  is  generally  recommended  The  extent  to  which 
development  of  tolerance  shoud  modify  the  dosage  program  has  not  been  defined  The  oral 
controlled-release  lorms  ol  isosorbide  dinitrate  should  not  be  chewed 
DOSAGE  FORMS  AVAILABLE:  Sublingual  Tablets  (2  5. 5. 10  mg).  Chewable  Tablels  (5. 10  mg); 
Oral  Tablets  (5. 10. 20. 30. 40  mg);  Sustained  Action  Tablets  (40  mg) 
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STUART  PHARMACEUTICALS 

Division  of  ICI  Americas  Inc. 

Wilmington.  D£  19897 


A Case  In  Point 
For  Early  Intervention 
Coronary  Artery  Disease 


A 38  year  old  male  enters  the  emergency 
room  with  severe  substernal  chest  pain 
with  ECG  findings  indicating  significant 
ischemic  changes  involving  the  distribution 
of  the  left  coronary  artery.  Despite  avail- 
able medical  intervention  the  chest  pain 
becomes  more  severe.  What  is  the  next 
course  of  action? 

VASODILATOR  THERAPY  — NO  EFFECT 

BETA  - BLOCKADE  — NO  EFFECT 

CA  - CHANNEL  BLOCKADE  — NO  EFFECT 

IMPRESSION:  CRITICAL  CORONARY  LE- 
SION WITH  PREINFARCTION  ANGINA 

RECOMMENDATION:  INVASIVE 
DIAGNOSTIC  AND  THERAPEUTIC 
MEASURES 

How  do  you  get  this  patient  safely  to 
a facility  which  can  provide  immediate 
coronary  catheterization  and  possible  per- 
cutaneous coronary  angioplasty  and  if 
angioplasty  is  not  successful  has  the 
availability  of  emergency  coronary  surgery? 


SOLUTION:  CALL  OCHSNER  FLIGHT 
CARE:  1-800-624-7637 
1-800-OCHSNER 

A call  was  received  at  Ochsner  at  8:30 
p.m.  Ochsner  Flight  Care  lifted  off  at  8:40 
p.m.  and  arrived  at  the  hospital  at  9:00 
p.m.  The  patient  was  transported  back  to 
Ochsner  in  the  hands  of  a Critical  Care 
physician  and  nurse  by  10:15  at  which  time 
a proximal  left  anterior  descending  coron- 
ary artery  lesion  was  identified.  Coronary 
artery  angioplasty  was  successful  m reliev- 
ing his  angina.  ECG  and  laboratory  studies 
the  following  day  revealed  no  evidence  of 
myocardial  infarction.  The  patient  was  dis- 
charged in  three  days  to  his  family  physi- 
cian for  follow-up  care. 


Ochsner  Flight  Care 
Ochsner  Medical  Institutions 
1512-1516  Jefferson  Highway 
New  Orleans,  Louisiana  70121 
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CHALLENGE  OF  A LIFETIME 


Some  people  face  the  challenge  of  a 
lifetime  just  to  make  the  starting  line. 
The  challenge  of  physical  limitation. 

Since  1980  the  doctors,  nurses, 
therapists  and  counselors  of  Hebert 
Hospital  have  worked  to  remove 
physical  and  social  barriers  to 
independent  living  for  persons 
disabled  by  stroke,  brain  trauma, 
spinal  cord  injurv,  amputation  and 
other  tragic  events. 

Hebert's  105-bed  Rehabilitation 
Institute  is  one  of  America's  leading 
referral  centers  for  comprehensive 
rehabilitation.  Hebert  offers  the 
complete  range  of  therapies  in  a full- 
service  hospital  setting,  and  gives 
each  patient  the  total  support  needed 
to  achieve  maximum  functional 
independence. 

Success  doesn't  come  easily.  It  isn't 
alwavs  complete.  But  the  effort  is 
richly  rewarded. 

Sometimes,  just  reaching  the 
starting  line  is  a victory. 

Wt’  rebuild  lives.  4 4 

Vv 

F.  EDWARD  HEBERT  HOSPITAL 

Rehahtlitdtion  Institute  of  New  Orleans 

One  Siwctinm/  Drivc/Neu'  Orleans,  LA  70114 
(504) 3b3-2494 

A National  Medical  Enterprises  Health  Care  Center 
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Mixed  Connective  Tissue  Disease  in 
Childhood:  Case  Report  and 
Literature  Review 


CHARLES  R.  ROBERTSON,  JR.,  M.D. 
Needham,  Massachusetts 

Mixed  Connective  Tissue  Disease  (MCTD)  is  a 
collagen  vascular  disease  having  features  that  over- 
lap rheumatoid  arthritis  (RA),  systemic  lupus 
erythematosus  (SLE),  scleroderma,  and  der- 
matomyositis.  Serologically,  the  disease  is  distin- 
guished by  a high  titer  of  antibody  to  ribonucleopro- 
tein  (anti-RNP)  and  by  a high  titer  of  anti-nuclear 
antibodies  (ANA)  in  a speckled  pattern.  This  report 
describes  an  11 -year-old  white  female  with  MCTD 
and  presents  a brief  review  of  the  disease  in  children . 

Case  Report 

An  11 -year-old  white  female  was  referred  to  the 
General  Pediatric  Clinic  at  University  of  Mississippi 
Medical  Center  for  evaluation  of  persistent  arthritis. 
History  at  that  time  revealed  recurrent  finger  numb- 
ness and  cyanosis  at  age  3.  At  age  5,  she  began 
complaining  of  discomfort  in  her  knees.  At  age  6, 
she  developed  chest  pain.  At  age  9,  numbness  and 
cyanosis  of  her  hands  were  noted  to  be  associated 
with  cold  weather.  She  also  developed  recurrent 
low-grade  fevers  and  swelling  of  wrist  and  finger 
joints,  coupled  with  redness  of  the  skin  on  the  exten- 
sor surfaces  of  her  fingers.  Within  a year,  swelling 
of  knees  and  ankles  had  occurred.  At  age  1 1 , finger- 
tip ulcerations  developed  following  the  episodes  of 
numbness  and  cyanosis.  She  also  had  developed 
intermittent  difficulty  with  swallowing  and  suffered 


From  the  Department  of  Pediatrics,  University  Medical  Center, 
Jackson,  MS.  Dr.  Robertson  currently  is  associated  with  The 
Children’s  Hospital  in  Boston,  MA. 


The  author  presents  a case  report  and 
literature  review  of  mixed  connective  tissue 
disease.  He  notes  that  treatment  currently 
consists  of  corticosteroids  and,  for  articular 
manifestations,  nonsteroidal  antiinflamma- 
tory drugs.  He  also  notes  that  significant 
complications  and  deaths  have  been  re- 
ported. 


recurrent  episodes  of  parotid  swelling,  dry  mouth, 
and  dry  eyes. 

At  that  time,  she  was  hospitalized  by  her  local 
pediatrician.  Work  up  revealed  a normal  complete 
blood  count,  an  erythrocyte  sedimentation  rate 
(ESR)  of  52  mm  per  hour,  ASO  of  833  units,  ANA 
of  1:640  (speckled  pattern),  and  rheumatoid  factor 
of  1:80.  LE  cell  preparation  was  negative,  and  chest 
radiograph  was  normal.  The  patient  was  started  on 
tolmetin  for  possible  JRA  and  referred  to  UMC  for 
further  evaluation. 

Significant  physical  findings  at  UMC  included 
diffuse  finger  swelling  with  overlying  redness  of 
extensor  skin.  There  was  discomfort  or  limitation  of 
movement  of  wrists  and  cervical  spine.  Mild  tho- 
racic scoliosis  was  present.  Facial  rash,  other 
cutaneous  lesions,  and  muscle  tenderness  were  ab- 
sent. Complete  blood  count  revealed  hemoglobin  to 
be  13.4  gm/dl  with  hematocrit  of  39.8  per  cent. 
White  blood  count  was  4980  with  a normal  differen- 
tial count.  Platelet  count  was  296,000.  ESR  was  25 
mm/hr.  Urinalysis  was  normal.  SMAC  was  normal 
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except  for  a total  protein  of  9. 1 gm/dl  with  an  albu- 
min of  4.1  gm/dl.  Anti-DNA  was  0.3  micrograms 
DNA  bound/ml  serum  (normal  0-1.4)  using  Milli- 
por-Filter  technique.  Anti-extractable  nuclear  anti- 
gen (anti-ENA),  composed  of  anti-soluble  nuclear 
antigen  (anti-Sm)  and  anti-RNP,  was  negative. 

Because  of  overlapping  signs  and  symptoms  cou- 
pled with  nondiagnostic  laboratory  findings,  no  spe- 
cific diagnosis  was  assigned.  JRA,  SEE,  and  MCTD 
were  the  leading  possibilities.  The  patient  was  con- 
tinued on  tolmetin.  Over  the  next  several  months, 
she  exhibited  recurrent  episodes  of  arthritis,  myal- 
gia, headaches,  parotid  gland  swelling,  and  digital 
ulcerations  following  episodes  of  cyanosis,  pallor, 
and  numbness.  Because  of  the  persistent  synovitis, 
hydroxychloroquine  was  added  to  her  tolmetin  ther- 
apy. 

Eleven  months  after  her  first  UMC  evaluation, 
she  returned  with  continuing  synovitis,  chest  pain, 
acne-like  malar  rash,  and  iris  lesions  on  her  proximal 
extremities.  Urinalysis  revealed  3-1-  proteinuria. 
ESR  was  50  mm/hr.  Anti  DNA  was  1.7  micrograms 
DNA  bound/ml  serum.  Anti-Sm  was  again  negative, 
but  anti-RNP  was  positive  at  a titer  of  1:400  by 
counter-immunoelectrophoresis  (CIE).  Twenty-four 
hour  urine  revealed  excretion  of  900  milligrams  of 
protein.  Prednisone  therapy  was  begun,  and  hy- 
droxychloroquine was  stopped.  The  iris  lesions 
cleared  rapidly  after  beginning  prednisone.  Repeat 
24  hour  urine  revealed  1.07  grams  of  protein  and  a 
creatinine  clearance  of  136  milliliters/minute.  Car- 
diologic evaluation  for  a source  of  the  chest  pain 
revealed  a normal  chest  radiograph,  electrocardio- 
gram, and  echocardiogram.  The  pain  subsequently 
improved  with  antacid  therapy.  Percutaneous  renal 
biopsy  revealed  a non-specific  “mild  mesangial  pro- 
liferative glomerulonephritis.”  With  overlapping 
symptoms  and  consistent  serology,  a diagnosis  of 
MCTD  was  made.  Currently,  the  patient  is  receiving 
prednisone  and  tolmetin  and  has  no  more  proteinu- 
ria. However,  the  headaches,  arthritis,  and  dactylitis 
continue. 

Discussion 

MCTD  was  first  described  in  adults  in  1972.' 
Shortly  thereafter,  it  was  described  in  a child. ^ Sub- 
sequently, other  series  of  MCTD  in  children  have 
been  published.^’  ^ Etiology,  as  with  other  col- 
lagen vascular  diseases,  is  obscure.  Numerous  auto- 
antibiodies  are  usually  present.  Reports  of  deposi- 
tion of  immunoglobulins  and  complement  in  various 
organs  suggest  a role  for  immune  complex  disease.^ 
The  disease  has  been  reported  in  siblings.^  Fe- 
male:male  ratio  is  about  5:1.'' 


TABLE  1 

PATIENTS  WITH  SYMPTOMS 


Symptom 

Patients  Evaluated* 

Per  Cent 

Polyarthritis 

39/41 

95 

Raynaud’s 

33/41 

80 

Fever 

22/31 

71 

Sclerodermatous  rash 

17/24 

70 

SLE  rash 

12/21 

57 

Dermatomyostis  rash 

10/26 

38 

Esophageal  dysfunction 

19/32 

59 

Myositis,  weakness 

14/30 

47 

Cardiac  involvement 

11/25 

44 

Clinical  renal  disease 

12/36 

33 

Abnormal  renal  biopsy 

9/11 

81 

Pulmonary  involvement 

11/23 

48 

Hepatomegaly 

17/36 

47 

Splenomegaly 

15/31 

48 

Lymphadenopathy 

16/30 

53 

Headache,  depression 

13/30 

43 

Salivary  gland  involvement 

13/30 

43 

Severe  thrombocytopenia 

6/14 

43 

*Numbers  of  patients  differ  because  of  differences  in  reporting  within 
the  studies.  (References  available) 


Clinical  manifestations  have  most  frequently  in- 
cluded chronic  polyarthritis,  Raynaud’s  phe- 
nomenon (pallor  or  cyanosis  of  hands  triggered  by 
cold  or  emotions),  sclerodermatous  skin  changes, 
rashes  suggestive  of  dermatomyositis  or  SEE,  and 
unexplained  fevers.  Other  frequently  occurring  find- 
ings have  included  Sjogren’s  syndrome  (dry  eyes, 
dry  mouth,  and  enlargement  of  salivary  and  lacrimal 
glands),  muscle  weakness,  and  clinically  evident 
renal  disease.''  Findings  from  several  studies  in  chil- 
dren are  summarized  in  the  accompanying  table. 

Serologically,  the  disease  is  characterized  by  high 
titers  of  antibody  to  ribonucleoprotein,  one  of  the 
known  components  of  “extractable  nuclear  anti- 
gen.” A recent  study  has  suggested  that  the  involved 
ribonucleoprotein  is  ribonucleic  acid  Ul.^  Anti- 
RNP  titers,  conventionally  measured  by  passive 
hemagglutination,  are  always  greater  than  1:1000 
and  often  greater  than  1:1,000,000  by  that 
technique.*  (Anti-RNP  was  measured  by  CIE  in  this 
patient,  and  the  1:400  titer  corresponds  roughly  to 
1:800,000  by  passive  hemagglutination).  Addi- 
tionally, ANA  is  usually  positive  in  high  titers  in  a 
speckled  pattern.  Anti-DNA  and  anti-Sm,  tests  with 
greater  specificity  for  SEE,  are  usually  negative,  or 
only  slightly  elevated.  Rheumatoid  factor  may  be 
positive  or  negative,  and  the  ESR  is  usually  ele- 
vated. Anemia,  leukopenia,  and  thrombocytopenia 
may  exist. 


280 


JOURNAL  MSMA 


The  type  and  duration  of  therapy  is  empiric  at 
present,  depending  on  manifestations  and  clinical 
response.  Articular  involvement  is  managed  by 
aspirin  or  other  nonsteroidal  antiinflammatory  drugs 
in  dosages  usually  employed  for  rheumatoid  arthri- 
tis. Cutaneous  lesions  respond  well  to  corticoster- 
oids (0.25-2  milligrams  of  prednisone/kilogram 
body  weight).  Response  of  subcutaneous,  muscular, 
renal,  cardiac,  and  pulmonary  lesions  is  less 
certain.^ 

Long-term  prognosis  is  uncertain  at  this  time.  The 
outlook  is  felt  to  be  less  ominous  than  with  SLE,  but 
significant  morbidity  has  been  reported  in  chil- 
dren.^’ ^ Cardiac  lesions  have  included  pericardi- 
tis, myocarditis,  progressive  myocardiopathy,  cor 
pulmonale,  and  arrhythmias.  Renal  abnormalities 
have  included  interstitial  nephritis,  membranous 
glomerulonephritis,  proliferative  glomerulonephri- 
tis, and  mesangial  proliferation.  End-stage  renal  dis- 
ease has  occurred,  requiring  dialysis.  Also  reported 
have  been  restrictive  lung  disease,  thrombocy- 
topenia, and  esophageal  dysfunction.  One  histolog- 
ical study  also  revealed  medial  and  intimal  prolifera- 
tive changes  in  the  arteries  of  many  organs.  These 
unsuspected  lesions  may  herald  the  future  appear- 
ance of  organ  dysfunction  syndromes  as  yet  unde- 
scribed. Deaths  have  occurred,  and  in  one  reported 
autopsy  series  in  children,  were  attributed  to  sepsis 
in  three  (pneumococcus  — 2,  meningococcus  — 1 ) 
and  severe  thrombocytopenia  (CNS  hemorrhage)  in 
one.  Sepsis  has  been  reported  as  a cause  of  death  in 
one  other  study;^  therefore  careful  monitoring  of 
infections  in  these  patients  would  seem  prudent. 

Summary 

Mixed  connective  tissue  disease  is  a recently  de- 
scribed collagen  vascular  disease  characterized  by 
an  overlap  of  symptoms  suggestive  of  RA,  SLE, 
dermatomyositis,  and  scleroderma.  Treatment  is  at 
present  empiric  and  consists  of  corticosteroids  and. 


for  articular  manifestations,  nonsteroidal  anti- 
inflammatory drugs.  Prognosis  is  thought  to  be  bet- 
ter than  with  SLE,  but  significant  complications  and 
deaths  have  been  reported. 

irifir 
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Anorectal  Squamous  Cell  Carcinoma 
at  Mississippi  Baptist  Medical  Center: 
Results  of  the  Last  Five  Years  of  the 
Nigro  Schedule 

R.  ARNOLD  SMITH,  M.D.,  G.  C.  STUBBLEFIELD,  JR.,  M.D., 

D.  T.  BROCK,  JR.,  M.D.,  and  MORRIS  T.  REAGAN,  M.D. 

Jackson,  Mississippi 


Between  August,  1978  and  August,  1983  thirteen 
consecutive  patients  with  cloacogenic  anorectal 
squamous  cell  carcinoma  were  treated  with  the  Ni- 
gro regimen'’  ^ at  Mississippi  Baptist  Medical  Cen- 
ter (MBMC).  A fourteenth  patient,  not  included  in 
this  series,  had  mixed  squamous  and  adenocarcino- 
ma, required  abdominoperineal  resection,  and  died 
with  lung  and  brain  metastatic  disease.  The  Nigro 
regimen  employs  two  consecutive  cycles  of  infusion 
5-flourouracil  combined  with  bolus  Mitomycin-C  on 
the  first  cycle  and  concurrent  radiotherapy  to  3000 
rads  in  three  weeks.  Infusion  5-fluorouracil  is  begun 
during  the  early  phase  of  radiotherapy,  preferably 
day  one.  The  Nigro  schedule  begins  radiotherapy 
and  infusion  on  a Monday,  but  we  were  less  adherent 
to  this  policy,  starting  treatment  on  the  hospital  day 
when  the  diagnosis  was  clearly  established.  Radia- 
tion employed  whole  pelvic  fields  with  extentions  to 
include  all  groin  lymphatics  from  the  anterior  portal 
of  each  patient.  Nigro ’s  reports  of  this  method  de- 
scribe excellent  results  representing  a major  advance 
in  treatment.  Careful  institutional  review  of  results 
was  indicated  to  confirm  these  favorable  reports.  For 
this  review  all  charts  in  the  Radiation  Therapy  De- 
partment of  patients  treated  since  August,  1978  were 
reviewed.  Survivals  were  determined  as  of  March, 
1985. 

Patient  Description 

There  were  ten  female  and  three  males  and  all 
were  Caucasian.  The  age  range  was  from  54  to  78, 
and  the  median  age  was  74.  Twelve  patients  had 
some  involvement  of  the  anal  canal;  one  patient’s 
tumor  was  of  the  distal  rectum  only. 

From  the  department  of  radiation  oncology  (Drs.  Smith  and 

Reagan),  medicine  (Dr.  Stubblefield)  and  surgery  (Dr. 

Brock)  of  Mississippi  Baptist  Medical  Center,  Jackson,  MS. 


Refinements  in  cancer  treatment  improve 
functional  results,  improve  cure  rates,  or 
both.  The  Nigro  schedule  for  anal  squamous 
cancers  is  a cooperative  effort  among  oncol- 
ogists which  avoids  abdominoperineal  re- 
section, prevents  most  local  recurrences,  and 
which  has  apparent  minimal  long  term  mor- 
bidity. In  this  report  the  authors  review  the 
first  five  years  of  their  experience  with  the 
modality. 


Results 

A survival  curve  is  plotted  in  Figure  1.  All  ten 
surviving  patients  are  without  evidence  of  disease, 
the  longest  survivor  now  out  greater  than  five  years. 
All  patients  have  kept  their  rectums  intact.  The  two 
early  deaths  were  due  to  metastatic  tumor.  The  late 
death  of  the  longest  survivor  was  from  an  unknown 
cause,  but  the  patient  is  presumed  to  have  died  free 
of  disease. 

Complications  and  Side  Effects 

Most  patients  were  female,  and  the  low  lying 
pelvic  fields  regularly  produced  a painful  acute 
moist  reaction  in  the  perineal  and  vulvar  regions. 
This  reaction  was  treated  with  sitz  baths  and  system- 
ic analgesics,  and  healing  occurred  rapidly  in  the 
first  two  weeks  after  completion  of  radiotherapy.  All 
patients  were  healed  by  one  month  after  radiother- 
apy. Diarrhea  or  dysuria  were  common  during  treat- 
ment and  were  controlled  symptomatically  when 
needed.  One  severe  and  life-threatening  complica- 
tion occurred  in  a female  patient  who  developed 
abdominal  distention,  crampy  abdominal  pain. 
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CRUDE  SURVIVAL 

SQUAMOUS  CELL  CARCINOMA  OE  THE  ANORECTAL  AREA 
MISSISSIPPI  BAPTIST  MEDICAL  CENTER  - AUG  1976  TO  AUG  1983 
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ileus,  high  fever,  and  marked  prostration  during 
radiotherapy.  The  white  count  nadir  during  this  epi- 
sode was  1000  cell/mm^  and  the  platelets  at  this  time 
also  had  fallen  from  471,000  to  39,000.  Gastric 
suction  was  employed.  The  patient  improved  with 
antibiotics,  but  the  exact  mechanism  or  cause  of  this 
reaction  was  not  determined.  This  patient  is  now 
without  evidence  of  disease. 

With  reference  to  long  term  side  effects,  several 
patients  reported  intermittent  diarrhea  and  rectal 
burning  of  a mild  degree.  One  patient  had  bowel 
adhesive  disease  requiring  surgery.  Most  patients 


were  quite  satisfied  with  the  low  level  of  persistent 
side  effects  and  claimed  to  be  feeling  fine . No  persis- 
tent rectal  or  bladder  ulcerations  occurred. 

Conclusion 

The  initial  data  from  this  institution  confirms  Ni- 
gro’s  reports  of  excellent  tumor  control  and  general- 
ly successful  preservation  of  function.  The  Nigro 
schedule  appears  at  this  time  to  be  clearly  the  treat- 
ment of  choice  for  this  tumor  condition. 

★★★ 
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Radiological  Seminar  CCXLIII: 
CT  Examination  in  Acute  and 
Complicated  Appendicitis 

PHILIP  E.  CRANSTON,  M.D. 

RONALD  E.  GRAY,  M.D. 

Jackson,  Mississippi 


Acute  appendicitis  is  a fairly  common  cause  of 
acute  abdominal  pain,  and  early  diagnosis  is  neces- 
sary for  effective  management  and  to  minimize  com- 
plications. However,  classic  clinical  findings  are  not 
always  present  in  the  individual  patient.  We  present 
four  case  reports  of  patients  with  either  acute  appen- 
dicitis or  its  complications  in  whom  CT  examination 
of  the  abdomen  contributed  sidnificantly  to  early 
diagnosis  and  effective  management.  CT  findings  of 
right  lower  quadrant  are  of  course  non-specific  and 
do  not  in  themselves  confirm  the  diagnosis  of  acute 
appendicitis.  To  our  knowledge,  CT  findings  in 
acute  appendicitis  have  not  been  previously  de- 
scribed. 

Materials  And  Methods 

All  examinations  were  done  on  a General  Electric 
CT/T  8800  Scanner.  Unless  specifically  contraindi- 
cated, all  examinations  were  done  using  intravenous 
contrast  material.  When  feasible,  one  ounce  of  water 
soluble  contrast  medium  was  given  the  night  prior  to 
the  examination  for  ideal  colon  opacification.  In  all 
examinations  dilute  water  soluble  contrast  medium 
was  given  immediately  prior  to  the  scan. 

Case  Reports 

Case  I:  A 21 -year-old  male  in  otherwise  good 
health  developed  abdominal  pain,  nausea  and  vomit- 
ing three  days  prior  to  admission.  His  pain  gradually 
localized  to  the  right  lower  quadrant.  Physical  ex- 
amination on  admission  showed  a right  lower  quad- 
rant and  right  flank  tenderness  with  a palpable  right 
lower  quadrant  mass.  Initial  laboratory  work  showed 
a white  blood  count  of  17,500,  temperature  94°, 
pulse  92,  respiratory  rate  36.  CT  scanning  was  per- 

Sponsored  by  the  Mississippi  Radiological  Society. 
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formed  preoperatively  which  showed  distortion  of 
the  soft  tissue  planes  about  the  right  kidney  along 
with  a small  amount  of  fluid  density  surrounding  the 
kidney.  There  was  also  enlargement  of  the  right 
psoas  muscle  with  loss  of  tissue  planes  along  the 
right  lower  abdominal  wall  (see  Figure  1).  Acute 
appendicitis  was  confirmed  at  laparotomy. 

Case  II:  A 50-year-old  female  was  admitted  to  the 
orthopedic  service  for  painful  left  leg  following  a 
fracture  in  the  distant  past.  Three  days  after  admis- 
sion she  began  to  develop  cramping  lower  abdomi- 
nal and  lower  back  pain  which  became  dull  and 
steady  in  nature.  No  nausea,  vomiting,  fever,  chills, 
jaundice,  diarrhea  or  melena  were  reported.  On  ex- 
amination at  that  time  the  patient  was  afebrile  with  a 
pulse  of  96,  respiratory  rate  12  per  minute.  Abdo- 
men was  slightly  distended  and  tympanitic  and 
bowel  sounds  were  somewhat  hyperactive.  There 
was  mild  to  moderate  direct  tenderness  over  the 
entire  abdomen,  greatest  in  the  lower  quadrants.  No 
palpable  masses  or  organomegaly  were  found.  Pel- 
vic and  rectal  examination  were  within  normal 
limits.  White  blood  count  was  30,500.  CT  examina- 
tion revealed  thickening  of  the  wall  of  the  ascending 
colon  (see  Figure  2).  The  patient  was  taken  to 
surgery  where  the  right  colon  was  examined  and  felt 
to  be  inflamed.  Approximately  30  cc  of  pus  were 
encountered  in  the  mid  lower  abdomen.  The  appen- 
dix was  felt  to  be  grossly  normal  at  the  time  of 
surgery  although  subsequent  histologic  examination 
revealed  acute  appendicitis  and  periappendicitis. 
The  patient  did  well  postoperatively  aside  from  a 
persistently  elevated  white  count  which  was  felt  to 
be  a leukemoid  reaction. 

Case  III:  A seven-year-old  black  male  was  re- 
ferred from  an  outside  hospital.  He  had  undergone 
appendectomy  approximately  two  and  a half  weeks 
earlier  for  acute  gangrenous  appendicitis.  General- 
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Figure  I A.  Arrows  outline  small  amount  of  fluid  sur- 
rounding the  right  kidney. 


Figure  IB.  Closed  arrow  points  to  inflamed  region  of 
appendix  with  loss  of  tissue  planes.  Adjacent  flank  mus- 
cles are  enlarged.  Open  arrow  indicates  enlarged  right 
psoas  muscle. 


Figure  2.  Closed  arrows  point  to  inflamed  colon  with 
thickened  wall.  Open  arrow  points  to  normal  adjacent 
colon  without  wall  thickening. 


ized  peritonitis  was  evident  at  that  time.  Postoper- 
atively,  the  patient  remained  febrile  and  was  treated 
with  multiple  antibiotics.  Subsequent  chest  x-ray 
showed  an  air  fluid  level  beneath  the  right  hemi- 
diaphragm  and  was  felt  to  represent  subdiaphrag- 
matic  abscess.  He  was  transferred  to  the  University 
Hospital  at  that  time. 

Examination  on  admission  revealed  temperature 
of  102.5°.  The  abdomen  was  distended  with  hypoac- 
tive  bowel  sounds.  No  masses  or  tenderness  were 
evident  on  palpation.  White  blood  count  was 
10,100.  The  day  following  admission  he  was  taken 
to  the  operating  room  where  subdiaphragmatic 
abscesses  were  drained  bilaterally.  Postoperatively, 
purulent  fluid  drained  through  the  surgical  site.  On 
the  seventh  postoperative  day,  CT  examination  of 
the  abdomen  revealed  bilateral  subdiaphragmatic 
abscess  and  an  appendiceal  fossa  abscess  with  multi- 
ple abscess  pockets  in  the  pelvis  (see  Figure  3).  The 
patient  was  taken  back  to  surgery  where  the  abscess 
pockets  were  drained.  The  patient’s  condition  grad- 
ually improved  and  he  was  discharged  from  the 
hospital  afebrile,  off  antibiotics. 

Case  IV:  A 60-year-old  male  diabetic  presented 
with  a five-day  history  of  constant  right  sided  ab- 
dominal pain.  The  patient  reported  no  nausea, 
vomiting,  diarrhea,  hematemesis  or  change  in  bowel 
habits.  Examination  on  admission  revealed  a 
temperature  of  98°,  pulse  108,  respiratory  rate  18  per 
minute,  blood  pressure  150/90.  Abdominal  ex- 
amination showed  voluntary  guarding  and  tender- 
ness to  palpation  in  the  right  lower  quadrant.  Bowel 
sounds  were  decreased,  there  were  no  peritoneal 
signs,  and  rectal  examination  was  negative.  White 
blood  count  was  8,000.  Ultrasound  examination  of 
the  gallbladder  was  normal.  CT  examination  was 
obtained  which  showed  increased  soft  tissue  density 
and  fluid  in  the  appendiceal  area  which  was  suspi- 
cious for  appendicitis  with  abscess  formation  (see 
Figure  4A,B,C).  The  upper  GI  series  with  small 
bowel  followthrough  demonstrated  what  appeared  to 
be  pericecal  inflammatory  changes  with  the  distal 
terminal  ileum  appearing  fixed  in  position.  There 
was  displacement  of  adjacent  loops  by  what 
appeared  to  be  inflammatory  mass  effect.  Clinically 
the  patient  was  not  thought  to  have  a periappendiceal 
abscess  and  was  treated  with  antibiotics.  He  con- 
tinued to  improve  and  was  discharged.  A repeat 
small  bowel  examination  two  months  later  was  com- 
pletely within  normal  limits.  CT  examination  at  the 
time  was  also  normal  (see  Figure  4D).  Clinical  im- 
pression was  that  of  an  inflammatory  process  which 
had  subsided,  the  differential  diagnosis  including 
appendicitis  vs.  Yersinia  enterocolitis. 
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Figure  3 A.  Arrow  indicated  abscess  in  immediate 
appendiceal  region. 


Discussion 

The  value  of  CT  examination  for  intraabdominal 
abscess  is  well  recognized.  The  accuracy  and  utility 
of  CT  scanning  for  this  indication  are  described  by 
Wolverson  et  al,‘  including  two  cases  of  periappen- 
diceal abscess.  A perinephric  abscess  due  to  rup- 
tured retrocecal  appendix  diagnosed  by  CT  was  re- 
ported by  McGahan.^ 

CT  findings  in  appendicitis  fall  into  two  main 
categories.  First,  early  in  the  course  of  the  disease, 
changes  are  mostly  those  of  edema  reflecting  local 
inflammatory  change.  Depending  upon  the  extent  of 
inflammation,  changes  may  be  observed  in  the  ter- 
minal ileum  and  right  colon,  right  lower  abdominal 
wall,  or,  as  in  Case  1 , extending  up  the  right  paracol- 
ic gutter  to  involve  the  perirenal  space.  When  the 
peritoneal  cavity  becomes  contaminated  by  pus,  ab- 


Figure  3B.  Arrows  indicate  abscesses  beneath  both 
hemidiaphragms . 


Figure  4 A.  Arrows  point  to  small  abscess  in  appen- 
diceal (pericecal)  region. 


Figure  3C.  Closed  arrows  point  to  abscess  in  pouch  of 
Douglas.  Open  arrows  point  to  rectum. 


Figure  4B.  Lower  slice  with  arrow  indicating  in- 
flammation in  the  area  of  the  terminal  ileum. 
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Figure  4C.  A)  rows  pointing  to  inflammation  of  mesen- 
teric fat  with  increased  density'  and  streaking. 


Figure  4D.  Follow-up  normal  scan  of  appendiceal 
region. 


scess  formation  can  be  seen  anywhere  in  the  abdo- 
men. 

We  emphasize  that  inflammation  in  the  right  low- 
er quadrant  is  a nonspecific  finding  and  can  be  due  to 
numerous  conditions,  notably  Crohn’s  disease 
among  others.  CT  perhaps  has  its  greatest  utility  in 
the  early  dectection  of  inflammatory  changes  in  the 
right  lower  quadrant,  when  physical  findings  may  be 
ambiguous. 

In  cases  of  appendicitis  we  have  found  opacifica- 
tion of  the  colon  with  water  soluble  contrast  material 
to  be  of  tremendous  benefit  in  evaluating  the  thick- 
ness of  the  inflamed  bowel  wall  and  in  distin- 
guishing unopacified  loops  of  bowel  from  abscesses. 


Without  meticulous  attention  to  opacification  of 
bowel  loops,  particularly  the  colon,  early  changes  of 
appendicitis  will  be  overlooked.  There  is  inevitably 
some  time  delay  in  opacifying  the  colon  via  the  oral 
route;  thus  in  patients  with  acutely  emergent  ill- 
nesses, delay  for  CT  scanning  may  not  be  feasible, 
and  if  obtained,  CT  scans  of  suboptimal  quality  will 
have  to  suffice. 

Computed  tomography,  performed  properly,  is  of 
value,  even  if  negative,  in  evaluating  the  patient  for 
suspected  appendicitis  or  in  the  postoperative  appen- 
dectomy patient,  when  employed  to  evaluate  for 
recurrent  abscess. 

Summary 

CT  examination  of  the  abdomen  can  reveal  local- 
ized inflammatory  changes  in  patients  with  right 
lower  quadrant  disease,  thus  guiding  the  clinician  to 
the  area  of  concern  when  clinical  findings  may  be 
ambiguous.  The  findings  in  the  right  lower  quadrant 
which  lead  to  the  diagnosis  of  inflammatory  disease 
include;  ( 1 ) thickening  of  colon  wall  in  the  cecal  area 
(2)  pericecal  fat  inflammation  (3)  thickening  of  the 
wall  of  small  bowel  boops  (4)  right  psoas  muscle 
enlargement  (5)  loss  of  fat  planes  (6)  distortion  of 
soft  tissue  planes.  While  the  changes  in  three  of  the 
four  patients  presented  in  this  paper  were  due  to 
either  acute  appendicitis  or  to  complications  of  acute 
appendicitis,  we  emphasize  that  the  findings  are 
nonspecific  and  could  be  due  to  any  inflammatory 
process  involving  the  right  lower  quadrant.  Associ- 
ated abscesses  will  be  detected  in  the  complicated 
cases.  Proper  opacification  of  the  colon  and  small 
bowel  is  necessary  for  ideal  evaluation.  Thinner 
slices  than  usually  taken  with  the  use  of  the  target 
program  may  be  necessary  in  less  obvious  cases.  In 
addition,  CT  scanning,  properly  performed,  can  ex- 
clude the  diagnosis  and  detect  the  true  abnormality 
present. 
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SPECIAL  ARTICLES 


The  Malpractice  Situation: 
Historical  Background  and 
Present  Status 

CARY  E.  BUFKIN,  J.D. 

Jackson,  Mississippi 


This  title  may  be  a misnomer  inasmuch  as  I have 
been  asked  to  give  you  a somewhat  broad  review  of 
the  historical  development  of  the  judicial  process, 
bringing  the  system  more  or  less  current  in  the  hope 
that,  if  you  have  a better  view  of  the  system  and  how 
it  evolved,  you  may  feel  a bit  more  comfortable  in 
dealing  with  it. 

You  must  understand,  however,  that  scholars 
have  spent  a lifetime  doing  what  I will  treat  in  thirty 
minutes.  Thus,  my  handling  can  be  scarcely  more 
than  an  introduction. 

In  the  remaining  fifteen  minutes,  I will  try  to  put 
this  into  perspective  for  you  and  draw  some  par- 
allels. 

To  those  of  you  who  have  faced  the  judge  and  jury 
down  at  the  local  courthouse,  you  may  feel  that  the 
adversary  system  of  justice  which  we  ‘ ‘enjoy’  ’ today 
is  but  a stone’s  throw  removed  from  the  stone  age. 
Thus,  a peek  into  history  may  make  you  feel  a bit 
better. 

Try  to  follow  your  blood  lines  back  to  the  time 
when  your  forefathers  were  laboring  under  what 
must,  to  them,  seem  something  akin  to  your  own 
anxieties  of  the  day: 

The  conquering  Anglo-Saxons  were  groups  of 
tribes  that  did  not  think  of  themselves  as  nations. 
The  two  institutions  of  early  Anglo-Saxon  law  were 
the  blood  feud  and  lynching.  The  feud  and  lynching 
are  distinct  from  unorganized  homicide,  which  does 
not  require  the  existence  of  society.  Along  with 
slaking  the  thirst  for  blood,  they  had  the  aim  of 
maintaining  order  within  a community. 


Presented  at  the  Medical  Assurance  Company  of  Mississippi 
seminar,  April  7,  1984. 

Mr.  Bufkin  is  an  attorney  in  Jackson,  MS 


The  author  describes  the  historical  back- 
ground and  current  status  of  the  malpractice 
situation.  He  remarks  that  we  have  swung 
from  a laissez-faire  to  a consumer-oriented 
society,  and  that  we  live  in  a litigious  socie- 
ty. He  expresses  the  hope  that  if  physicians 
better  understand  the  system,  they  will  be 
better  equipped  to  cope  with  it. 


In  those  times,  lynching  was  not  only  legal;  it  was 
obligatory.  If  a criminal  act  was  seen  to  occur,  the 
community  was  duty  bound  to  chase  the  culprit  and 
kill  him  when  it  caught  him.  It  came  to  be  known  as 
the  “hue  and  cry.’’  The  one  who  saw  the  crime 
would  let  out  a yell.  Anyone  who  heard  the  yell  was 
supposed  to  join  the  chase. 

Today,  the  hue  and  cry  would  not  work.  The  New 
York  Times  of  February  9,  1971,  reported  the  fol- 
lowing: “When  a robber  fleeing  from  a shop  with 
about  $2,760  began  scattering  coins  and  bills  as  his 
pursuers  gained  on  him,  more  than  half  the  crowd 
abondoned  the  chase  and  began  helping  themselves. 
The  robber  made  his  getaway.’’ 

Anyway,  the  hue  and  cry  was  all  the  trial  there 
was:  a victim  and  a runaway,  and  the  evidence  of  one 
person’s  cry.  It  was  a quick  procedure. 

The  feud  was  long,  and  sometimes  needed  careful 
nursing.  The  killing  of  a member  of  a clan  provoked 
response,  and  the  response  in  turn  required  retribu- 
tion, and  so  on.  There  was  no  fixed  end  to  it,  short  of 
a clan’s  extinction. 

Slowly  crude  judicial  systems  were  developed. 
For  the  feud  the  substitute  of  money  payments  took 
the  place  of  vengeance,  or  the  “wergeld”  system. 
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There  were  different  sums  for  different  kinds  of 
injurv'  and  for  different  men,  according  to  their  sta- 
tus. Mob  execution  became  illegal  and  communal 
courts  took  on  the  task  of  deciding  guilt  or  inno- 
cence. There  were  two  modes  of  trial;  ordeal  and 
compurgation. 

Trial  by  Ordeal 

Compurgation  occurred  as  follows:  The  accused 
swore  that  he  was  innocent  and  then  his  friends 
stated  that  he  was  a man  of  good  repute  and  that  his 
oath  was  good.  There  was  no  inquiry  into  the  facts. 
The  defense  was  that  the  defendant  denied  the 
charge,  and  that  he  was  a man  who  did  not  lie. 

Compurgation  was  for  the  upper  classes  only. 
Most  people  had  to  face  ordeal.  Ordeal  was  frankly 
supernatural.  Guilt  or  innocence  was  determined  by 
some  sign  from  God.  The  principal  ordeals  were 
these;  the  accused  would  carry  hot  iron  in  bare 
hands,  dip  his  arm  in  boiling  water,  or  be  bound  and 
plunged  into  a pond  or  stream.  The  first  two  turned 
on  medical  consequence.  After  several  days  had 
passed,  the  injury  was  inspected.  If  the  bum  was 
healed,  the  accused  was  innocent;  if  it  festered,  he 
was  guilty.  In  ordeal  by  water,  if  the  accused  sank, 
he  was  innocent;  if  he  floated,  he  was  guilty  — a 
no-win  proposition. 

Ordeal  was  for  criminal  cases  only.  Battle,  like 
compurgation,  was  for  both  criminal  and  civil  cases. 
Champions  were  used  only  in  civil  disputes;  those 
accused  of  crime  had  to  do  their  own  fighting.  Trial 
by  battle  has  its  modern  counterparts.  Contemporary 
litigation,  to  a large  extent,  goes  according  to  the 
skill  and  strengths  of  the  advocates. 

King's  Courts 

With  the  Norman  Conquest  and  the  emergence  of 
a feudal  society,  the  most  important  thing  for  a ruler 
to  have  was  dominion  over  land.  When  Henry  II,  the 
same  Henry  who  married  Eleanor  of  Aquitaine  and 
who  fathered  Richard  the  Lion-Hearted,  came  to  the 
throne,  he  directed  his  officials  to  find  out  who 
owned  what.  To  help  them  get  the  facts,  the  King’s 
men  summoned  a jury.  The  person  claiming  he  was 
dispossessed  had  his  claim  decided  by  his  neighbors, 
who  gave  sworn  answers  to  the  royal  emissary. 

It  was  not  the  jury  as  we  know  it  today.  It  was  a 
body  of  neighbors  who  acted  on  their  own  knowl- 
edge of  the  facts.  They  did  not  sit  and  listen  to  the 
evidence;  they  brought  the  evidence  to  court  them- 
selves. However,  the  ultimate  function  of  the  jury  is 
the  same,  determination  of  the  facts. 

Henry  then  organized  a system  of  royal  courts 
which  offered  trial  by  jury  as  a legal  right  for  certain 


disputes.  It  was  the  same  kind  of  litigation  we  would 
today  call  civil.  At  the  very  same  time  he  brought  the 
jury  into  criminal  law.  This  jury  heard  no  witnesses. 
They  could  act  on  personal  knowledge,  or  without  it. 
After  the  jury  had  reported  to  the  King’s  emissaries, 
or  “justices,”  the  accused  went  to  trial.  The  trial 
was  exclusively  by  ordeal  then.  But  by  1 166,  even  if 
the  accused  was  proven  innocent  by  the  ordeal,  he 
still  was  exiled. 

Henry  II  did  not  take  the  ordeal  seriously.  He 
preserved  the  institution  to  assuage  those  who  were 
troubled  by  all  of  the  other  changes.  So  he  rendered 
its  outcome  unimportant.  The  ritual  could  be  per- 
formed for  the  many  who  were  interested  in  ritual, 
but  once  the  jury  had  lodged  its  “accusation,”  the 
case  for  governmental  purposes  was  done.  So  the 
jury’s  report  was  far  more  than  accusation;  it  was  the 
trial  itself. 

After  the  Catholic  Church  abolished  ordeal,  En- 
glish officialdom  replaced  this  second  half  of  the 
legal  process  with  a smaller  jury.  However,  it  was 
hardly  likely  that  the  smaller  jury  would  reach  a 
different  conclusion  from  that  of  the  first  jury  as  it 
was  made  up  of  the  same  people.  So  the  work  of  the 
accusatory  jury  remained  the  important  thing.  By  the 
middle  of  the  fourteenth  century,  the  two  juries  had 
become  totally  distinct  and  had  gotten  speparate 
titles.  The  jury  of  accusation,  being  the  larger  body, 
was  the  “grand  jury,”  and  the  smaller,  the  “petit 
jury.” 

Even  though  the  royal  courts  of  Henry  II  almost 
exclusively  used  the  jury  system,  the  communal  and 
feudal  courts  still  held  on  to  compurgation,  ordeal 
and  battle.  However,  when  ownership  of  the  all 
important  land  became  disputed,  Henry  II  began  to 
intervene  to  enhance  his  own  power.  He  issued 
writs,  directing  the  Justices  to  choose  twelve  others, 
which  jury  decided  both  facts  and  law. 

About  the  same  time,  other  regular  writs  were 
created  that  brought  other  kinds  of  dispute  into  the 
king’s  own  court.  They  dealt  not  with  land  but  with 
goods  or  money.  They  were  called  Debt,  Detinue 
and  Covenant. 

Covenant  resembled  our  modern  contract  actions. 
But  the  Writ  of  Covenant  was  soon  restricted  to 
claims  based  on  documents  under  seal.  If  the  defen- 
dant’s seal  was  on  the  document,  it  would  be  en- 
forced. If  the  defendant  claimed  it  wasn’t  his  seal, 
the  issue  would  be  tried  by  combat. 

Debt  had  to  do  with  money  — money  loaned  or 
due  on  sale.  Detinue  had  to  do  with  goods  — plain- 
tiff claimed  defendant  wrongfully  detained  them. 
Trial  for  Debt  and  Dentinue  was  by  compurgation. 

In  the  beginning,  in  all  actions  in  the  royal  court  or 
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on  royal  order  in  a local  court,  the  writ  was  custom 
made  and  granted  on  petition.  Writs  were  issued 
from  the  Chancery,  a group  of  clerks  headed  by  the 
Chancellor,  a secretary  to  the  King.  As  more  peti- 
tions came  along,  a writ  already  fashioned  might 
answer  the  grievance.  Before  long  there  was  a regis- 
ter of  standard  writs,  each  adapted  to  a familiar  set  of 
circumstances.  They  could  be  obtained  from  the 
Chancery  simply  by  paying  a fee  without  bothering 
the  King  himself.  The  writs  became  categories,  and 
if  the  statements  in  the  writ  were  lent  credence  by 
appropriate  proof,  judgment  would  follow.  The  var- 
ious writs,  with  the  characteristic  procedure  and  the 
characteristic  remedy  that  adhered  to  each  became 
the  “forms  of  action.” 

Whether  the  action  took  place  in  the  King’s  court 
or  the  lord’s  court,  it  was  extremely  slow.  One 
reason  why  it  was  so  slow  was  that  the  idea  of  legal 
representation  had  not  yet  come  to  English  law. 
There  was  no  profession  of  law.  So  at  each  stage  of 
the  case  the  litigants  themselves  had  to  be  in  court. 
But  one  or  the  other  might  have  good  reason  not  to. 
He  might  be  on  a holy  pilgrimage  or  off  crusading; 
he  might  be  suffering  a fever.  The  litigation  would 
have  to  wait.  A large  body  of  law  developed  on  the 
subject:  it  specified  the  excuses  for  non-appearance. 
Illness  was  good  for  a year  and  a day,  but  the  ill 
person  had  to  really  be  in  bed.  Four  knights  would  be 
sent  to  check  on  his  excuse.  They  would  report 
whether  they  found  him  up  and  about  or  “in  bed  as 
befits  a man  making  such  excuse,  boots  off, 
breeches  off,  all  ungirt,  or  even  naked,  quod  plus 
est."  The  Latin  hardly  needs  translation:  if  he  had 
nothing  on  at  all,  that  was  a plus. 

By  the  middle  of  the  thirteenth  century,  the  Regis- 
ter of  Writs  had  expanded  to  include  about  five 
hundred  standard  writs,  though  only  a few  were 
frequently  used.  Five  hundred  may  seem  a great 
many,  but  the  writs  were  narrow,  and  the  facts  of  the 
case  had  to  fit  the  form. 

However,  by  the  end  of  the  thirteenth  century,  the 
feudal  lords  whose  jurisdiction  over  their  local  feu- 
dal courts  had  been  diminished  by  the  king’s 
issuance  of  writs,  spurred  on  by  the  Magna  Carta, 
rebelled  and  forced  Henry  III  to  accept  the  Provi- 
sions of  Oxford,  which  required  the  Chancellor  to 
swear  he  would  issue  no  writs  except  those  already 
established.  Pretty  soon  would-be  plaintiffs  were 
grumbling  because  their  cases  would  not  fit  the 
writs.  As  the  common  law  courts  came  to  be  recog- 
nized more  clearly  as  separate  legal  institutions, 
exercising  definite  powers,  rather  than  as  delegates 
of  the  king’s  prerogative,  they  tended  more  and 
more  to  lose  their  discretionary  power  and  to  become 


bound  by  rigid  rules  which  only  the  king  in  Parlia- 
ment could  change. 

The  chancellors  began  to  intervene  in  special 
cases  on  petition  when  the  common  law  courts 
ceased  to  give  relief  in  many  cases,  because  they  did 
not  come  within  the  existing  forms  of  action.  The 
reason  urged  for  special  relief  was  the  ineffective- 
ness of  the  remedy  at  common  law  and  gradually 
there  emerged  a group  of  cases  where  the  law  gave 
no  relief.  Resort  had  to  be  made  to  the  chancellor. 

Until  the  fall  of  Cardinal  Wolsey  during  the  reign 
of  Henry  VIII,  the  chancellors  were  mostly  eccle- 
siastics. During  the  period  of  the  ecclesiastical  chan- 
cellors, equity  was  regarded  more  as  an  administra- 
tive function  of  the  executive  branch  of  the  govern- 
ment, rather  than  a separate  judicial  system.  In  the 
early  part  of  this  period  there  was  little  opposition  by 
the  common  law  judges  to  the  operation  of  equity. 
But  when  the  chancellors  began  to  enjoin  the  pros- 
ecution of  actions  at  common  law,  and  especially 
when  they  undertook  to  enjoin  the  enforcement  of  a 
common  law  judgment,  and  began  to  be  recognized 
as  judicial  officers  of  a separate  court,  the  opposition 
of  the  older  courts  increased. 

This  conflict  was  resolved  when  a royal  commis- 
sion headed  by  Francis  Bacon  reported  that  the  chan- 
cellor could  enjoin  a party  from  enforcing  a judg- 
ment, but  could  not  affect  the  judgment  itself,  nor 
the  court  which  rendered  it,  in  effect  furnishing  the 
formula  under  which  the  two  systems  could  exist 
side  by  side. 

Evolution  of  Common  Law 

This  evolvement  is  traditionally  referred  to  as  the 
common  law.  It  is  law  of  custom,  as  opposed  to 
statutory  law,  and  by  the  time  our  ancestors  migrated 
to  America  the  common  law  had  taken  on  a signifi- 
cant form,  to-wit:  the  ex  contractu  forms  of  account, 
assumpsit,  covenant  and  debt;  and  the  ex  delicto 
forms  of  detinue,  replevin,  trover,  trespass  on  the 
case,  ejectment,  forcible  entry  and  trespass.  There 
were  also  the  common  law  actions  of  dower,  waste, 
the  writ  of  right  and  the  writ  of  entry. 

Thus,  it  is  not  surprising  that  our  early  emigrants 
brought  with  them  the  common  law  concepts  of 
England  and  planted  them  firmly  into  our  legal  his- 
tory. They  have  evolved  and,  even  today,  the  com- 
mon law  provides  the  greatest  body  of  law  with 
which  we  contend. 

The  common  law,  in  a sense,  is  common  sense 
and  grows  from  day  to  day  as  our  courts  of  record 
add  to  the  body  of  law  in  accordance  with  commu- 
nity needs.  It  is  that  body  of  case  or  judge-made  law 
from  which  we  draw  in  almost  every  case  we  try. 
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The  other  body  of  law  is  “statutory”  and  is  made 
up  of  the  laws  passed  by  our  state  and  federal  legisla- 
tive bodies. 

There  is.  perhaps,  a third  body  of  law  and  that  is 
“administrative  law.”  This  is  composed  of  rules 
and  regulations  promulgated  by  administrative  agen- 
cies in  the  implementation  of  statutory  enactments 
and  are.  for  the  most  part,  administered  by  adminis- 
trative courts,  bodies,  etc.,  e.g..  Workmen’s  Com- 
pensation Commission,  Veterans'  Administration, 
Social  Security  Administration,  National  Labor  Re- 
lations Commission  or  Board,  etc.,  some  or  all  of 
which  feed  into  the  judicial  process  at  some  point 
along  the  way. 

InWrestingly  enough,  there  is  no  federal  common 
law.  This  is  residual  to  the  states  and  while  most  of 
the  states  have  some  similarities,  they  evolved  dif- 
ferently to  serve  different  local  needs.  The  federal 
courts  are  bound  to  apply  these  rules  of  common  law 
in  diversity  actions. 

Modern  Court  Systems 

And  now,  about  the  courts;  We  have  our  system  of 
state  courts  and  federal  courts.  For  instance,  in  Mis- 
sissippi, we  have  the  following: 

• Justice  Court  Judge  (a  six  man  jury  can  be 
requested) 

• Municipal  courts  (no  jury) 

• County  courts  (law  and  equity  — a jury  can  be 
requested  — six  persons  — appeals  lie  from  Justice 
Court  and  Municipal  Courts)  — has  limited  civil  and 
criminal  jurisdiction. 

• Circuit  Courts  (twelve  person  jury  is  automatic 
unless  all  sides  agree  to  waive  it.  It  has  jurisdiction 
of  all  civil  matters  in  excess  of  $200  and  all  criminal 
matters  involving  punishment  in  excess  of  one 
year’s  imprisonment.  It  handles  many  appeals  from 
County  Court,  Mississippi  Workmen’s  Compensa- 
tion Commission,  etc.) 

• Chancery  Courts  (This  is  the  equity  court  and 
handles  probate,  domestic  relations,  etc.  It  has  no 
jury  but  a jury  can  be  requested  in  limited  matters.  It 
evolved  from  the  chancery  or  chancellor  discussed 
hereinabove.  It  also  handles  various  appeals.) 

• Supreme  Court.  This  is  the  final  appeals  court 
and  writes  and  publishes  opinions  which  are  binding 
upon  the  lower  or  lesser  courts  and  provides  the 
common  law  in  written  form  which  we  try  to  follow 
as  precedents.  This  tends  (or  is  supposed)  to  lend 
stability  and  predictability  to  the  law  in  the  form  of 
“stare  decisis.” 

There  are  some  instances  where  an  appeal  may  lie 
from  the  state  supreme  court  to  the  Unites  States 
Supreme  Court  but  these  are  rare.  There  are  a few 


cases  which  must  be  tried  before  the  Supreme  Court, 
as  a court  of  original  jurisdiction. 

In  the  Federal  System  we  have  the  constitutional 
and  the  statutory  courts. 

For  our  purposes,  it  would  seem  sufficient  to  state 
that  in  Mississippi,  we  are  divided  into  the  Northern 
District  and  the  Southern  District.  The  Northern 
District  has  four  divisions:  Eastern  (Aberdeen), 
Northern  (Oxford),  Delta  (Clarksdale)  and  Green- 
ville (at  Greenville).  The  Southern  District  has  five 
divisions:  Southern  (Biloxi),  Hattiesburg  (at  Hatties- 
burg), Western  (Vicksburg),  Jackson  (at  Jackson) 
and  Eastern  (Meridian).  These  are  district  courts. 

We  have  a system  of  magistrates  but  I won’t  go 
into  that  inasmuch  as  they  work  closely  with  the 
district  courts. 

Cases  may  be  tried  before  a jury  or  judge.  Juries 
are  not  automatic.  They  have  to  be  requested.  Juries 
in  the  Northern  District  are  made  up  of  six  persons. 
In  the  Southern  District  the  juries  are  made  up  of 
twelve  persons. 

Appeals  go  to  the  United  States  Courts  of  Ap- 
peals, Fifth  Circuit,  sitting  in  New  Orleans.  These 
appeals  are,  for  the  most  part,  a matter  of  right. 
Appeals  go  from  the  Fifth  Circuit  to  the  United 
States  Supreme  Court,  on  petition  for  writ  of  cer- 
tiorari. These  appeals  are  not  a matter  of  right. 

Jurisdiction  in  federal  court  may  be  based  upon 
diversity  of  citizenship  (where  the  plaintiff  and  de- 
fendant! s)  are  residents  of  different  states  and  the 
amount  of  controversy  exceeds  $10,000)  or  the  in- 
volvement of  a federal  question.  There  are  many 
refinements  to  this  latter  category,  not  necessary  to 
this  paper. 

The  United  States  Supreme  Court  may  also  be  a 
trial  court  of  original  jurisdiction  in  a few  limited 
instances. 

Note:  if  your  patient  resides  in  another  state,  he 
may  want  to  sue  in  federal  court. 

Each  court  system  has  its  procedural  rules.  The 
Federal  Rules  of  Civil  Procedure,  since  1938,  and 
the  Mississippi  Rules  of  Civil  Procedure,  effective 
January  1,  1982,  govern  practice  in  the  county, 
circuit  and  chancery  courts.  For  the  most  part,  the 
state  court  rules  are  patterned  after  the  Federal  Rules 
with  the  notable  exception  that  we  have  no  third 
party  practice  in  state  courts  and  the  judges,  because 
of  medical  privilege,  can’t  order  an  independent 
medical  examination. 

Court  Procedures 

I will  briefly  outline,  in  a very  broad  way,  some  of 
the  things  you  may  observe  in  the  development  of  a 
federal  action,  to- wit: 
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Aside  from  the  notice  of  representation  which 
plaintiff’s  attorney  might  be  expected  to  write,  the 
action  is  really  initiated  by  the  filing  and  serving  of 
the  complaint.  The  complaint  starts  by  giving  the 
basis  of  the  court’s  jurisdiction.  It  ends  by  saying 
what  the  plaintiff  wants,  the  “prayer”  or  “demand 
for  judgment.”  In  between,  there  need  be  only  “a 
short  and  plain  statement  of  the  claim  showing  that 
the  pleader  is  entitled  to  relief.”  The  defendant’s 
answer  is  to  be  correlatively  terse. 

If  the  complaint  or  answer  nevertheless  appears  to 
be  defective,  or  if  there  is  something  the  pleader 
wants  to  change  or  add,  leave  to  amend  is  freely 
granted.  Each  party  is  to  learn  the  specifics  of  the 
other’s  claim  or  defense  not  from  the  pleadings,  but 
from  discovery  procedures.  The  issues  are  drawn, 
and  the  court  is  informed  of  the  nature  of  the  case  it 
will  have  to  try,  in  a pre-trial  conference  of  the  judge 
and  the  attorneys,  and  through  certain  pre-trial  mo- 
tions. 

The  discovery  procedures  are  varied  and  effec- 
tive. Each  side  must  furnish  the  other,  on  demand, 
with  its  records  and  documents  relating  to  the  case. 
Written  interrogatories  may  be  served  to  which  writ- 
ten answers  must  be  given.  There  can  be  oral  ex- 
amination, or  deposition,  under  oath,  in  advance  of 
trial,  not  only  of  the  parties,  but  of  other  people  who 
may  have  some  useful  information. 

At  the  pre-trail  conference,  the  opposing  lawyers 
meet  with  the  judge  and  under  his  governance  articu- 
late the  issues.  The  conference  also  provides  a ripe 
occasion  for  settlement.  The  judge  usually  gets  to 
know  enough  about  the  case  to  reach  a rough 
appraisal  of  the  merits.  It  also  gives  him  occasion  to 
use  the  prestige  of  his  position  to  induce  a compro- 
mise. 

The  “motion  for  summary  judgment”  is  designed 
for  the  situation  in  which  documents  and  affidavits 
establish  the  facts  so  clearly  that  there  remains  no 
“triable  issue  of  fact.”  The  questions  of  law  are 
decided  on  the  motion,  and  final  judgment  can  be 
reached  without  having  to  go  to  trial. 

At  the  trial,  both  parties  make  opening  statements 
in  which  they  explain  their  side  of  the  case  to  the  jury 
so  that  it  will  be  better  able  to  follow  the  proof.  The 
plaintiff  then  attempts  to  prove  his  case.  The  first 
witness  for  the  plaintiff  is  called  to  the  witness  stand 
for  direct  examination  and  is  sworn  to  tell  the  truth. 
His  testimony  is  elicited  by  questions  posed  by  the 
plaintiff’s  lawyer.  Throughout  the  witness’  testi- 
mony, the  counsel  for  the  opposing  party  will  object 
to  evidence  which  he  does  not  deem  admissable. 

The  law  of  evidence  is  a relatively  young  branch 
of  the  law.  Some  scholars  see  the  adversary  system 


as  the  source  of  the  law  of  evidence.  If  we  wish  to 
learn  the  truth  by  leaving  it  to  the  litigants  to  provide 
the  court  with  facts,  we  must  lay  down  some  rules. 
Certain  kinds  of  proof  are  admissible,  other  kinds 
are  not,  and  the  determination  must  be  made  by 
standards  the  litigants  can  know.  These  standards 
must  be  stated  and  available  so  the  contestants  can 
prepare  and  so  the  fairness  or  unfairness  of  the  con- 
test may  be  shown. 

Evidence 

The  first  standard  of  admissibility  is  materiality. 
Evidence  which  is  immaterial  goes  outside  the  issues 
fixed  by  the  pleadings.  The  standard  of  relevance  is 
interwoven  with  materiality:  every  happening  is  re- 
lated to  another.  The  question  is  how  closely  are  they 
related.  There  must  be  a quantitive  judgment  some- 
where. Competenee  is  the  third  standard.  Certain 
kinds  of  proof  presented  are  more  reliable  than 
others. 

Evidence  is  mostly  oral  or  documentary.  The  for- 
mer is  testimony  — words  spoken  in  court  by  a 
sworn  witness.  The  latter  is  writing  that  may  be 
introduced  — correspondence,  contracts  or  memor- 
anda. Sometimes  physical  objects  are  evidence  — a 
sample  of  the  goods  delivered,  the  alleged  murder 
weapon. 

We  must  be  careful  to  distinguish  between 
“admissibility”  and  “weight.”  The  fact  that  the 
evidence  will  be  heard  does  not  mean  that  it  will 
convince.  The  trier  of  the  facts  will  assess  it,  com- 
pare it  with  conflicting  evidence,  and  decide  how 
well  it  fits  his  own  idea  of  what  is  plausible  and  what 
is  not. 

Admissible  evidence  must  be  “fact”  as  opposed 
to  “opinion.”  Ordinarily  a witness  may  not  give  an 
opinion,  an  inference,  a deduction,  or  a supposition, 
however  plausible  that  may  be.  However,  when  an 
opinion  is  central  to  the  dispute,  the  law  allows 
statements  of  opinion  if  they  are  given  by  people 
specially  qualified  as  experts  on  the  subject.  When  a 
laywer  seeks  to  have  such  testimony  taken,  he  puts 
the  witness  on  the  stand  and  asks  him  questions 
whose  answers  he  hopes  will  demonstrate  knowl- 
edge and  experience.  The  judge  then  rules  on 
whether  the  witness  is  sufficiently  expert,  and  if  he 
rules  favorably,  the  witness  is  allowed  to  give  his 
opinion.  This  process  is  called  “qualifying  the  wit- 
ness.” 

The  concept  of  admissible  evidence  also  excludes 
what  is  known  as  ‘ ‘hearsay’  ’ — a witness  shall  speak 
only  of  his  own  perceptions,  not  of  someone  else’s, 
and  a document  is  evidence  only  of  itself,  not  of 
things  outside  itself.  Unless  the  words  themselves 
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are  a relevant  event,  a witness  may  not  testify  to 
someone  else's  words.  There  are  exceptions.  He 
may  speak  only  of  what  he  knows  directly,  not  of 
what  someone  else  told  him. 

After  direct  examination,  the  defendant’s  lawyer 
is  permitted  to  cross-examine  the  witness  to  show 
additional  facts  or  inconsistencies  or  to  attack  the 
witness'  credibility.  After  presenting  his  proof,  the 
plaintiff  w'ill  rest. 

At  this  point,  the  plaintiff  must  have  introduced 
enough  evidence  on  all  issues  as  to  which  he  has  the 
burden  of  proof  to  justify  a jury  verdict  for  him.  The 
defendant  may  test  whether  the  plaintiff  has  done  so 
by  a motion  that  the  action  be  dismissed.  The  issue 
raised  is  only  whether  a reasonable  jury  could,  on  the 
basis  of  the  plaintiff's  evidence,  reach  a verdict  in 
his  favor.  This  is  therefore  regarded  as  an  issue  of 
“law”  rather  than  one  of  “fact”  and  the  judge  alone 
passes  upon  the  motion.  If  it  is  granted,  the  dismissal 
ends  the  trial  and  operates  as  a judgment  on  the 
merits  for  the  defendant.  If  it  is  denied,  the  defend- 
ant must  proceed  with  his  case. 

The  defendant  will  then  present  his  evidence  in 
the  same  manner  as  did  the  plaintiff.  This  time  the 
latter  will  have  the  right  of  cross-examination.  At  the 
close  of  all  the  evidence,  either  party  may  move  for  a 
directed  verdict  on  the  ground  that  a reasonable  jury 
could  only  return  a verdict  in  his  favor.  This  motion 
is  also  considered  to  raise  a question  of  “law”  rather 
than  one  of  “fact.  ’ ’ If  the  judge  grants  the  motion  the 
trial  will  end  and  judgment  will  be  entered  for  the 
moving  party.  If  he  denies  the  motion,  the  trial  will 
proceed  to  its  conclusion. 

Both  parties  will  then  make  their  closing  argu- 
ments. Arguments  must  be  confined  to  the  evidence 
which  has  been  presented  and  each  side  will  attempt, 
by  analysis  of  the  proof,  to  persuade  the  jury  that  it 
should  decide  the  case  in  its  favor.  The  judge  will 
then  charge  the  jury  by  instructing  it  in  the  rules  of 
law  under  which  it  is  to  reach  its  decision. 

After  the  charge,  the  jurors  retire  to  the  jury  room 
where  they  deliberate  in  secret  for  a matter  of  min- 
utes, hours  or  even  days,  until  they  reach  their  ver- 
dict. In  a civil  case  the  jury  must  be  persuaded  “by  a 
preponderance  of  the  evidence,”  or  in  other  words, 
that  the  existence  of  the  contested  fact  is  more  prob- 
able than  not. 

After  the  jury  verdict,  the  losing  party  may  move 
for  a new  trial  on  a variety  of  grounds,  including 
prejudicial  error  by  the  judge  in  ruling  on  the  admis- 
sibility of  evidence  or  in  instructing  the  jury,  or  a 
verdict  which  is  against  the  weight  of  the  evidence. 
Finally,  the  judge  will  enter  judgment  on  the  verdict. 
The  judgment  will  ordinarily  require  the  losing  party 


to  pay  the  costs  of  the  successful  party. 

While  the  foregoing  is  descriptive  of  federal  prac- 
tice, under  the  Federal  Rules  of  Civil  Procedure,  it 
is,  with  one  or  two  exceptions,  descriptive  of  pro- 
ceedings under  the  new  Mississippi  Rules  of  Civil 
Procedure. 

Under  the  Mississippi  Rules  of  Civil  Procedure,  a 
pre-trial  conference  is  generally  not  held  routinely. 
Rarely  will  the  court  call  for  it.  Litigants  are  begin- 
ning to  do  so  more.  In  federal  court,  pre-trial  confer- 
ences and  pre-trial  orders  are  routinely  done  (except 
with  regard  to  one  judge). 

In  state  courts,  the  jury  receives  the  jury  instruc- 
tions before  it  hears  closing  arguments.  In  federal 
court,  the  jury  hears  argument,  then  receives  the 
court’s  instructions. 

The  defendant  should  be  reminded  that,  in  both 
state  and  federal  court,  he  can  and  may  be  called  as 
an  adverse  witness.  Frequently,  in  malpractice  ac- 
tions, the  plaintiff  may  very  well  try  to  make  his  case 
by  calling  the  defendant,  both  as  a fact  witness  and 
as  an  expert. 

You  should  now  have  a very  general  idea  of  the 
judicial  system,  how  it  evolved  historically  and  how 
it  works.  However,  three  important  ingredients  are 
lacking,  to-wit:  the  judges,  the  juries  and  the 
lawyers. 

Judges  are  simply  ex-lawyers  who  have  been 
moved  from  the  game,  where  they  used  to  be  play- 
ers, to  the  lofty  perch  of  referees.  They  generally 
carry  with  them  the  same  qualities,  good  or  bad, 
which  drove  them  as  advocates. 

The  juries  are  made  up,  usually  at  random  or  by 
computer  key,  from  the  electorate  and  freeholders. 
They,  likewise,  come  to  the  jury  box  with  all  of  the 
imperfections  that  they  “enjoy”  in  their  everyday 
lives.  You  might  take  note,  and  heart,  of  the  fact  that 
the  jury  in  America  knows  none  of  the  facts  but 
serves  as  an  impartial  trier  of  the  facts.  This  is  an 
important  departure  from  the  juries  we  discussed  in 
Anglo-Saxon  times. 

About  Lawyers 

A word  about  lawyers: 

Luke  11:46  had  this  to  say:  “And  (Jesus)  said. 
Woe  unto  you  lawyers  also!  For  ye  load  men  with 
burdens  grievous  to  be  borne,  and  ye  yourselves 
touch  not  the  burdens  with  one  of  your  fingers.” 

In  Henry  VI,  Shakespeare  said,  “The  first  thing 
we  do,  let’s  kill  all  the  lawyers.” 

1 seem  to  recall  that  Lenin,  or  some  of  his  follow- 
ers, had  the  same  idea  as  Shakespeare. 

At  last  count  {U.  S.  News  & World  Report,  De- 
cember 19,  1983),  we  have  650,000  licensed 
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lawyers.  We  have  172  accredited  law  schools  with 

128.000  students  and  each  year  we  graduate  another 

35.000  lawyers. 

The  number  has  doubled  in  the  last  decade. 

In  1960,  there  was  one  lawyer  for  each  700  people 
in  the  United  States.  In  1970,  one  per  600;  in  1983, 
one  per  410  and  by  the  mid-nineties,  there  will  be 
one  for  every  300  Americans. 

In  all  of  Japan,  there  are  fewer  than  15,000 
lawyers  and  in  England,  where  the  common  law  was 
invented,  only  a fraction  of  that  number. 

Then  add  to  the  formula  the  150,000  new  laws 
passed  in  the  United  States  each  year  and  consider 
that  each  new  law  requires  an  average  of  ten  new 
regulations  for  implementation. 

Increasing  Litigation 

It  is  no  small  wonder  that  litigation  is  on  the 
increase  and  with  this  many  lawyers  on  move,  it  will 
continue  to  increase.  In  a recent  four  year  period, 
civil  suits  increased  23%.  This  is  5 to  7 times  faster 
than  the  increase  in  population. 

This  increase  has  been  significant  in  medical  mal- 
practice suits.  You  have  seen  it  here  in  Mississippi. 
Some  of  you  have  experienced  it  first  hand. 

I take  no  great  pride  in  these  statistics.  I personally 
feel  that  there  are  too  many  lawyers.  It  results  in 
many  “garbage  suits”  being  filed.  It  burdens  the 
economy.  It  burdens  the  courts.  It  increases  the  cost 
of  government.  I could  go  on  and  on  but  suffice  it  to 
say,  it  increases  your  statistical  chance  of  being 
sued. 

I tell  you  this  in  order  that  you  may  reconcile 
yourselves  to  this  idea  and  gird  yourselves  against  it. 

It  may  also  be  helpful  if  you  will  put  this  whole 
business  into  perspective. 

We  have  swung  from  a laissez-faire  to  a consum- 
er-oriented society.  We  live  in  a litigious  society. 
We  appear  to  be  heading  toward  a humanistic  socie- 


ty — based  more  on  need  than  right. 

It  is  my  hope  that  if  you  understand  the  system, 
you  will  be  able  to  cope  with  it  ...  or  change  it. 

And  now,  a comment  about  the  jury. 

It  is  not  likely  that  you  will  be  tried  by  your  peers. 
Instead,  you  will  get  a cross-section  of  the  elector- 
ate. They  will  bring  with  them  all  of  their  frailties  as 
human  beings.  Some  of  them  may  have  developed  a 
dislike  for  doctors  for  any  one  of  the  many  reasons 
we  hear,  to-wit:  I had  to  wait  too  long  to  see  the 
doctor;  the  doctor  was  abrupt  or  unsympathetic;  he 
charged  too  much;  etc.  Hopefully,  all  will  be  fair. 

So  what  do  we  do,  you  ask. 

Well,  I suspect  that,  by  now,  you  are  already  on 
the  way  to  a cure. 

You  have  now  realized  that  “malpractice”  has 
not  just  been  invented.  It  has  been  around  forever. 
You,  as  a group,  are  just  now  beginning  to  experi- 
ence it. 

For  instance,  in  the  late  1800’s,  Oliver  Wendell 
Holmes  wrote: 

The  profession  has  just  been  startled  by  a verdict  against  a 
physician  ruinous  in  amount  — enough  to  drive  many  a 
hard  working  young  practitioner  out  of  house  and  home 
— a verdict  which  leads  to  the  fear  that  suits  for  malprac- 
tice may  take  the  place  of  the  panel  game  and  child 
stealing  as  a means  of  extorting  money.  If  the  profession 
of  this  state,  which  claims  a high  standard  of  civilization, 
is  to  be  crushed  and  ground  beneath  the  upper  millstone  of 
the  dearth  of  educational  advantages  of  the  lower  mill- 
stone of  ruinous  penalties  for  what  the  ignorant  ignorantly 
shall  decide  to  be  ignorance,  all  I can  say  is  God  save  the 
Common weatlth  of  Massachusetts. 

So  you  see,  times  have  really  not  changed  that 
much. 

In  closing,  I would  not  leave  you  without  a solu- 
tion. Try  not  to  practice  “legal  medicine.”  Simply 
practice  “good  medicine”  and  document  it  well. 

★★★ 

P.O.  Box  157  (39205) 


OCTOBER  1985 


295 


The  President  Speaking 


Unification 


Ralph  L.  Brock,  M.D. 
McComb,  Mississippi 


Most  of  you  know  that  the  Mississippi  State  Medical  Associa- 
tion has  adopted  a policy  of  unified  membership  with  the  AMA. 
This  will  be  reflected  on  the  membership  dues  statement  mailed  to 
each  member  this  month. 

About  75%  of  MSMA  members  currently  belong  to  the  AMA.  It 
is  to  the  other  25%  and  to  those  who  feel  this  has  been  “forced 
upon  them’  ’ that  I direct  my  remarks.  However,  everyone  needs  to 
be  informed  of  what  has  happened  and  why  it  was  done.  If  you 
have  already  decided  to  keep  your  membership  active,  I hope  you 
will  help  convince  those  who  may  be  in  doubt  that  we  all  need  to 
stick  together  — now  more  than  any  other  time  that  any  of  us  can 
remember! 

At  the  annual  meeting  last  May  there  was  thorough  discussion 
regarding  unification  at  the  Reference  Committee  on  Constitution 
and  Bylaws.  The  MSMA  House  of  Delegates  then  voted  over- 
whelmingly in  favor  of  unification.  This  is  to  be  in  effect  for  three 
years,  and  the  House  of  Delegates  will  have  to  vote  again  if  it  is  to 
continue  beyond  that  time. 

Some  of  the  immediate  benefits  that  we  will  get  are: 

1 . Our  number  of  delegates  to  the  AMA  will  increase  from 
three  to  five.  Two  more  alternate  delegates  will  be  chosen,  making 
a total  of  ten  members  from  MSMA  who  will  be  going  to  the  AMA 
twice  a year. 

2.  A $45.00  increase  in  AMA  dues  will  not  apply  to  us  during 
1986,  which  is  our  first  year  for  unification. 

3.  We  also  get  a 10%  reduction  in  our  AMA  dues  because  we 
are  a unified  state. 

4.  We  now  have  an  “ombudsman”  at  AMA  headquarters.  This 
person  is  Ms.  Wende  L.  Corbett.  She  will  give  you  personal 
service  in  any  matters  you  may  have  in  connection  with  AMA  or  its 
many  services  and  programs.  Her  number  if  (312)  645-5323. 

I have  heard  a number  of  our  members  who  also  belonged  to 
AMA  for  many  years  say  that  they  feel  that  unification  is  “com- 
pulsion.” Yes,  it  is,  in  the  same  sense  that  our  churches  and  civic 
clubs  belong  to  regional  or  national  components.  Or  in  the  same 
sense,  we  are  citizens  of  our  town,  county,  state  and  nation. 

The  federal  government  funds  almost  a third  of  the  health 
expenditures  in  this  country.  There  must  be  a broad  based  national 

(Continued  on  page  298) 
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Evaluate  Your  Performance 
In  Cancer  A>vareness  Role 

Because  of  events  relating  to  the  health  of  Presi- 
dent Reagan,  recent  public  press  releases  have 
stressed  the  importance  of  early  detection  of  colorec- 
tal and  skin  cancer.  We  hope  this  momentum  for 
public  education  will  spread  to  include  all  types  and 
locations  of  malignant  diseases.  A properly  in- 
formed patient  is  better  prepared  to  understand  the 
concepts  of  early  detection,  appreciate  early  cancer 
symptoms  and  participate  more  knowledgeably  in 
treatment  decisions  and  programs. 

Concurrently  there  must  be  increased  awareness 
of  the  problem  by  physicians.  We  should  not  be  the 
weak  link  in  the  cancer  detection  chain,  therefore, 
we  must  THINK  CANCER  and  search  for  it  in  the 
asymptomatic  patient,  appreciate  the  significance  of 
early  signs  and  symptoms  of  cancer,  and  be  in- 
formed about  the  general  aspects  of  current  manage- 
ment of  various  malignancies. 

A recent  publication  by  the  American  Cancer 
Society , A Survey  of  Physicians’  Attitudes  and  Prac- 
tices in  Early  Cancer  Detection  (Ca.  Vol.  35,  No.  4, 
July/ August,  1985),  deserves  the  attention  and  study 
of  all  physicians.  This  report  is  an  analytical  review 
of  the  “Guidelines  for  the  Cancer  Related  Checkup; 
Recommendations  and  Rationale”  published  by  the 
American  Cancer  Society  in  1980.  They  were  exact- 
ly what  the  title  said,  guidelines  for  use  by  individual 
physicians  in  performing  a cancer  checkup.  While 
some  aspects  of  the  guidelines  were  controversial 
and  not  accepted  by  all  physicians,  they  provided  a 
good  general  foundation  for  the  early  detection  of 
cancer  and  were  utilized  by  fifty-nine  percent  of  the 
physicians  surveyed. 

Review  this  article  and  then  critically  evaluate 
your  performance  in  this  area.  Hopefully  it  will 
make  you  more  aware  of  the  cancer  problem  and 
stimulate  you  to  THINK  CANCER. 

Myron  W.  Lockey,  M.D. 

Editor 


Planning  Moves  Ahead 
For  MSMA  IPA/HMO 

Whether  we  choose  to  recognize  it  — support  it  — 
or  oppose  it,  this  nation’s  health  care  delivery  sys- 
tem is  undergoing  rapid  change.  And  although  Mis- 
sissippi is  as  yet  relatively  untouched,  there  can  be 
no  doubt  that  change  is  coming.  In  fact,  there  are 
four  so-called  “alternative  delivery  systems”  on  the 
drawing  board  in  our  state  at  this  time. 

At  the  1984  Annual  Session  of  the  MSMA  House 
of  Delegates,  action  was  taken  to  recognize  the  in- 
evitability of  change  in  health  care  delivery  and  a 
Committee  to  Study  Alternative  Delivery  Systems 
was  formed.  That  committee  met,  deliberated,  and 
recommended  to  the  House  at  this  year’s  annual 
session  that  the  association  proceed  to  implement  a 
physician-directed  alternative  delivery  system.  This 
action  particularly  recognized  the  leadership  our 
profession  could  furnish  in  providing  a model 
alternative  delivery  system  which,  hopefully,  others 
would  emulate  in  this  state  if  they  were  to  be  suc- 
cessful. 

At  its  recent  August  meeting  our  association’s 
Board  of  Trustees  directed  expansion  of  the  Com- 
mittee on  Alternative  Delivery  Systems  to  include 
both  geographic  and  specialty  representation  from 
the  component  societies.  The  newly  expanded  com- 
mittee was  also  authorized  to  obtain  legal  counsel  to 
advise  on  a plan  and  organizational  structure  for 
implementing  a statewide  IPA/HMO. 

The  committee  to  Study  Alternative  Delivery  Sys- 
tems will  report  its  findings  and  recommendations  to 
the  Board  of  Trustees  very  shortly.  Watch  your 
Journal  MSMA  and  MSMA  Report  for  further  in- 
formation about  this  important  subject. 

Ellis  M.  Moffitt,  M.D.,  Chairman 
Committee  to  Study  Alternative 
Delivery  Systems 
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(Continued  from  page  296) 


COMMENT 


organization  to  represent  physicians  at  the  federal 
level.  If  not  the  AM  A,  then  who? 

Health  care  in  this  country  is  undergoing  its  most 
dramatic  change  in  history  — a comparison  could  be 
made  to  the  industrial  revolution  this  country  experi- 
enced in  the  early  1900s.  There  must  be  a broad 
based  national  organization  to  speak  to  the  concerns 
of  physicians  and  to  the  public  interest  as  this  change 
occurs.  If  not  the  AMA,  then  who? 

The  future  of  medical  education  and  medical  re- 
search in  this  country  will  be  a large  part  of  the  future 
of  the  medical  profession  in  the  United  States.  There 
must  be  a broad  based  national  organization  to  repre- 
sent physicians  as  issues  in  medical  education  and 
medical  research  are  addressed.  If  not  the  AMA, 
then  who? 

I wish  that  each  of  our  members  would  go  to  the 
AMA  meetings  in  June  or  December  of  each  year.  If 
you  went  to  just  one,  I think  you  would  be  amazed  at 
the  size  and  scope  of  the  issues  that  are  considered  at 
these  meetings.  There  was  a time  when  many  of  us 
felt  that  the  AMA  did  not  “represent  us”  as  well  as 
we  would  like.  But  today,  with  rare  exceptions,  the 
policies  of  the  AMA  and  the  MSMA  are  the  same. 

Installment  billing  will  be  available  for  those  who 
choose  this  means  of  payment.  You  may  make  di- 
vided payments  on  November  15,  1985,  February  1 , 
1986,  and  April  15,  1986.  With  our  dues  reduction 
for  next  year,  outlined  above,  the  AMA  dues  will 
cost  you  less  than  $1.00  per  day. 

Why  belong  to  the  AMA?  No  physician  can  buy 
such  valuable  help  and  influence  for  the  future  of  our 
profession  and  the  public’s  health  for  so  little  an 
amount.  And  no  physician  should  be  riding  “free” 
while  their  colleagues  in  the  AMA  pay  the  cost  and 
set  the  course  for  the  future  of  medical  practice. 


JOIN  MPAC  TODAY 


(Editor’s  note:  Physician-authored  articles  de- 
scribing medical  specialties  appeared  as  a special 
series  recently  in  “The  Pulse  Beat,”  newsletter  pub- 
lished by  Golden  Triangle  Regional  Medical  Center. 
Two  authors  embellished  their  articles  with  poetry, 
reprinted  below.  Dr.  Robert  Dill,  an  internist,  sub- 
mitted “To  Cut  or  Not.”  That  produced  “The  Big 
Split,”  a rebuttal  contributed  by  Dr.  Bill  Gates,  a 
urologist.  Dr.  Gates  disclaimed  authorship  and  de- 
clared that  the  author  wished  to  remain  anonymous 
for  fear  of  his  life.) 

To  Cut  or  Not 

(Submitted  by  Dr.  Robert  Dill) 

The  internist  is  an  enigma. 

One  may  treat  your  heart. 

Another  order  an  enema. 

While  a third,  balm  for  many  a part. 

A surgeon  is  known  by  all. 

Ask  him  to  cut  and  he  will. 

He  makes  incisions  large  and  small. 

But  much  smaller  than  his  bill. 

The  Big  Split 

(Submitted  by  Dr.  Bill  Gates) 

’Twas  a time  in  medical  history  when 
the  barbers  and  surgeons  split. 

And  the  surgeons  with  their  usual 
raucous  rancor  didn’t  give  a twit! 

It  should  be  obvious  that  following 

the  breach  which  was  somewhat  a revolution. 
The  internists  have  descended  through 

what  might  be  called  a tonsorial  evolution. 

Since  that  moment  on,  internists  and 

surgeons  have  argued  who  was  in  the  loftier  posi- 
tion. 

Whence  cometh  the  old  adage 

“If  you  don’t  cut,  you’re  only  half  a physician!” 

P.S. 

As  the  price  of  cognitive  skills 
continues  to  soar. 

It’s  hard  to  tell  the  difference 
between  bills  any  more! 
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Starkville  Pays  Tribute 
To  Dr.  Feddy  Eckford 

For  the  second  time  in  the  past  25  years  the  city  of 
Starkville  has  held  a “Dr.  Feddy  Day”  — the  most 
recent  being  a tribute  to  Dr.  J.  F.  “Feddy”  Eckford 
upon  his  retirement  after  58  years  of  medical  prac- 
tice. 

The  87-year-old  Starkville  native  recently  re- 
marked upon  the  “staggering”  changes  in  medicine, 
including  surgical  procedures,  immunizations  and 
wonder  drugs.  Another  change  he  has  observed  is 
the  gradual  disappearance  of  house  calls.  He  esti- 
mates that  probably  80  percent  of  his  practice,  when 
he  began  in  1927,  was  house  calls.  And  he  notes  that 
for  the  first  30  years  or  so,  he  received  no  pay  for 
more  than  half  those  patient  visits. 

Recalling  the  earliest  days  of  his  practice,  he  said, 
“Drugs  and  equipment  were  very  limited,  but  doc- 
tors made  themselves  available  24  hours  a day  every 
day  of  the  week.  Then,  the  practice  of  medicine 
depended  a lot  on  art  and  common  sense.  Now, 
medicine  is  a science  based  on  advanced  drugs  and 
specialized  equipment.” 

But  changes  have  not  been  limited  to  medical 
practice  alone,  he  continued.  He  noted  the  increase 
in  malpractice  lawsuits,  particularly  nuisance  suits, 
which  are  a constant  source  of  frustration  for  doctors 
and  their  families. 

Dr.  Eckford  lamented  the  “increasing  exodus  on 
fine  physicians  from  medicine  into  other  types  of 
work”  and  the  loss  of  “some  of  the  brightest  minds 
of  our  youth  who  might  normally  choose  medicine 
. . . who  are  going  into  other  fields.” 

He  also  predicted  another  consequence  of  the  mal- 
practice crisis,  a risk  of  decreased  access  to  sophisti- 
cated medical  care,  caused  by  doctors  limiting  their 
practices,  particularly  in  high-risk  fields  such  as 
obstetrics. 

His  earliest  exposure  to  medicine  (and  to  house 
calls  in  a buggy)  was  as  the  son  of  a physician.  Dr. 
Jim  Eckford.  The  younger  Eckford  had  received  a 
degree  in  chemistry  from  Mississippi  A&M  College 
in  1920,  but  at  that  time  hadn’t  decided  to  follow  in 
his  father’s  footsteps. 

That  decision  came  after  one  year  of  duty  in  the 
Navy  at  the  end  of  World  War  I,  followed  by  another 
year  working  for  the  Bureau  of  Standards  in 
Washington,  DC.  He  enrolled  in  the  Tulane  Uni- 


versity School  of  Medicine  in  1922  and  received  the 
M.D.  in  1926.  After  completing  his  internship,  he 
returned  to  Starkville  to  practice  with  his  father. 

The  first  “Dr.  Feddy  Day”  was  held  in  1967. 
Residents  of  the  Starkville  area  paid  tribute  to  Eck- 
ford for  his  contributions  to  the  community  during 
the  40  years  he  had  been  practicing  at  the  time.  In 
1972  he  received  the  Golden  Deeds  Award  from  the 
Starkville  Exchange  Club  and  in  1975  he  was  named 
one  of  four  Outstanding  Alumni  by  the  Starkville 
public  schools.  He  also  has  been  recognized  by  the 
American  Academy  of  Family  Physicians  for  his 
achievement  in  family  medical  practice. 

Dr.  Eckford,  a member  of  Prairie  Medical  Socie- 
ty, is  an  emeritus  member  of  the  American  Medical 
Association.  He  is  a member  of  the  Starkville  Rotary 
Club,  the  Chamber  of  Commerce,  and  the  First 
United  Methodist  Church.  He  and  his  wife,  Nellie, 
have  two  daughters  and  two  grandchildren. 

UMC  Announces  Successful 
In  Vitro  Fertilization 

Physicians  at  the  University  of  Mississippi 
Medical  Center  have  announced  the  state’s  first 
pregnancy  from  in  vitro  fertilization. 

The  couple  has  requested  that  their  identity  not  be 
released.  The  birth  is  expected  in  mid-March. 

Dr.  Bryan  Cowan,  assistant  professor  of  obstet- 
rics and  gynecology,  heads  the  program  at  the 
Medical  Center  under  the  direction  of  department 
chairman  Dr.  Winfred  L.  Wiser.  He  said  the  preg- 
nancy had  been  confirmed  by  a “sensitive  blood 
test”  and  by  ultrasound.  The  pregnancy  resulted 
from  the  couple’s  first  attempt.  Dr.  Cowan  said. 

The  Mississippi  program  began  in  February, 
1984,  and  during  that  first  year,  the  in  vitro  team  did 
13  procedures.  To  date,  they’ve  done  some  30  pro- 
cedures, and  the  pregnancy  came  after  25  attempts. 
Cowan  said  that  compares  favorably  with  results 
from  other  centers. 

Currently  about  100  centers  nationwide  carry  on 
in  vitro  programs,  and  some  350-400  births  have 
resulted. 

Members  of  the  in  vitro  team  at  the  Medical  Cen- 
ter included  Dr.  Patricia  Norman,  assistant  professor 
of  anesthesiology,  Dr.  John  Gibson,  associate  pro- 
fessor of  radiology  and  ultrasound  director.  Dr.  Wil- 
liam Bates,  professor  of  obstetrics  and  gynecology. 


OCTOBER  1985 


299 


Dr.  Rodney  Meeks,  associate  professor,  Dr.  Neil 
Whitworth,  associate  professor.  Dr.  John  Lucas, 
assistant  professor.  Dr.  Victoria  Sopelak,  assistant 
professor,  in  vitro  specialist  Donna  Barnes,  medical 
technologist  Julie  Tomasin,  and  clinical  nurse  spe- 
cialists Gail  Cravens  and  Kathy  Gookin. 

UMC  Announces 
Faculty  Additions 

Seven  have  been  named  to  the  School  of  Medicine 
faculty  at  the  University  of  Mississippi  Medical 
Center  for  the  coming  academic  session. 

The  announcements  were  made  by  Dr.  Norman 
C.  Nelson,  vice  chancellor  for  health  affairs  and 
medical  school  dean,  following  approval  by  the 
Board  of  Trustees,  State  Institutions  of  Higher 
Learning. 

Appointed  were  Dr.  Duane  E.  Haines,  professor 
of  anatomy  and  chairman  of  the  department;  Dr. 
Latha  J.  Brihmadesan,  assistant  professor  of  anes- 
thesiology; Dr.  Sheila  A.  Corrigan,  assistant  profes- 
sor of  medicine  (research);  Dr.  Reb  McMichael, 
assistant  professor  of  psychiatry  and  human  be- 
havior; Dr.  William  D.  Mustain,  assistant  professor 
of  surgery  (otolaryngology);  Dr.  Christina  G.  Puck- 
ett, assistant  professor  of  pediatrics;  and  as  visiting 
professor  of  physiology  and  biophysics.  Dr.  Bahij  S. 
Nuwayhid. 

Dr.  Haines,  former  professor  of  anatomy  and 
associate  chairman  of  the  department  at  West  Vir- 
ginia University  School  of  Medicine  in  Morgan- 
town, earned  the  B.  A.  in  1965  at  Greenville  College 
in  Greenville,  Illinois,  and  the  M.S.  in  1967  and  the 
Ph.D.  in  1969  at  Michigan  State  University  in  East 
Lansing.  He  was  instructor  in  anatomy  at  Michigan 
State  from  1968-1969,  when  he  was  named  assistant 
professor  of  anatomy  at  Virginia  Commonwealth 
University  in  Richmond.  In  1973,  he  was  appointed 
associate  professor  of  anatomy  at  West  Virginia 
University  School  of  Medicine,  where  he  was 
named  professor  in  1978,  and  associate  chairman  in 
1982. 

Dr.  Brihmadesam  is  a 1971  graduate  of  the  Uni- 
versity of  Madras.  He  earned  the  M.D.  in  1976  at 
Jawaharial  Institute  of  Postgraduate  Medical  Educa- 
tion and  Research,  and  completed  residencies  in 

1981  at  Bay  State  Medical  Center  in  Boston,  and  in 

1982  at  the  University  of  Tennessee.  He  has  been 
clinical  instructor  in  anesthesiology  at  Louisiana 
State  University  and  on  the  anesthesiology  staff  at 
Charity  Hospital  in  New  Orleans  since  1982. 

Dr.  Corrigan  earned  the  B.A.  in  1978  at  State 
University  of  New  York  at  Stony  Brook,  and  the 


M.A.  in  1981  and  the  Ph.D.  in  1985  at  the  State 
University  of  New  York  at  Binghamton.  She  com- 
pleted a clinical  psychology  residency  at  the  Medical 
Center  prior  to  her  UMC  appointment. 

Dr.  McMichael  has  been  a clinical  instructor  in 
psychiatry  at  Harvard  Medical  School  and  clinical 
associate  in  psychiatry  at  Massachusetts  General 
Hospital  in  Boston  since  1982.  He  earned  the  B.A. 
in  1974  at  Yale  College,  and  the  M.D.  in  1978  at 
UMC.  He  completed  his  psychiatry  residency  in 
1982  at  Massachusetts  General  Hospital.  He  also 
received  a master’s  in  theological  science  in  1985 
from  Harvard  Divinity  School. 

A 1971  graduate  of  the  College  of  William  and 
Mary  in  Williamsburg,  Virginia,  Dr.  Mustain  re- 
ceived the  master’s  in  education  in  1973,  and  the 
Ph.D.  in  1978,  from  the  University  of  Virginia  at 
Charlottesville.  He  taught  special  education  at  Gret- 
na Elementary  School  in  Gretna,  Virginia,  from 
1971-1972,  and  was  clinical  assistant  in  the  Speech 
and  Hearing  Center  at  the  University  of  Virginia 
from  1973-1975.  In  1976,  he  was  named  audiologist 
for  the  University  of  Virginia  Hospital  in  Charlottes- 
ville, and  the  Woodrow  Wilson  Rehabilitation  Cen- 
ter in  Fishersville.  He  was  appointed  assistant  pro- 
fessor of  otolaryngology  and  audiologist  for  the 
Communicative  Disorders  Laboratory  at  UMC  in 
1977.  He  was  director  of  the  audiology  division  at 
the  Center  for  Communication  Disorders  at  Brain- 
tree Hospital  in  Braintree,  Massachusetts,  until  he 
was  named  director  of  speech  and  hearing  at  Lima 
Memorial  Hospital  in  Lima,  Ohio  in  1981. 

Dr.  Puckett  attended  Goshen  College  in  Goshen, 
Indiana,  and  received  the  B.S.  in  1976  from  the 
University  of  Southern  Mississippi.  She  earned  the 
M.D.  degree  at  the  Medical  Center,  where  she  com- 
pleted a residency  in  pediatrics  in  1983.  She  has 
been  a fellow  in  neonatology  at  the  University  of 
Texas  Medical  Center  in  Austin  since  1983. 

Dr.  Nuwayhid  earned  the  B.S.  in  1964  at  the 
American  University  of  Beirut,  where  he  also  re- 
ceived the  M.D.  degree  in  1968.  He  completed  his 
residency  in  1972  at  Cleveland  Metropolitan  Gener- 
al Hospital,  and  held  a fellowship  in  reproductive 
physiology  from  1972-1974  at  the  University  of 
California  in  Los  Angeles,  and  in  perinatal  medicine 
in  1973  and  1974  at  Cleveland  Metropolitan  General 
Hospital.  He  was  assistant  professor  of  obstetrics 
and  gynecology  from  1974-1976  at  the  Washington 
University  School  of  Medicine.  In  1980,  he  was 
appointed  associate  professor  in  obstetrics  and  gyne- 
cology at  UCLA,  a position  he  held  until  coming  to 
the  Medical  Center  in  1983  as  senior  research  associ- 
ate in  physiology  and  biophysics. 
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ALZHEIMER’S  DEMENTIA 


Cure  of  the  disease  is  still  out  of  reach. 
In  as  devastating  a condition  as  this, 
even  the  most  modest  relief  of 
symptoms — or  for  that  matter  keeping 
them  from  getting  worse  or  merely 
slowing  their  intensification — is  a 
great  contribution  to  patient  and  family 

HYDERGINE®  LC  (ergoloid  mesylates)  is 
indicated  for  patients  over  age  sixty 
who  manifest  signs  and  symptoms  of 
idiopathic  mental  decline.  It  appears 
that  individuals  who  respond  to 

HYDERGINE  LC  therapy  are  those  who 
would  be  considered  to  suffer  from 
some  ill-defined  process  related  to 
aging  or  to  suffer  from  some 
underlying  condition  such  as 
Alzheimer’s  dementia. 

Before  prescribing  HYDERGINE  therapy,  the  possibility  that  the  patient’s  signs  and 
symptoms  arise  from  a potentially  reversible  and  treatable  condition  should  be 
excluded.  In  addition,  because  the  presenting  clinical  picture  may  evolve  to  suggest 
an  alternative  treatment,  the  decision  to  use  HYDERGINE  therapy 
should  be  continually  reviewed. 

HYDERGINE®  LC 

(ergoloid  mesylates) 
liquid  capsules,  1 mg 

THE  ONLY  PRODUCT  INDICATED  FOR  ALZHEIMER’S  DEMENTIA. 


© 1985  Sandoz,  Inc, 


HYD-1085-13 


For  Brief  Summary,  please  see  following  page. 


HYDERGINElfi 


liquid  capsules 
Img 


Indications:  Symptomatic  relief  of  signs  and 
symptoms  of  idiopathic  decline  in  mental  capacity 
(i.e.,  cognitive  and  interpersonal  skills,  mood,  self- 
care,  apparent  motivation)  in  patients  over  sixty. 
It  appears  that  individuals  who  respond 
to  HYDERGINE  therapy  are  those  who  would 
be  considered  clinically  to  suffer  from  some 
ill-defined  process  related  to  aging  or  to  have  some 
underlying  dementing  condition,  such  as  primary 
progressive  dementia,  Alzheimer's  dementia,  senile 
onset,  or  multi-infarct  dementia.  Before  pre- 
scribing HYDERGINE®  (ergoloid  mesylates),  the 
physician  should  exclude  the  possibility  that  signs 
and  symptoms  arise  from  a potentially  reversible 
and  treatable  condition,  particularly  delirium  and 
dementiform  illness  secondary  to  systemic  disease, 
primary  neurological  disease,  or  primary 
disturbance  of  mood.  Not  indicated  for  acute  or 
chronic  psychosis  regardless  of  etiology  (see 
Contraindications). 

Use  of  HYDERGINE  therapy  should  be  continually 
reviewed,  since  presenting  clinical  picture  may 
evolve  to  allow  specific  diagnosis  and  specific  alter- 
native treatment,  and  to  determine  whether  any 
initial  benefit  persists.  Modest  but  statistically 
significant  changes  observed  at  the  end  of  twelve 
weeks  of  therapy  include:  mental  alertness,  confu- 
sion, recent  memory,  orientation,  emotional  labil- 
ity, self-care,  depression,  anxiety/fears,  cooperation, 
sociability,  appetite,  dizziness,  fatigue,  bother- 
some(ness),  and  overall  impression  of  clinical 
status. 

Contraindications:  Hypersensitivity  to  the  drug; 
psychosis,  acute  or  chronic,  regardless  of  etiology. 
Precautions:  Because  the  target  symptoms  are  of 
unknown  etiology,  careful  diagnosis  should  be 
attempted  before  prescribing  HYDERGINE  (ergo- 
loid mesylates)  preparations. 

Adverse  Reactions:  Serious  side  effects  have  not 
been  found.  Some  transient  nausea  and  gastric 
disturbances  have  been  reported,  and  sublingual 
irritation  with  the  sublingual  tablets. 

Dosage  and  Administration:  1 mg  three  times  daily. 
Alleviation  of  symptoms  is  usually  gradual  and 
results  may  not  be  observed  for  3-4  weeks. 

How  Supplied:  HYDERGINE  LC  (liquid  capsules); 
1 mg,  oblong,  off-white,  branded  'HYDERGINE  LC 
1 mg"  on  one  side,  other  side.  Packages  of  100 
and  500.  (Encapsulated  by  R.  R Scherer,  N.A., 
Clearwater,  Florida  33518). 

HYDERGINE  (ergoloid  mesylates)  tablets  (for 
oral  use);  1 mg,  round,  white,  embossed 
"HYDERGINE  1"  on  one  side,  "A"  other  side. 
Packages  of  100  and  500. 

Each  liquid  capsule  or  tablet  contains  ergoloid 
mesylates  USP  as  follows:  dihydroergocornine 
mesylate  0.333  mg,  dihydroergocristine  mesylate 
0.333  mg,  and  dihydroergocryptine  (dihydro- 
alpha-ergocryptine  and  dihydro-beta-ergocryptine 
in  the  proportion  of  2:1)  mesylate  0.333  mg,  repre- 
senting a total  of  1 mg. 

,4/so  acailable:  HYDERGINE  sublingual  tablets: 
1 mg,  oval,  white,  embossed  “HYDERGINE"  on  one 
side,  “78-77"  other  side.  Packages  of  100  and  1000. 
0.5  mg,  round. white. embossed  “HYDERGINE  0.5" 
on  one  side,  other  side.  Packages  of  100  and 
1000. 


HYDERGINE  liquid:  1 mg/ml.  Bottles  of  100  mg 
with  an  accompanying  dropper  graduated  to  deliver 

1 mg.  IHYD-ZZ24-6  15  B4| 


Before  prescribing,  see  package  circular  for  full 
product  information.  hyd-io85-i3 
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Division  of  Sandoz.  Inc  • East  Hanover.  NJ  07936 

A SANDOZ  COMPANY 


RECOLLECTIONS 


“There  is  little  wonder  that  professional  liability 
insurance  and  the  so-called  medical  malpractice  cri- 
sis are  foremost  in  the  minds  of  Mississippi  physi- 
cians at  this  time.”  That  was  the  introductory  sen- 
tence in  the  president’s  page  article  ten  years  ago  in 
Journal  MSMA  (October  1975). 

Dr.  Jack  Atkinson,  then  president,  commented  on 
the  prospect  that  the  St.  Paul  Company  might  cease 
covering  Mississippi  physicians,  a possibility  which 
had  prompted  MSMA  to  call  a special  session  of  the 
House  of  Delegates  later  that  month  to  consider  the 
advisability  of  establishing  a self-insured  program  of 
professional  liability  insurance  for  members.  (That 
program  would  eventually  become  a reality.  It  was 
first  known  as  the  Mississippi  Medical  Fraternal  and 
Educational  Society  and  later  became  Medical 
Assurance  Company  of  Mississippi.) 

Dr.  Atkinson  also  urged  members  to  become 
familiar  with  the  issues  surrounding  the  professional 
liability  insurance  crisis  to  ensure  the  success  of  the 
association’s  proposed  legislative  program.  The 
MSMA  at  that  time  planned  to  urge  the  legislature  to 
enact  laws  lowering  the  statue  of  limitations  and 
establishing  screening  panels  to  eliminate  non- 
meritorious  litigation. 

Twenty  years  ago.  Journal  MSMA  reported  the 
beginning  of  a membership  drive  under  the  direction 
of  president-elect  James  Grant  Thompson,  M.D., 
and  the  three  vice-presidents,  Drs.  John  G.  Egger, 
Arthur  A.  Derrick,  and  Archie  C.  Hewes.  The  arti- 
cle noted  that  MSMA  membership  had  already  in- 
creased from  855  in  195 1 to  1 ,392  in  1964,  a gain  of 
about  64  percent  over  a decade  and  a half. 

Medical  Care  for  the  indigent  was  in  the  news  in 
1965.  In  the  October  issue  of  Journal  MSMA,  it 
was  reported  that  the  association  was  taking  action  to 
implement  policies  adopted  earlier  that  year  by  the 
House  of  Delegates.  Dr.  Everett  Crawford,  then 
president,  had  communicated  recommendations  to 
the  State  Hospital  Commission  and  the  Mississippi 
Hospital  Commission.  Among  other  provisions,  the 
MSMA  called  for  strengthened  regulations  gov- 
erning eligibility  for  the  existing  state  program  for 
indigent  care  and  requested  that  the  association  be 
consulted  in  connection  with  regulatory  policy  and 
administrative  procedures. 
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Medico-Legal  Brief 

Blue  Shield  Billing  Caps 
Not  Antitrust  Violation 

The  Blue  Shield  ban  on  balance  billing  did  not 
violate  federal  antitrust  laws,  a federal  appellate 
court  for  Massachusetts  ruled. 

Under  the  standard  Participating  Physicians 
Agreement  with  Blue  Cross  a participating  physician 
promises  to  accept  as  payment  in  full  an  amount 
determined  by  Blue  Shield’s  usual  and  customary 
charge  method  of  compensation.  Physicians  were 
not  permitted  to  bill  patients  for  any  additional  sums. 
In  an  action  against  Blue  Shield  by  several  physi- 
cians, a federal  trial  court  ruled  that  the  ban  on 
balance  billing  was  an  unreasonable  restraint  of 
trade  in  violation  of  federal  antitrust  laws. 

Reversing  the  trial  court’s  decision,  the  federal 
appellate  court  said  that  Blue  Cross  itself  was  the 


purchaser  of  physicians’  services.  Even  if  the  com- 
pany had  significant  market  power,  the  court  said  the 
ban  on  balance  billing  would  not  violate  federal 
antitrust  law.  There  was  no  law  forbidding  an  insur- 
ance company  from  buying  the  goods  and  services 
needed  to  make  its  customers  whole.  It  logically 
followed  that  if  the  company  can  purchase  services 
for  its  subscribers,  it  must  be  lawful  for  it  to  insist 
that  no  additional  charges  be  made. 

The  physicians  argued  that  Blue  Shield’s  ban  on 
balance  billing  increased  its  share  of  the  health  insur- 
ance business  thereby  enabling  it  to  secure  still  lower 
physician  prices.  The  court  said  that  the  argument 
came  down  to  saying  that  Blue  Cross  can  attract 
more  subscribers  because  it  can  charge  them  less. 
The  court  said  that  lower  price  is  good  even  if  it 
helped  the  company  maintain  its  market  power 
through  superior  skill,  foresight,  and  industry.  — 
Kartell  Blue  Shield  of  Massachusetts,  749  F.2d 
922  (C.A.l,  Mass.,  Nov.  28,  1984) 
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Assurance 

of  A Firm  Foundation 


Savings  and  financial  strength 
are  provided  by  a program  of 
sound  investments  and  strong 
underwriting  guidelines.  Our 
staff  is  made  up  of  experienced 
insurance  personnel.  And 
because  all  claims  are  reviewed 
by  a panel  of  medical  experts, 
you  can  rest  assured  that  your 
needs  are  understood. 

Medical  Assurance  Company 

has  experienced  a steady  growth 
during  our  seven  years  in 
business . . . and  unlike  other 
carriers  in  the  state,  our  mem- 
bership is  constantly  increasing. 

Because  of  this  phenomenal 
growth,  we  recently  had  to  move 
to  larger  quarters  in  order  to 
house  the  necessary  staff  and 
facilities  to  provide  even 
better  service. 


For  answers  to  any  questions 
you  might  have  regarding 
medical  malpractice  insurance, 
feel  free  to  come  by  our  new 
office  or  call  on  us  at  any  time. 

Medical  Assurance  Compam 
of  Mississippi 

220  Business  Plaza.  Suite  B 
100  Business  Park  Drive 
Jackson,  Mississippi  39213 
957-2855 
1-800  325-4172 

The  professional  liability 
company  o/Mississippi 
physicians,  by  Mississippi 
physicians,  and  for 
Mississippi  physicians. 


Medical  Assurance 


County  Lme 
Road 


Hanging 


Moss 


Road 


Downtown 

Jackson 


Stability . . . the  most 
important  feature  to  look  for 
in  your  professional  liability 
insurance  provider.  And 
something  you  can  depend 
on  with  Medical  Assurance 
Company  of  Mississippi. 

Rate  structure  and  services 
provided  are  of  little  significance 
when  you  have  to  worry'  about 
whether  your  insurance  com- 
pany will  still  be  in  business 
from  day  to  day 

One  of  the  reasons  more 
physicians  are  turning  to 
Medical  Assurance  Company 
of  Mississippi  is  the  knowledge 
that  they  are  receiving  the  most 
cost  effective  coverage  backed 
by  a financially  sound 
company 


Consider  the 
causative  organisms. . . 


cefaclor 


250-mg  Pulvules"  t.i.d. 

offers  effectiveness  against 
the  major  causes  of  bacteriai  bronchitis 


H.  influenzae,  H.  influenzae,  S.  pneumoniae,  S.  pyogenes 

(ampicMIin-susceptible)  (ampicillin-resistant) 


Brier  Summary  Consult  the  paciiage  literature  for  prescribing 
information 

indicatKMis  and  Usage  Cecior*  icefaclor.  Lilly)  is  indicated  m the 
iieaiineni  of  the  following  infections  when  caused  by  susceptible 
stiains  of  the  designated  microoigamsms 
Lower  lesDiiatorn  infections  including  pneumonia  caused  by 
Sireoiococcus  pneumo/iise  iDipiococcus  pneumomaei  Haemopfi 
iius  mtiuen/ae  and  5 pyogenes  (group  A beta-hemolytic 
streptococci  I 

Appropriate  culture  and  susceptibility  studies  should  be 
perlormed  to  determine  susceptibility  of  the  causative  organism 
to  Cecior 

Contraindication  Cecior  is  contraindicated  in  patients  with  known 
allergy  to  the  cephalosporin  group  of  antibiotics 
Waraings  IN  PENICILLIN-SENSITIVE  PATIENTS.  CEPHALO- 
SPOPIN  ANTIBIOTICS  SHOULD  BE  ADMINISTERED  CAUTIOUSLY 
THERE  IS  CLINICAL  AND  LABORATORY  EVIDENCE  OF  PARTIAL 
CROSS  ALLERGENICITY  OF  THE  PENICILLINS  AND  THE 
cephalosporins  and  THERE  ARE  INSTANCES  IN  WHICH 
PATIENTS  HAVE  HAD  REACTIONS  INCLUDING  ANAPHYLAXIS 
TO  BOTH  DRUG  CLASSES 

A/itibiotics  including  Cector  should  be  administered  cautiously 
10  any  patient  who  has  demonstrated  some  form  of  allergy 
panicularly  to  drugs 

Pseudomembranous  colitis  has  been  reported  with  virtually  all 
broad-spectrum  antibiotics  (including  macrolides  semisynihelic 
penicillins  and  cephalosponnsi  therefore  if  is  important  to 
cor^ider  its  diagnosis  in  patients  who  develop  diarrhea  in 
association  with  the  use  of  antibiotics  Such  colitis  may  range  in 
seventy  from  mild  10  life-threaiening 
Treaiment  with  broad-spectrum  antibiotics  alters  the  normal 
flora  of  the  colon  and  may  permit  overgrowth  of  Clostridia  Studies 
indicate  that  a lotm  produced  by  Ciostnaium  Pifftciie  is  one 
pnmary  cause  of  antitMMic  associated  colitis 
Mild  cases  of  pseudomembranous  colitis  usually  respond  to 
drug  discontinuance  alone  In  moderate  to  severe  cases,  manage 


ment  should  include  sigmoidoscopy,  appropriate  bacieriologic 
studies  and  fluid,  electrolyte,  and  protein  supplementation 
When  the  colitis  does  not  improve  after  the  drug  has  been 
discontinued,  or  when  it  is  severe,  oral  vancomycin  is  the  drug 
of  choice  lor  antibiotic-associated  pseudomembranous  colitis 
produced  by  C di/ficile  Other  causes  of  colitis  should  be 
luled  out 

Precautions  General  Precautions  ~ If  an  allergic  reaction  to 
Cecior*  icefaclor.  Lilly)  occurs,  the  drug  should  be  discontinued 
and.  it  necessary,  the  patient  should  be  treated  with  appropriate 
agents,  e g . pressor  amines  antihistamines,  or  corticosteroids 
Prolonged  use  of  Cecior  may  result  in  the  overgrowth  of 
nonsuscepiible  organisms  Careful  observation  of  the  patient  is 
essential  It  supermteclion  occurs  during  therapy,  appropriate 
measures  should  be  taken 

Positive  direct  Coombs  tests  have  been  reported  during  treat 
ment  with  the  cephalosporin  antibiotics  In  hematologic  studies 
or  in  iranstusion  cross-matching  procedures  when  aniiglobulin 
tests  are  performed  on  the  minor  side  or  in  Coombs'  testing  of 
newborns  whose  mothers  have  received  cephalosporin  antibiotics 
before  parturition,  it  should  be  recognized  that  a positive 
Coombs  test  may  be  due  to  the  drug 
Cecior  should  be  administered  with  caution  tn  the  presence  of 
markedly  impaired  renal  function  Under  such  conditions,  careful 
clinical  observation  and  laboratory  studies  should  be  made 
because  safe  dosage  may  be  lower  than  that  usually  recommended 
As  a result  of  aomimsiraiion  of  Cecior.  a false-positive  reaction 
tor  glucose  m ihe  urine  may  occur  This  has  been  observed  with 
Benedict  s and  Fehling  s solutions  and  also  with  Clinitesi* 
tablets  but  not  with  Tes  Tape*  (Glucose  Enzymatic  Test  Strip. 
USP.  Lilly! 

Broad-spectrum  antibiotics  should  be  prescribed  with  caution  in 
individuals  with  a history  of  gastrointestinal  disease  particularly 
cohiis 

Usage  in  Pregnancy  - Pregnancy  Category  8 ~ Reproduction 
studies  have  been  performed  in  mice  and  rats  at  doses  up  lo  12 
times  the  human  dose  and  in  ferrets  given  three  times  the  maximum 


human  dose  and  have  revealed  no  evidence  of  impaired  fertility 
or  harm  to  the  fetus  due  to  Cecior*  (cefaclor.  Lilly)  There  are. 
however,  no  adequate  and  well-controlled  studies  in  pregnant 
women  Because  animal  reproduction  studies  are  not  always 
predictive  ot  human  response,  this  drug  should  be  used  during 
pregnancy  only  If  clearly  needed 
Nursing  Mothers  ~ Small  amounts  ot  Cecior  have  been  detected 
in  mother  s milk  following  administration  ot  single  500-mg  doses 
Average  levels  were  0 18. 0 20. 0 21 . and  0 lo  mcg/ml  ai  two 
three,  tour,  and  five  hours  respectively  Trace  amounts  were 
delected  ai  one  hour  The  etteci  on  nursing  infants  is  not  known 
Caution  should  be  exercised  when  Cecior  is- administered  to  a 
nursing  woman 

Usage  in  Chilrken  - Safety  and  effectiveness  of  this  product  tor 
use  in  infants  less  than  one  month  of  age  have  not  been  estabitshed 
Atfversa  Reactions  Adverse  effects  considered  related  to  therapy 
with  Cecior  are  uncommon  and  are  listed  below 
Gastrointestinal  symptoms  occur  in  about  2 5 percent  of 
patients  and  include  diarrhea  (1  in  70) 

Symptoms  ot  pseudomembranous  colitis  may  appear  either 
during  or  after  antibiotic  ireatmeni  Nausea  and  vomiting  have 
been  reported  rarely 

Hypersensitivity  reactions  have  been  reported  in  about  t 5 
Miceni  of  patients  and  include  morbilitorm  eruptions  (1  m 100) 
Pruritus,  urticaria,  and  positive  Coombs'  tests  each  occur  in  less 
than  1 in  200  patients  Cases  ot  serum-sickness-ilke  reactions 
(erythema  multrforme  or  the  atxw  skm  manifestations  accompanied 
by  arthritis/arthralgia  and.  frequently,  fever)  have  been  rerarted 
These  reactions  are  apparently  due  to  hypersensitivity  and  have 
usually  occurred  during  or  lollowing  a second  course  of  therapy 
with  Cecior  Such  reactions  have  been  reported  more  trequenily 
in  children  than  in  adults  Signs  and  symptoms  usually  occur  a lew 
days  after  initiation  of  therapy  and  subside  within  a few  days 
after  cessation  ot  therapy  No  serious  sequelae  have  been  reported 
Aniihisiamines  and  corticosteroids  appear  to  enhance  resoluiion 
of  the  syndrome 

Cases  of  anaphylaxis  have  been  reported,  hall  ot  which  have 


occurred  in  patients  with  a history  ot  penicillin  allergy 
Other  effects  considered  related  to  therapy  included 
eosinophilia  (1  in  50  patients)  and  genital  pruritus  or  vaginitis 
(less  than  1 in  tOO  Miients) 

Causal  Relationship  Uncertain  - Transitory  abnormalities  tn 
clinical  laboratory  test  results  have  been  reported  Although  they 
were  ot  uncertain  etiology,  they  are  listed  below  to  serve  as 
alerting  information  for  the  physician 
Hepaf/c-  Slight  elevations  in  SCOT.  SGPT.  or  alkaline 
phosphatase  values  (l  in  40) 

Hematopoietic  - transient  fluctuations  in  leukocyte  count 
predominantly  lymphocytosis  occurring  in  infants  and  young 
children  (t  m 4a) 

Renal  - Slight  elevations  in  BUN  or  serum  crealimne  (less  than 
1 in  500)  or  abnormal  urinalysis  (less  than  1 in  200) 

(061782R) 


Note  Cecior*  (cefaclor.  Lilly)  is  contraindicated  m patients 
with  known  allergy  to  the  cephalosporins  and  should  be  given 
cautiously  to  penicillin-atlergic  patients 
Penicillin  is  Ihe  usual  drug  of  choice  in  the  treatment  and 
prevention  of  streptococcal  infections,  including  the  prophylaxis 
ot  rheumatic  fever  See  prescribing  information 
et964.  ELI  LILLY  AND  COMPANY 


Apoiiionai  intomanon  available  to 
the  profession  on  reouest  tiom 
ill  Lilly  ana  Company 
Intiianapolis  inOiana  46285 
Ell  Lilly  Masinas.  iac 
Carolina.  Puerui  Rico  00630 


PERSONALS 


John  Abernethy  of  UMC  presented  a paper  at  the 
sixth  annual  meeting  of  the  Society  for  Clinical 
Trials  in  New  Orleans. 

James  Achord  of  UMC  served  as  chairman  of  the 
long  range  planning  committee  of  the  American  Col- 
lege of  Gastroenterology  and  was  guest  speaker  at  a 
recent  meeting  of  the  American  Association  for 
Clinical  Chemistry  in  Atlanta. 

William  M.  Barr  announces  the  opening  of  the 
Northwest  Mississippi  Orthopaedic  Clinic  at  1800 
Cheryl  Street  in  Clarksdale. 

R.  Eugene  Bass  announces  the  establishment  of  his 
practice  for  orthopedic  surgery,  rehabilitation,  and 
arthroscopic  surgery  at  Mississippi  Methodist  Hos- 
pital and  Rehabilitation  Center  in  Jackson. 

Mark  Bedillion  has  associated  with  the  Vicksburg 
Clinic  in  the  department  of  anesthesiology. 

Richard  C.  Boronow  of  Jackson  made  two  pre- 
sentations at  the  Alabama  Society  of  Clinical  Oncol- 
ogy meeting  in  Birmingham. 

John  D.  Burk  of  Tupelo  has  been  elected  president 
of  the  American  Diabetes  Association,  Mississippi 
Affiliate. 

Richard  G.  Burman  of  Gulfport  announces  his 
retirement  from  the  practice  of  obstetrics  and  gyne- 
cology. 

Robert  W.  Calcote  announces  the  opening  of  his 
office  for  the  practice  of  dermatology  and  skin 
surgery  at  2506  Lakeland  Building,  Suite  305,  in 
Jackson. 

Doug  Clark  of  Tupelo  has  been  elected  president 
of  the  Mississippi  Radiological  Society. 

David  Crawford  of  UMC  presented  an  abstract  at 
the  14th  International  Congress  of  Chemotherapy  in 
Osaka,  Japan. 

Melissa  H.  Dockery  announces  the  opening  of  her 
office  for  the  practice  of  family  medicine  at  830 
Medical  Center  Drive  in  West  Point. 

Edgar  Draper  of  UMC  presented  a lecture  at  the 
University  of  Michigan  in  Ann  Arbor  in  August. 

Daniel  H.  Draughn  and  Charles  S.  Knight  of 
Jackson  announce  the  association  of  Mitzi  Fergu- 
son for  the  practice  on  neonatal-perinatal  medicine 
at  Woman’s  Hospital,  1026  North  Flowood  Drive. 


David  N.  Duddleston  announces  the  opening  of 
his  office  for  the  practice  of  internal  medicine  at 
1151  North  State  Street  in  Jackson. 

J.  F.  Eckford  of  Starkville  was  honored  upon  his 
retirement  with  a special  day  of  recognition,  “Dr. 
Feddy  Day,”  which  was  coordinated  by  the  Stark- 
ville Area  Chamber  of  Commerce. 

Owen  Evans  of  UMC  lectured  at  Pineville  State 
School  in  Pineville,  Louisiana,  in  August. 

The  Field  Cline  announces  the  association  of 
Richard  J.  Field,  III,  for  the  practice  of  general 
surgery. 

H.  Gregory  Fiser  has  associated  with  Mississippi 
Surgical  Group,  P.A.,  1828  Hospital  Drive  in  Jack- 
son,  for  the  practice  of  general,  abdominal,  chest 
and  vascular  surgery. 

Mary  Ann  Frank-Tarsi  has  opened  her  office  for 
the  practice  of  family  medicine  in  Charleston. 

Lee  Giffin  has  associated  with  the  Family  Medicine 
Clinic,  1907  Mission  66,  in  Vicksburg,  for  the  prac- 
tice of  family  medicine. 

Guy  T.  Gillespie,  Jr.  and  Van  L.  Lackey  of  Jack- 
son  announce  the  association  of  Mack  C.  Furr  for 
the  practice  of  hematology  and  oncology. 

Judy  Gearhart  of  UMC  made  a presentation  at  the 
annual  meeting  of  the  Mississippi  Academy  of 
Family  Physicians  in  Biloxi. 

Dinesh  K.  Goel  announces  the  opening  of  his  office 
for  general  and  vascular  surgery  at  1815  Hospital 
Drive,  Suite  434,  in  Jackson. 

Ney  M.  Gore,  III  announces  the  opening  of  his 
office  for  the  practice  of  internal  medicine  at  1016- 
A,  6th  Avenue  in  Picayune. 

Wood  Hiatt  of  UMC  was  host  for  the  second 
annual  Mississippi  Conference  on  Child  Abuse  in 
Jackson,  has  been  appointed  to  the  visiting  faculty  of 
the  University  of  Mississippi  Judicial  College,  and 
conducted  a recent  workshop  for  trial  and  appellate 
judges.  He  also  conducted  a seminar  on  family  vio- 
lence for  the  U.S.  Corps  of  Engineers  in  Vicksburg. 

Randy  Hankins  and  Bob  Walker  have  associated 
with  the  Hazlehurst  Clinic  for  the  practice  of  family 
medicine. 

Lucien  R.  Hodges  of  Jackson  announces  the  reloca- 
tion of  his  practice  of  neurosurgery  to  1600  North 
State  Street. 
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James  Hughes  of  UMC  conducted  a continuing 
education  course  in  Houston,  Texas,  during  August. 

Benton  M.  Hilbun  of  Tupelo  recently  was  pro- 
moted from  clinical  instructor  of  surgery  to  associate 
professor  of  surgery  at  University  Medical  Center. 

Robert  B.  Irwin  of  Tupelo  published  a scientific 
article  in  the  July  1985  issue  of  The  Journal  of 
Allergy  and  Clinical  Immunology . 

Samuel  Johnson  of  UMC  was  a site  visitor  at  Texas 
Tech  University  School  of  Medicine  in  Lubbock. 

Daniel  W.  Jones  announces  that  his  practice  will  be 
assumed  by  Charles  D.  Cannon,  Jr.  at  the  Internal 
Medicine  Clinic  of  Laurel. 

Marlin  Gerald  Lowrimore  has  joined  the  Hatties- 
burg Clinic  for  the  practice  of  cardiology. 

C . Foster  Lowe  of  McComb  has  been  elected  chair- 
man of  the  Mississippi  Emergency  Medical  Services 
Advisory  Council. 

Ronald  Lubritz  of  Hattiesburg  has  been  promoted 
to  full  clinical  professor  of  medicine  (dermatology) 
at  Tulane  University  School  of  Medicine. 

Michael  D.  Maples  has  associated  with  Car- 
diovascular Surgical  Clinic,  P.A.,  1600  North  State 
Street  in  Jackson,  for  the  practice  of  cardiac,  tho- 
racic, and  vascular  surgery. 

Judy  L.  McDonald  announces  the  opening  of  her 
office  for  the  practice  of  obstetrics  and  gynecology 
at  49  Seargent  S.  Prentiss  Drive  in  Natchez. 

Eric  McVey  of  Jackson  has  been  named  medical 
director  of  Mississippi  Baptist  Medical  Center. 

John  Morrison  of  UMC  was  program  coordinator 
for  an  American  College  of  Obstetricians  and  Gyne- 
cologists course  on  obstetric  emergencies  in  San 
Francisco. 

Charles  L.  Neill  and  Walter  R.  Neill  announce 
the  association  of  John  C.  Neill  for  the  practice  of 
neurosurgery  at  1151  North  State  Street  in  Jackson. 


Peter  H.  Oostwouder  has  opened  his  office  for  the 
practice  of  family  medicine  at  206  Pine  Street  in 
Heidelberg. 

William  C.  Pinkston  and  David  O.  Westbrook 
announce  the  formation  of  Jackson  Pulmonary 
Associates  and  the  association  of  James  S.  Jones  for 
the  practice  of  pulmonary  medicine  and  critical  care. 

Seshadri  Raju  of  UMC  made  a presentation  at  the 
Mississippi  Academy  of  Family  Physicians  annual 
meeting  in  Biloxi. 

Richard  Russell  of  New  Albany  has  been  recerti- 
fied by  the  American  Academy  of  Family  Physi- 
cians. 

Cliff  Seyler  of  Pascagoula  discussed  children  and 
discipline  at  a workshop  co-sponsored  by  the  Missis- 
sippi Gulf  Coast  Mother’s  Center  and  the  Human 
Services  Department  of  the  Mississippi  Gulf  Coast 
Junior  College. 

Charles  Simpson  announces  the  opening  of  his 
practice  of  general  medicine  at  130  Fleitas  Avenue 
in  Pass  Christian. 

Glenn  Norman  Smith  has  associated  with  David 
M.  Owen  in  the  practice  of  medical  oncology  and 
hematology  at  the  Hattiesburg  Clinic,  415  South 
28th  Avenue. 

L.  Douglas  Smith  announces  the  opening  of  his 
office  for  the  practice  of  ophthalmology  at  104  South 
Wall  Street  in  Natchez. 

The  critical  care  unit  of  Tippah  County  Hospital  has 
been  named  in  honor  of  Orville  P.  Stone  of  Ful- 
ton. 

Betsy  Grimes  Triggs  has  associated  with  Jackson 
Pediatric  Clinic,  514-D  East  Woodrow  Wilson  in 
Jackson. 

Lamar  Weems  has  been  appointed  to  the  American 
Hospital  Association’s  Council  on  Hospital  Medical 
Staffs.  His  three-year  term  begins  January  1. 

John  D.  Wofford  has  been  elected  chief  of  staff  at 
Doctors  Hospital  in  Jackson.  Barry  Whites  has 
been  named  chief-elect. 


Mark  Your  Calendar  NOW! 
MSMA  118th  Annual  Session 
June  4-8,  1986  Biloxi,  MS 
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WFRE  AlWAYS 

ON  CALL 

1-800-352-2226 


Call  the  travel  specialists  toU-p-eel 


/ 

When  you  come  down 
with  the  urge  or  necessity 
to  travel,  call  Avanti  for 
expert  service.  Everything 
we  do  for  you  is  free  of  charge, 
the  phone  call. 

Our  travel  specialists  will  take  care 
of  all  your  plans,  plane  reservations, 
^Car  rental,  hotel  accommodations  and 
hiuch  more.  We’re  here  to  help  you  with 
, tours,  cruises,  personal  vacations, 
business  meetings  and 
conventions. 

The  next  time  you  make 
travel  arrangements, 
remember  Avanti  is  always 
on  call,  toll-free. 

n=u^^/Ei_,i\icz. 

s 5025 1-55  North  •Jackson,  Mississippi  39206  • 981-9111 


Staff  Leasing  . . . 

What  it  can  do  for  you! 

•Administration 

Write  only  one  check  a pay  period.  No 
red  tape  of  being  the  employer,  e.g., 
tax  withholdings,  deposits,  W-2’s, 
W-4’s,  quarterlies,  etc.  No  workers 
comp  or  insurance  claims,  no  payroll 
or  employee  recordkeeping.  Reduced 
Costs. 

• Staff  Turnover 

Salary  is  not  the  issue,  the  big  dispari- 
ty is  in  the  area  of  employee  benefits. 
Better  benefits  will  make  your  staff 
more  loyal  and  your  office  more  com- 
petitive in  the  job  market  place. 

•Your  Future 

Simplifies  your  pension  and  benefit 
plans.  You  will  be  able  to  contribute 
the  maximum  amount  into  your  own 
pension,  and  other  benefit  plans  (up 
to  200*Vo  of  Salary)  apart  from  your 
staff. 

Staff  Leasing  does  not  compromise  your 
relationship  with  your  staff.  It  is  an  op- 
portunity to  enhance  their  benefits  and 
your  practice. 

GET  MORE  DOLLARS  OUT  OF  YOUR 
PRACTICE  BY  LEASING  YOUR  STAFF 

939-4744 

First  South  Advisory  Group 

660  Lakeland  East  Drive 
Suite  400 

Jackson,  Mississippi  39208 
INNOVATION  • INTEGRITY  • EXCELLENCE 


Davis,  William  Lee,  Louisville.  Bom  Forest,  MS, 
March  13,  1955;  M.D.,  University  of  Mississippi 
School  of  Medicine,  Jackson,  1981;  interned  and 
internal  medicine  residency.  University  Medical 
Center,  Jackson,  1981-84;  elected  by  East  Missis- 
sippi Medical  Society. 

Haltom,  James  R.,  Biloxi.  Bom  McComb,  MS, 
Nov.  17,  1953;  M.D.,  University  of  Mississippi 
School  of  Medicine,  Jackson,  1979;  interned  and 
medicine  residency,  Vanderbilt  University  Hospital, 
Nashville,  TN,  1979-83;  allergy  and  immunology 
residency.  National  Jewish  Hospital,  Denver,  CO, 
1983-85;  elected  by  Coast  Counties  Medical  Socie- 
ty- 

Riser,  James  Matthew,  Picayune.  Born 
Shreveport,  LA,  Jan.  8,  1953;  M.D.,  Tulane  Uni- 
versity School  of  Medicine,  New  Orleans,  1980; 
interned  Ochsner  Foundation  Hospital,  New 
Orleans,  one  year;  elected  by  Pearl  River  Medical 
Society. 

Williams,  Homer,  Durant.  Bom  Leesville,  LA, 
March  23,  1956;  M.D.,  University  of  Mississippi 
School  of  Medicine,  Jackson,  1982;  interned  and 
family  practice  residency,  Forbes  Health  System, 
Pittsburgh,  PA,  1982-85;  elected  by  North  Central 
Medical  Society. 

Zepernick,  Richard  G.,  Bay  St.  Louis.  Bom  Read- 
ing, PA,  Aug.  28,  1929;  M.D.,  Tulane  University 
School  of  Medicine,  New  Orleans,  1960;  interned 
Southern  Baptist  Hospital,  New  Orleans,  one  year; 
anesthesiology  residency.  Charity  Hospital,  New 
Orleans,  1961-63;  elected  by  Coast  Counties  Medi- 
cal Society. 


FUTURE  CALENDAR 
November  6 

Second  Annual  Hindscare  Medical  Update 
Hinds  General  Hospital,  Jackson 

November  22  -23 

Pediatric  Annual  Meeting 

University  Medical  Center,  Jackson 
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GOOD  NEWS  FOR  DOCTORS 


A great  way  of  itfe 


If  you  want  a busy  practice  with  no  office  over- 
head and  little  paperwork,  then  consider  be- 
coming a member  of  the  Air  Force  health  care 
team.  You’ll  find  medicine  can  be  a great  way  of 
life  in  the  Air  Force.  We  can  restore  much  of  the 
satisfaction  to  your  medical  practice  because  we 
emphasize  patient  care  instead  of  paperwork.  We 
even  provide  professional  liability  protection 
under  the  Federal  Tort  Claims  Act  at  no  cost  to 
you.  And  your  income  won’t  stop  should  you 
decide  to  take  your  family  on  vacation.  We  give 
you  30  days  of  vacation  with  pay  each  year. 

We’d  like  to  tell  you  more  — like  how  our  ex- 
cellent compensation  plan  applies  to  you  and  your 
opportunities  for  specialization.  Contact  your 
nearest  Air  Force  medical  recruiter  for  more  good 
news.  We’ll  answer  your  questions  promptly  and 
without  obligation. 

SSgt.  Don  Sanders 
Call  collect  (901)  278-6349 


Dx:  recurrent 


herpes  lobialis 

“HERPECIN-L  is  my  treatment  of  choice  for 
perioral  herpes.”  GP,  NY 


HeRpecin-o: 


“HERPECIN-L  appears  to  actually  prevent  the 
blisters  . . . used  soon  enough.”  DDS.  MN 

“HERPECIN-lf . . . a conservative  approach 
with  low  risk/high  benefits.”  MD,  FL 

“Used  at  prodromal  symptoms  . . . blisters 
never  formed  . . . remarkable.”  DH,  MA 

“(In  clinical  trials) . . . response  was  dramatic. 
HERPECIN-L  . .proven  far  superior.”  DDS,  PA 

“All  patients  claimed  shorter  duration  ...  at 
prodromal  symptoms  . . . HERPECIN-L 
averted  the  attacks.”  MD,  AK 


OTC.  See  P.D.R.  for  information.  For  samples  to  make 
your  own  clinical  evaluation,  write:  Campbell  Laboratories. 
Inc.,  P.O.  BOX  812-MD,  FDR  STATION,  NEW  YORK,  N.Y. 
10150 


In  Mississippi  HERPECIN-L  is  available  at  all  K&B, 
Revco,  Super  D Drug  Stores  and  other  select  pharmacies. 


PLACEMENT  SERVICE 


Physicians  Wanted 

Consulting  Physicians.  Board  eligible  orthopedic 
and  psychiatric  consultants  needed  25-30  hours  per 
week  for  evaluation  of  Social  Security  disability 
claims.  Positions  available  immediately.  For  addi- 
tional information,  please  call  Deborah  Warriner, 
Medical  Staff  Coordinator,  Disability  Determina- 
tion Services,  (601)  923-2153. 

PHYSICIANS:  OB-GYN’s/General  Surgeons/In- 
temal  Medicine.  Practice  opportunities  available  in 
southeastern  U.S.  Growing,  progressive  practices. 
Cross  coverage  available.  Must  be  Board  Eligible. 
Generous  practice  incentives.  Send  C.V.  to:  Profes- 
sional Relations,  16633  Ventura  Blvd.,  P.O.  Box 
1800,  Encino,  CA  91436  or  call  (818)  990-2000. 

Needed  Immediately.  Eamily  practice  physician 
for  a physician  clinic  in  south  central  Mississippi; 
good  salary  and  incentives;  excellent  fringe  benefits 
and  working  conditions.  Inquiries  confidential.  Re- 
ply to  Box  M,  Journal  MSMA,  P.O.  Box  5229, 
Jackson,  MS  39216. 


PHYSICIANS  NEEDED 

Physicians  (especially  specialists  such  as 
ophthalmologists,  pediatricians,  orthopedists, 
neurologists,  etc.)  interested  in  performing 
consultative  evaluations  (according  to  Social 
Security  guidelines)  should  contact  the  Medi- 
cal Relations  Office.  WATS  1-800-962-2330, 
extensions  2276,  2275,  or  2190;  Jackson,  922- 
6811,  extensions  2276,  2275,  or  2190. 

The  Mississippi  Disability  Determination 
Services  now  has  a program  available  for 
medical  society  meetings  and  hospital  staff 
meetings.  The  purpose  of  this  program  is  to 
explain  how  the  disability  determination  pro- 
cess works,  its  historical  background,  its  basis 
in  legality  and  its  documentation  requirements. 
Any  group  interested  in  this  presentation 
should  also  contact  the  Medical  Relations 
Office. 


Mississippi,  Positions  Available.  Immediate/full- 
time positions  available  with  well-established, 
growing  emergency  medical  group  staffing  hospital 
emergency  departments  on  a 24  hour  basis  and  clin- 
ics providing  continual  medical  care  in  Central  and 
South  Mississippi.  Prefer  residency-trained  or  ex- 
perienced physicians  with  specialties  in  any  of  the 
following  areas:  emergency,  family  practice,  inter- 
nal, and  industrial  or  occupational  medicine  in- 
terested in  a career  commitment.  Attractive  salary 
and  benefit  package.  Career  advancement.  ME  A, 
P.A.  is  a physician  owned  and  managed  medical 
group  committed  to  the  financial  security  and  per- 
sonal development  of  each  physician  member.  For 
information  contact:  James  L.  Heflin,  Ph.D.,  1755 
Lelia  Drive,  Suite  100,  Jackson,  MS.  39216-4883  or 
call  (601)  366-6503. 

Emergency  Physicians  Wanted.  Part-time  and 
full-time  positions.  Columbus,  MS.  Call  (601)  328- 
8385. 

ER  Physician.  Full  time  ER  position  available.  Low 
Volume,  modem,  well-equipped  ER  in  Louisiana. 
Driving  distance  from  New  Orleans.  Experience  re- 
quired. (504)  897-0797. 


Physicians  Available 

Family  Practice.  1981  UMC  graduate,  residency 
trained,  board  certified;  interested  in  partnership  or 
group  experience,  primarily  in  Mississippi.  Reply 
to:  1822  Laurel  Street,  Jackson,  MS  39202  (601) 
352-6629. 


Anesthesiologist.  B.C.  university-trained;  20 
years  experience;  proficient  in  all  types  of  anesthe- 
sia; excellent  credentials;  Reply  4110-A,  Chico 
Road,  Pascagoula,  MS  39567. 


UMC  Graduate  completing  residency  in  family 
practice  in  1986  seeks  small  community  practice  in 
association  with  one  or  more  physicians.  Informa- 
tion on  potential  practice  locations  should  be  sent  to 
Box  A,  c/o  Journal  MSMA,  P.O.  Box  5229,  Jack- 
son,  MS  39216. 
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'SHE'S  THE  NEW  NURSE  IN  THE 
CHILDREN'S  WARD," 


CLASSIFIED 


Old  Books.  Have  retired,  have  small  collection 
(100  + ) of  miscellaneous  medical  and  surgical 
books,  primarily  late  1800s,  early  1900s;  some  very 
good  condition,  few  others  poor,  some  unique 
topics.  J.  R.  Mullens,  Jr.,  M.D.,  1 1 Highland  Park, 
West  Point,  MS  39773;  (601)  494-5517. 


1986  CME  Cruise/Conferences  on  Selected 
Medical  Topics  — Caribbean,  Mexican, 
Hawaiian,  Alaskan,  mediterranean.  7-12  days  year- 
round.  Approved  for  20-24  CME  Cat.  1 credits 
(AM  A/PR  A)  & AAFP  prescribed  credits.  Distin- 
guished professors.  Fly  Roundtrip  Free  on  Carib- 
bean, Mexican,  & Alaskan  Cruises.  Excellent  group 
fares  on  finest  ships.  Registration  limited.  Pre- 
scheduled in  compliance  with  present  IRS  require- 
ments. Information:  International  Conferences,  189 
Lodge  Ave.,  Huntington  Station,  NY  11746;  (516) 
549-0869. 
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"MINET  gives  me  up-to-date 
medical  information  in  seconds... 


which  means  more  time  for  patient  care." 


Join  a growing  number  of  your  colleagues 
who  are  making  more  productive  use  of 
their  time  by  subscribing  to  MINET*-— the 
Medical  Information  Network  developed  by 
GTE  Telenet, 

With  a personal  computer  or  data  terminal 
and  telephone,  you  have  around-the-clock 
access  to  a vast  electronic  library  of  clinical 
and  practice-related  information— from 
your  home,  office,  or  hospital  Information 
that  could  take  hours  or  even  days  to  track 
down  through  traditional  channels  can  now 
be  retrieved  in  minutes. 

You'll  have  more  time  for  patient  care  when 
you  plug  into  the  large  variety  of  on-line 
American  Medical  Association  databases 
that  include 

—drug  and  disease  information 
—clinical  abstracts 

—administrative  and  medical-practice 
information 

—Continuing  Medical  Education 
courses 

—Associated  Press  (AP)  medical  news 
With  MlNET's  electronic  mail  service, 
Med/Mail'*,  you  can  receive  information 
from  such  sources  as  the  Centers  for 
Disease  Control,  the  Office  of  the  U.S. 
Surgeon  General,  and  the  JFK  Institute. 

In  addition,  MINET  brings  you  phycom", 
an  advertiser-supported  service  that  links 
you  and  leading  pharmaceutical 
companies. 

For  full  details  on  how  easy  and 
inexpensive  MINET  is, 

DIAL  TOLL  FREE  1-800-682-6415 

or  send  in  the  coupon  below; 

MINET 

GTE  Telenet 

Medical  Information  Network 

■----■-■-■■I 

Association  | 
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EXCERPTS  FROM  A SYMPOSIUM 
“THE  TREATMENT  OF  SLEEP  DISORDERS"^ 


highly  effective 
for  both  sleep  induction  and 
sleep  maintenance  ff 

Sleep  Laboratory  Investigator 
Pennsylvania 


mm.  . . onset  of  action  is 

rapid. . . provides  sleep  with 
no  rebound  effect  to  agitate  the 
patient  the  following  day  A A 


Psychiatrist 

California 


. . appears  to  have 
the  best  safety  record  of  any 
of  the  benzodiazepines  Q 


Psychiatrist 

California 


After  15  years,  the  experts  still  concur  about  the 
continuing  value  of  Dolmone  (tlurozepom  HCI/ 
Roche).  It  provides  sleep  that  satisfies  patients. . . 
and  the  wide  margin  of  safety  that  satisfies  you. 

The  recommended  dose  in  elderly  or  debilitated 
patients  is  15  mg.  Contraindicated  in  pregnancy. 

DALMANE 

flurazepam  HCI/Roche  ® 

sleep  that  satisfies 

15-mg/30-mg 
capsules 
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DALMANE' 

flurazepam  FICI/Roche(S 

Before  prescribing,  please  consult  complete  product 
information,  a summary  ot  which  follows: 

Indications:  Effective  in  all  types  of  insomnia  chorocterized 
by  difticuify  in  falling  asleep,  frequent  nocturnal  awakenings 
and/or  early  morning  awakening,  in  patients  with  recurring 
insomnia  or  poor  sleeping  habits,  in  acute  or  chronic  medical 
situations  requiring  restful  sleep  Objective  sleep  laborotory 
data  have  shown  effectiveness  for  at  least  28  consecutive 
nights  of  administration  Since  insomnia  is  often  transient 
and  intermittent,  prolonged  administration  is  generally  not 
necessary  or  recommended.  Repeated  therapy  should  only 
be  undertaken  with  appropriate  patient  evaluation. 
Contraindications:  Known  hypersensitivity  to  flurazepam  HCI, 
pregnancy  Benzodiazepines  may  cause  fetal  damage  when 
administered  during  pregnancy  Several  studies  suggest  an 
increased  risk  of  congenital  malformations  associated  with 
benzodiazepine  use  during  the  first  trimester  Warn  patients 
of  the  potential  risks  to  the  fetus  should  the  possibility  of  be- 
coming pregnant  exist  while  receiving  flurazepam.  Instruct 
patients  to  discontinue  drug  prior  to  becoming  pregnant  Con- 
sider the  possibility  of  pregnancy  prior  to  instituting  therapy 
Warnings:  Caution  patients  about  possible  combined  effects 
with  alcohol  and  other  CNS  depressants  An  additive  effect 
may  occur  if  alcohol  is  consumed  the  day  following  use  for 
nighttime  sedation  This  potential  may  exist  for  several  days 
following  discontinuation  Caution  against  hazardous  occu- 
pations requiring  complete  mental  alertness  (e  g , operating 
machinery,  driving)  Potential  impairment  of  performance  ot 
such  activities  may  occur  the  day  following  ingestion.  Not 
recommended  for  use  in  persons  under  15  years  of  age 
Withdrawal  symptoms  rarely  reported,  abrupt  discontinuation 
should  be  avoided  with  gradual  tapering  of  dosage  for  those 
patients  on  medication  for  a prolonged  period  ot  time  Use 
caution  in  administering  to  addiction-prone  individuals  or 
those  who  might  increase  dosage 
Precautions:  In  elderly  and  debilitated  patients,  it  is  recom- 
mended that  the  dosage  be  limited  to  15  mg  to  reduce  risk  of 
oversedation,  dizziness,  confusion  and/or  ataxia  Consider 
potential  additive  effects  with  other  hypnotics  or  CNS  depres- 
sants, Employ  usual  precautions  in  severely  depressed 
patients,  or  in  those  with  latent  depression  or  suicidal  tenden- 
cies, or  in  those  with  impaired  renal  or  hepatic  function. 
Adverse  Reactions:  Dizziness,  drowsiness,  lightheadedness, 
staggering,  ataxia  and  falling  have  occurred,  particularly  in 
elderly  or  debilitated  patients  Severe  sedation,  lethargy,  dis- 
orientation and  coma,  probably  indicative  of  drug  intolerance 
or  overdosage,  have  been  reported  Also  reported  heodache, 
heartburn,  upset  stomach,  nausea,  vomiting,  diarrhea,  con- 
stipation, Gl  pain,  nervousness,  talkativeness,  apprehension, 
irritability  weakness,  palpitations,  chest  pains,  body  and  joint 
pains  and  GU  complaints.  There  have  also  been  rare  occur- 
rences of  leukopenia,  granulocytopenia,  sweating,  flushes, 
difficulty  in  focusing,  blurred  vision,  burning  eyes,  faintness, 
hypotension,  shortness  of  breath,  pruritus,  skin  rash,  dry 
mouth,  bitter  taste,  excessive  salivation,  anorexia,  euphoria, 
depression,  slurred  speech,  confusion,  restlessness,  halluci- 
nations, and  elevated  SGOT,  SGPT,  total  and  direct  bilirubins, 
and  alkaline  phosphatase;  and  paradoxical  reactions,  eg. 
excitement,  stimulation  and  hyperactivity. 

Dosage:  Individualize  for  maximum  beneficial  effect  Adulls 
30  mg  usual  dosage,  15  mg  may  suffice  in  some  patients. 
Elderly  or  debilitated  patients:  15  mg  recommended  initially 
until  response  is  determined 

Supplied:  Capsules  containing  1 5 mg  or  30  mg  flurazepam 
HCI 


Roche  Products  Inc. 
Manati,  Puerto  Rico  00701 


FOR  SLEEP 

After  more  than  1 5 years  of  use,  ifs  # 1 for  sleep  that  satisfies. 

Patients  are  satisfied  because  they  fall  asleep  fast  and  stay 
asleep  till,  morning.  ’ ® And  you're  satisfied  by  the  exceptionally 
wide  margin  of  safety. ^ ^ As  always,  caution  patients  about 
driving  or  drinking  alcohol. 

Please  see  references  and  summary  of  producf  information  on  reverse  side 
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Dear  Doctor: 

Medical  doctors  trail  pharmacists,  clergymen  and  dentists  in  the  public’s 
assessment  of  ethical  standards  practiced  by  various  professionals. 
According  to  the  AMA's  recent  national  survey,  pharmacists'  ethical 
standards  ranked  highest,  with  69%  of  the  public  regarding  them  as  high 
or  very  high.  Clergymen  were  a close  second,  with  68%.  Dentists  ranked 
third,  with  a 61%  rating,  followed  by  physicians  (59%)  and  lawyers  (25%) . 

Data  from  Mississippi  parallel  the  national  results,  with 
64%  of  the  public  regarding  pharmacists’  ethical  standards 
as  high  or  very  high.  Next  were  dentists  and  clergymen,  whose 
ethical  standards  were  given  high  marks  by  58%  of  the  public. 
Considerably  more  Mississippians  believe  physicians  have  high 
ethical  standards  (56%)  than  those  believing  the  same  about 
lawyers  (29%) . 

While  many  Mississippians  acknowledge  that  physicians  keep  up 
to  date  on  medical  advances  (76%  agree)  and  give  good  advice 
on  nutrition,  etc.  (86%  agree),  they  express  less  confidence 
in  matters  of  fees  and  time.  Only  33%  of  Mississippians 
agree  that  physicians’  fees  are  reasonable,  and  only  43% 
agree  that  physicians  spend  enough  time  with  patients.  Most 
Mississippians  (81%)  feel  that  doctors  keep  patients  waiting 
too  long.  An  equal  number  (81%)  agree  that  there  is  a growing 
crisis  in  malpractice  suits  and  awards,  reflecting  greater 
understanding  of  the  professional  liability  situation. 

Physicians  are  invited  to  describe  their  experiences,  positive  or  negative, 
with  peer  review  organizations  (PROs)  and  with  the  prospective  payment 
system.  Written  comments  should  be  addressed  to  either  the  AMA’s  PRO 
Monitoring  Project  or  DRG  Monitoring  System,  P.O.  Box  10947,  Chicago,  IL 


60610. 


Sincerely, 


Patsy  Silver 
Managing  Editor 
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See  following  page  for  brief  summary  of  prescribing  information 


SORBITRATE 

(BOSOFBDEaNITFWE) 

PtoSM  consult  fun  prescribing  Informstlon  before  use.  A summary  folkMrs: 

INDICATIONS  AND  USAGE:  SORBITRATE  (isosofbide  dinrtrate)  is  indicated  for  the  treatment 
and  prevention  ot  angina  pectons  All  dosage  forms  of  isosorbde  dinitrate  may  be  used 
piophylactically  to  decrease  frequency  and  seventy  ot  anginal  attacks  and  can  be  expected  to 
decrease  the  need  tor  sublingual  nitroglycenn 

The  sublingual  and  chevrable  forms  of  the  drug  are  indicated  for  acute  prophylaxis  of  angina 
pectons  when  taken  a few  minutes  before  situations  likely  to  provoke  anginal  attacks  Because 
of  a slower  onset  of  effect,  the  oral  forms  of  isosorbxle  dinitrate  are  not  indicated  for  acute 
prophylaxis 

CONTRAINDICATTONS:  SORBITRATE  is  contraindicated  in  patients  who  have  shown 
purported  hypersensitivity  or  diosyncrasy  to  it  or  other  nitrates  or  nitntes  Epinephrine  and 
related  compounds  are  ineffective  in  reversing  the  severe  hypotensive  events  associated  with 
overdose  and  are  contraindicated  in  this  situation. 

WARNINGS:  The  benefits  of  SORBITRATE  dunng  the  early  days  of  an  acute  myocardial 
infarction  have  not  been  established  If  one  elects  to  use  organic  nitrates  in  early  infarction, 
hemodynamic  monitoring  and  frequent  clinical  assessment  should  be  used  because  of  the 
potential  deletenous  effects  ot  hypotension 

PRECAUTIONS:  General:  Severe  hypotensive  response,  particularly  with  upright  posture,  may 
occur  vnth  even  small  doses  of  SORBITRATE  The  drug  should  therefore  be  used  with  caution  in 
subjects  who  may  have  Wood  volume  depletion  from  diuretic  therapy  or  in  subjects  who  have 
low  systolic  Wood  pressure  (eg,  below 90  mmHg)  Paradoxical  bradycardia  and  increased 
angina  pectons  may  accompany  nitrate-induced  hypotension  Nitrate  therapy  may  aggravate 
the  angina  caused  by  hypertrophic  cardiomyopathy 
Marked  symptomatic,  orthostatic  hypotension  has  been  reported  when  calcium  channel 
Wockers  and  organic  nitrates  were  used  in  combination  Dose  adjustment  of  either  class  of 
agents  may  be  necessary 

Tolerance  to  this  dmg  and  cross-tolerance  to  other  nitrates  and  nitrites  may  rxcur  Tolerance 
to  the  vascular  and  antianginal  effects  of  isosorWde  dinitrate  or  nitroglycerin  has  been 
demonstrated  in  clinical  tnals,  experience  through  occupational  exposure,  and  in  isolated 
tissue  experiments  m the  laboratory  The  importance  of  tolerance  to  the  appropriate  use  of 
isosorWde  dinitrate  in  the  management  of  patients  wnth  angina  pectons  has  not  b^n 
determined  However,  one  clinical  tnal  using  treadmill  exercise  tolerance  (as  an  end  point)  found 
an  8-hour  duration  of  action  of  oral  isosorbide  dinifrate  following  the  first  dose  (after  a 2-week 
jDlacebo  washout)  and  only  a 2-hour  duration  of  effect  ot  the  same  dose  after  1 week  of 
repetitive  dosing  at  conventional  dosing  intervals  On  the  other  hand,  several  tnals  have  been 
aWe  to  differentiate  isosorWde  dinitrate  from  placebo  after  4 weeks  of  therapy  and.  in  open 
tnals,  an  effect  seems  detectaWe  for  as  long  as  several  months 
Tolerance  clearly  occurs  in  industnal  workers  continuously  exjxised  to  nitroglycenn. 
Moreover,  physical  dependence  also  occurs  since  chest  pain,  acute  myocardial  infarction,  and 
even  sudden  death  have  occurred  dunng  temporary  withdrawal  of  nitroglycenn  from  the 
workers  In  clinical  trials  in  angina  patients,  there  are  reports  of  anginal  attacks  being  more 
easily  provoked  and  of  rebound  in  the  hemodynamic  effects  soon  after  nitrate  withdrawal  The 
relative  importance  of  these  observations  to  the  routine,  clinical  use  of  isosorbxfe  dinitrate  is  not 
known  However,  it  seems  prudent  to  gradually  withdraw  patients  from  isosorbde  dinitrate 
when  the  therapy  is  being  terminated,  rather  than  stopping  the  drug  abruptly 
Information  for  Patients:  Headache  may  occur  during  initial  therapy  with  SORBITRATE 
Headache  is  usually  relieved  by  the  use  of  standard  headache  remedies  or  by  lowering  the 
dose  and  tends  to  disappear  after  the  first  week  or  two  of  use 
Drug  Interactions:  Alcohol  may  enhance  any  marked  sensitivity  to  the  hyjxitensive  effect  of 
nitrates. 

IsosorWde  dinitrate  acts  directly  on  vascular  smooth  muscle;  therefore,  any  other  agent  that 
depends  on  vascular  smooth  muscle  as  the  final  common  path  can  be  expected  to  have 
decreased  or  increased  effect  depending  on  the  agent 
Carcinogenesis,  Mutagenesis,  Impairment  of  Fertility:  No  long-term  studies  in  animals 
have  been  performed  to  evaluate  the  carcinogenic  potential  of  this  drug.  A modified  two-litter 
reproduction  study  in  rats  fed  isosorbide  dinitrate  at  25  or  100  mg/kg/day  did  not  reveal  any 
effects  on  fertility  or  gestation  or  any  remarkaWe  gross  pathology  in  any  parent  or  offspring  fed 
isosorWde  dinitrate  as  compared  with  rats  ted  a basal-controlled  diet 
Pregnancy  Category  C:  Isosorbide  dinitrate  has  been  shown  to  cause  a dose-related 
increase  in  embryotoxicity  (increase  in  mummified  pups)  in  rabbits  at  oral  doses  35  and  150 
times  the  maximum  recommended  human  daily  dose.  There  are  no  adequate  and 
well-controlled  studies  in  pregnant  women  SORBITRATE  should  be  used  during  pregnancy 
only  if  the  potential  benefit  justifies  the  potential  risk  to  the  fetus. 

Nursing  Mothers:  It  is  not  known  whether  this  drug  is  excreted  in  human  milk  Because 
many  drugs  are  excreted  in  human  milk,  caution  should  be  exercised  when  SORBITRATE  is 
administered  to  a nursing  woman 

Pediatric  Use:  The  safety  and  effectiveness  of  SORBITRATE  in  children  has  not  been 
estaWished 

ADVERSE  REACTIONS:  Adverse  reactions,  particularly  headache  and  hypotension,  are 
dose-related  In  clinical  tnals  at  various  doses,  the  following  have  been  observed 
Headache  is  the  most  common  (rejxirted  incxlence  varies  widely,  apparently  being 
dose- related,  with  an  average  occurrence  of  about  25%)  adverse  reaction  and  may  be  severe 
and  persistent.  Cutaneous  vasodilation  with  flushing  may  occur  Transient  episodes  of 
dizziness  and  weakness,  as  well  as  other  signs  of  cerebral  ischemia  associated  with  postural 
hypotension,  may  occasionally  develop  (the  incxlence  of  reported  symptomatic  hypotension 
ranges  from  2%  to  36%)  An  occasional  individual  will  exhibit  marked  sensitivity  to  the 
hypotensive  effects  of  nitrates  and  severe  responses  (nausea,  vomiting,  weakness,  restless- 
ness. pallor,  fierspiration.  and  collapse)  may  occur  even  with  the  usual  therapeutic  dose  Drug 
rash  and/or  exfoliative  dermatitis  may  occasionally  occur  Nausea  and  vomiting  apj^ear  to  be 
uncommon  Case  reports  of  clinically  significant  methemoglobinemia  are  rare  at  conventional 
doses  of  organic  nitrates  The  formation  ot  methemogloWn  is  dose-related  and,  in  the  case  of 
genetic  abnormalities  of  hemoglobin  that  favor  methemogloWn  formation,  even  conventional 
doses  of  organic  nitrate  could  produce  harmful  concentrations  of  methemogloWn 
DOSAGE  AND  ADMINISTRATION:  For  the  treatment  of  angina  pectoris,  the  usual  starting 
dose  for  suWingual  SORBITRATE  is  2.5  to  5 mg;  for  chewaWe  tablets,  5 mg;  for  oral  (swallowed) 
taWets,  5 to  20  mg,  and  for  controlled-release  forms,  40  mg 
SORBITRATE  should  be  titrated  upward  until  angina  is  relieved  or  side  effects  limit  the  dose 
In  ambulatory  patients,  the  magnitude  of  the  incremental  dose  increase  should  be  guxied  by 
measurements  of  standing  Wood  pressure 

The  initial  dosage  of  suWingual  or  chewaWe  SORBITRATE  for  prophylactic  therapy  in  angina 
pectoris  patients  is  generally  5 or  10  mg  every  2 to  3 hours  Adequate  controlled  clinical  studies 
demonstrating  the  effectiveness  of  chronic  maintenance  therapy  with  these  dosage  forms 
have  nof  been  reported 

SORBITRATE  in  oral  doses  of  10  to  40  mg  given  every  6 hours  or  in  oral  controlled-release 
doses  of  40  to  80  mg  given  every  8 to  12  hours  is  generally  recommended  The  extent  to  which 
development  of  folerance  should  modify  the  dosage  program  has  not  been  defined  The  oral 
controlled-release  forms  ol  isosorbide  dinitrate  should  not  be  chewed 
DOSAGE  FORMS  AVAILABLE:  SuWingual  Tablets  (2.5, 5, 10  mg).  Chewable  Tablets  (5. 10  mg). 
Oral  TaWels  (5, 10. 20, 30, 40  mg);  Sustained  Action  Tablets  (40  mg) 
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“When  I realized  my  chances  of 
becoming  disabled  by  age  65 
were  three  times  greater  than  the 
chances  of  death  . . . 

I compared  disability  insurance 
plans.  And  I decided  that  my 
MSMA-endorsed  disability  in- 
surance plan 

SERVES  ME  BEST! 

It’s  not  group  insurance,  but  an 
individually-owned  policy 
which  is  non-cancellable  and 
guaranteed  renewable.’^ 

If  you’re  a member  of  the  Mississippi  State  Medical  Association  you  may  be 
eligible  for  this  outstanding  professional  disability  plan  at  discounted  pre- 
miums. 

• Non-cancellable,  guaranteed  renewable  • Cost  of  living  rider 

• Medical  specialty  protection  • Future  disability  insurance  option 

• Presumptive  loss  provision  • Lifetime  accident  and  sickness  rider 

• Indexing  of  prior  earnings  • Total  and  residual  disability  protection 

• Waiver  of  premium 

Offered  by  Paul  Revere  Insurance  Company  to  MSMA  members  through  its 
exclusive  representatives,  Professional  Disability  Specialists. 

Jon  B.  Wimbish,  Disability  Specialist 

1501  Lakeland  Drive,  Suite  200  Jackson,  MS  39216  Telephone  362-9800 


Introducing 

The  standout 


'> '.V-: 


1985  Ayersf  Laboratories 


Once-dally  _ _ 

InderideLA 


The  world's  leading  beta  blocker 
and  diuretic-fbronce-daily 
convenience  without  compromise 


When  selecting  other  once-daily  agents,  physicians  may  have  to  compromise 
either  their  choice  of  beta  blocker  or  diuretic.  With  INDERIDE®  LA,  physicians 
have  the  agents  most  widely  prescribed  worldwide— INDERAL®  and  hydro- 
chlorothiazide—with  the  convenience  of  once-daily  dosage. 

24-hour  blood  pressure  control  with  the 
broad  benefits  of  N4DERAL  (propranolol  HCI) 

The  controlled-ielease  delivery  system  of  INDERIDE  LA  provides  24-hour  beta 
blockade  and  the  broad  cardiovascular  benefits  of  INDERAL  with  a single  daily 
dose.  Compliance  is  enhanced  because  once-daily  administration  fits  easily  into 
patient^  d^y  routines. 


Plus  standard-release  hydrochlorothiazide, 
the  thiazide  of  choice  mr  comfortable 
morning  diuresis 


Hydrochlorothiazide  is  the  world’s  most  widely  prescribed  antihypertensive 


f 


i 

)■ 

j 
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(INDERAL^  LA), 

and  hydrochlorothiazide,  50  mg 

kfHhoutcomim 


'The  appearance  of  INDERIDE*  LA 
Capsules  is  a registered  trademark  of  | 
Ayerst  Laboratories.  ® 

Please  see  following  page  for  brief  summary 
of  prescribing  information 


diuretic.  When  taken  in  the  morning,  INDERIDE  LA  provides  comfortable 
morning  diuresis.  Each  dosage  strength  of  INDERIDE  LA  contains: 

one  of  the  three  most  widely  prescribed  dosage  strengths  of  INDERAL®  LA- 
80  mg,  120  mg,  or  160  mg  and 

an  established,  effective  daily  dose  of  standard-release  hydrochlorothiazide- 


80/50  120/50  160/50' 


Once-daily 

INDERIDELA 

Convenience  without  compromise 
One  capsule-Once  dally 


1 


80/50  120/50  160/50* 


• T^'e  appearance  of  these  capsules  is  a registered  trademark  of  Ayerst  Laboratories 
BRIEF  SUMMARY  .FOR  FULL  PRESCRIBING  INFORMATION.  SEE  PACKAGE  CIRCULAR  i 
INDERIDES  LA  Brand  of  PROPRANOLOL  HYDROCHLORIDE  (INDERAL*  LA)  and 
HYDROCHLOROTHIAZIDE  (Long  Acting  Capsules) 

No  455— Each  INDERIDE*  LA  80/50  Capsule  contains 


Propranolol  hydrochloride  (INDERAL*  LA) 

80  mg 

Hydrochlorothiazide 

50  mg 

No  457— Each  INDERIDE*  LA  120/50  Capsule  contains 
Propranolol  hydrochloride  (INDERAL*  LA) 

120  mg 

Hydrochlorothiazide 

50  mg 

No  459— Each  INDERIDE*  LA  160/50  Capsule  contains 
Propranolol  hydrochloride  (INDERAL*  LA) 

160  mg 

Hydrochlorothiazide 

50  mg 

INDERIDE  LA  is  indicated  in  the  management  of  hypertension 

This  fixed-combination  drug  is  not  indicated  for  initial  therapy  of  hypertension.  If 
the  fixed  combination  represents  the  dose  titrated  to  the  individual  patient's  needs, 
therapy  with  the  fixed  combination  may  be  more  convenient  than  with  the  separate 
components. 

CONTRAINDICATIONS 

Propranolol  hydrochloride  (INDERAL*): 

Propranolol  is  contraindicated  in  1)  cardiogenic  shock  2)  sinus  bradycardia  and  greater  than 
first  degree  block  3)  bronchial  asthma  4)  congestive  heart  failure  (see  WARNINGS)  unless  the 
failure  is  secondary  to  a tachyarrhythmia  treatable  with  propranolol 

Hydrochlorothiazide: 

Hydrochlorothiazide  is  contraindicated  m patients  with  anuria  or  hypersensitivity  to  this  or  other 
sutfonamide-derived  drugs 

WARNINGS 

Propranolol  hydrochloride  (INDERAL*): 

CARDIAC  failure  Sympathetic  stimulation  may  be  a vital  component  supporting  circulatory 
function  in  patients  with  congestive  heart  failure  and  its  inhibition  by  beta  blockade  may 
precipitate  more  severe  failure  Although  beta  blockers  should  be  avoided  m overt  congestive 
heart  failure  if  necessary  they  can  be  used  with  close  follow-up  in  patients  with  a history  of 
failure  who  are  well  compensated  and  are  receiving  digitalis  and  diuretics  Beia-adrenergic 
blocking  agents  do  not  abolish  the  inotropic  action  of  digitalis  on  heart  muscle 

IN  PATIENTS  WITHOUT  A HISTORY  OF  HEART  FAILURE  continued  use  of  beta  blockers 
can.  in  some  cases  lead  to  cardiac  failure  Therefore  at  the  first  sign  or  symptom  of  heart 
failure  the  patient  should  be  digitalized  and/or  treated  with  diuretics  and  the  response 
observed  closely,  or  propranolol  should  be  discontinued  (gradually  if  possible) 

IN  PATIENTS  WITH  ANGINA  PECTORIS,  there  have  been  reports  of  exacerbation  of  angina 
and  in  some  cases,  myocardial  infarction  following  abrupt  discontinuance  of  propranolol 
therapy  Therefore  when  discontinuance  of  propranolol  is  planned,  the  dosage  should  be 
gradually  reduced  and  the  patient  carefully  monitored  In  addition  when  propranolol  is 
prescribed  for  angina  pectoris,  the  patients  should  be  cautioned  against  interruption  or 
cessation  of  therapy  without  the  physician's  advice  If  propranolol  therapy  is  interrupted 
and  exacerbation  of  angina  occurs,  it  usually  is  advisable  to  remstilute  propranolol  therapy- 
and  take  other  measures  appropriate  for  the  management  of  unstable  angina  pectoni 
Since  coronary  artery  disease  may  be  unrecognized,  it  may  be  prudent  to  foHo^w$^fep^  ' 
advice  in  patients  considered  at  nsK  of  having  occult  atherosclerotic  heaadisoTO  whtf  arte 
given  propranolol  for  other  indications  . , - ' 


THYROTOXICOSIS  Bela  blockade  may  mask  certain  clirteal  of  h^erthyroidism 
Therefore  abrupt  withdrawal  of  propranolol  may  be  followed  byaneiOeerbatron  of  symptoms 
of  hyperthyroidism  including  thyroid  storm  Propranolol  ctoes  rvcfttfstw  thyroid  function  tests 
IN  PATIENTS  WITH  WOLFF-PARKINSON-WHITE  SYNDROME,  several  cases  have  been 
reported  m which,  after  propranolol,  the  tachycardia  was  ^placed  by  a severe  bradycardia 
requiring  a demand  pacemaker  In  one  case  this  resulted  after  an  initial  dose  of  5 mg 
propranolol 

MAJOR  SURGERY  The  necessity  or  desirability  of  withdrawal  of  beta-blocking  therapy 
prior  to  major  surgery  is  controversial  It  should  be  noted  however  that  the  impaired  ability  of 
the  heart  to  respond  to  reflex  adrenergic  stimuli  may  augment  the  risks  of  general  anesthesia 
and  surgical  procedures 

Nonallergic  Bronchospasm  (eg,  chronic  bronchitis,  emphysema)  -PATIENTS  WITH 
BRONChOSPASTIC  DISEASES  SHOULD.  IN  GENERAL.  NOT  RECEIVE  BETA  BLOCKERS 
INDERAL  should  be  administered  with  caution  since  it  may  block  bronchodiiation  produced  by 
endogenous  and  exogenous  catecholamine  stimulation  of  beta  receptors 

DIABETES  AND  HYPOGLYCEMIA  Beta-adrenergic  blockade  may  prevent  the  appear- 
ance of  certain  premonitory  signs  and  symptoms  (pulse  rate  and  pressure  changes)  of  acute 
hypoglycemia  in  labile  msulin-dependent  diabetes  In  these  patients,  it  may  be  more  difficult  to 
adjust  the  dosage  of  insulin  Hypoglycemic  attacks  may  be  accompanied  by  a precipitous 
elevation  of  blood  pressure 
Hydrochlorothiazide: 

Thiazides  should  be  used  with  caution  m severe  renal  disease  In  patients  with  renal  disease 
thiazides  may  precipitate  azotemia  In  patients  with  impaired  renal  function,  cumulative  effects 
of  the  drug  may  develop 

Thiazides  should  also  be  used  with  caution  in  patients  with  impaired  hepatic  function  or 
progressive  liver  disease  since  minor  alterations  of  fluid  and  electrolyte  balance  may  precipi- 
tate hepatic  coma 

Thiazides  may  add  to  or  potentiate  the  action  of  other  antihypertensive  drugs  Potentiation 
occurs  with  ganglionic  or  peripheral  adrenergic-blocking  drugs 

Sensitivity  reactions  may  occur  in  patients  with  a history  of  allergy  or  bronchial  asthma 
The  possibility  of  exacerbation  or  activation  of  systemic  lupus  erythematosus  has  been 
reported 

PRECAUTIONS 

Propranolol  hydrochloride  (INDERAL*): 

general  Propranolol  should  be  used  with  caution  in  patients  with  impaired  hepatic  or  renal 
function  Propranolol  is  not  indicated  for  the  treatment  of  hypertensive  emergencies 

Beta-adrenoreceptor  blockade  can  cause  reduction  of  intraocular  pressure  Patients 
should  be  told  that  propranolol  may  interfere  with  the  glaucoma  screening  test  Withdrawal  may 
lead  to  a return  of  increased  intraocular  pressure 

CLINICAL  laboratory  TESTS  Elevated  blood  urea  levels  in  patients  with  severe  heart 
disease  elevated  serum  transaminase  alkaline  phosphatase,  lactate  dehydrogenase 

DRUG  INTER/^TIONS  Patients  receiving  catechoiamme-depieting  drugs  such  as  reser- 
pme  should  be  closely  observed  if  propranolol  is  administered  The  added  catechoiamme- 
biocking  action  may  produce  an  excessive  reduction  of  resting  sympathetic  nervous  activity 
which  may  result  m hypotension,  marked  bradycardia,  vertigo,  syncopal  attacks,  or  orthostatic 
hypotension 


CARCINOGENESIS.  MUTAGENESIS.  IMPAIRMENT  OF  FERTILITY  Long-term  studies  in 
animals  have  been  conducted  to  evaluate  toxic  effects  and  carcinogenic  potential  In  18- 
month  studies  in  both  rats  and  mice  employing  doses  up  to  150  mg/kg/day  there  was  no 
evidence  of  significant  drug-induced  toxicity  There  were  no  drug-related  tumongenic  effects 
at  any  of  the  dosage  levels  Reproductive  studies  m animals  did  not  show  any  impairment  of 
fertility  that  was  attributable  to  the  drug 

PREGNANCY  Pregnancy  Category  C Propranolol  has  been  shown  to  be  empryotoxic  m 
animal  studies  at  doses  about  10  times  greater  than  the  maximal  recommended  human  dose 
There  are  no  adequate  and  weli-controHed  studies  in  pregnant  women  Propranolol  should  be 
used  during  pregnancy  only  if  the  potential  benefit  justifies  the  potential  risk  to  the  fetus 
NURSING  MOTHERS  Propranolol  is  excreted  m human  milk  Caution  should  be  exercsed 
when  propranolol  is  administered  to  a nursing  mother 

PEDIATRIC  USE  Safety  and  effectiveness  in  children  have  not  been  established 
Hydrochlorothiazide: 

GENERAL  Periodic  determination  of  serum  electrolytes  to  detect  possible  electrolyte  im- 
balance should  be  performed  at  appropriate  intervals 

All  patients  receiving  thiazide  therapy  should  be  observed  for  ciimcai  signs  of  fluid  or 
electrolyte  imbalance  namely  Hyponatremia  hypochloremic  alkalosis  and  hypokalemia 
Serum  and  urine  electrolyte  determinations  are  particularly  important  when  the  patient  is 
vomiting  excessively  or  receiving  parenteral  fluids  Medication  such  as  digitalis  may  also 
influence  serum  electrolytes  Warning  signs  irrespective  of  cause  are  Dryness  of  mouth  thirst 
weakness  lethargy  drowsiness,  restlessness  muscle  pains  or  cramps  muscular  fatigue 
hypotension,  oliguria  tachycardia  and  gastrointestinal  disturbances  such  as  nausea  and 
vomiting 

Hypokalemia  may  develop  especially  with  brisk  diuresis  when  severe  cirrhosis  is  present 
or  during  concomitant  use  of  corticosteroids  or  ACTH 

Interference  with  adequate  oral  electrolyte  intake  will  also  contribute  to  hypokalemia 
Hypokalemia  can  sensitize  or  exaggerate  the  response  of  the  heart  to  the  toxic  effect  of 
digitalis  (eg  increased  ventricular  irritability)  Hypokalemia  may  be  avoided  or  treated  by  use 
of  potassium  supplements  such  as  foods  with  a high  potassium  content 

Any  chloride  deficit  is  generally  mild  and  usually  does  not  require  specific  treatment 
except  under  extraordinary  circumstances  (as  m liver  or  renal  disease)  Oiiutionai  hypo- 
natremia may  occur  in  edematous  patients  in  hot  weather  appropriate  therapy  is  water 
restriction  rather  than  administration  of  salt,  except  m rare  instances  when  the  hyponatremia  is 
life-threatemng  In  actual  sail  depletion  appropriate  replacement  is  the  therapy  of  choice 
Hyperuricemia  may  occur  or  frank  gout  may  be  precipitated  m certain  patients  receiving 
thiazide  therapy 

Insulin  requirements  m diabetic  patients  may  be  increased  decreased  or  unchanged 
Diabetes  meliitus  which  has  been  tatent  may  ttecome  manifest  during  thiazide  administration 
If  progressive  rena*  imp^ment  DQGpme^iBvident  consider  withholding  or  discontinuing 
diuretic  therapy  *'V 

Thiazides  may  decrease  senjm  without  signs  of  thyroid  disturbance 

Calciurnexcretior;^decreasQiJby  th®fes  Pathologic  changes  in  the  parathyroid  gland 
with  hypercalcemia  and  hyp^lhospKaterr^ar^ave  been  observed  m a few  patients  on  pro- 
longed thiaade  therapy,  the  corrnnon  com^jcations  of  hyperparathyroidism,  such  as  renal 
iithiasis.  txvie  iBsorption,  and^otfe  uic^atfon  have  not  been  seen  Thiazides  should  be 
discontinued  beto®  casino  out  tests  for%arathyroid  function 

DRUG  interaction  fS‘ T hiazide  drugs  may  increase  the  responsiveness  to  tubocurarme 
The.artihypertensfve  effects  of  thiazides  may  be  enhanced  in  the  postsympaihectomy 
D pfitient  miav  decrease  arterial  responsiveness  to  norepinephrine  This  diminution  is 

- jiot  sufficrentto  preclude  effectiveness  of  the  pressor  agent  for  therapeutic  use 
} ’ PREGNANCY  Pregnancy  Category  C Thiazides  cross  the  placental  barrier  and  appear  m 
■ Cord  blood  The  use  of  thiazides  in  pregnancy  requires  that  the  anticipated  benefit  be  weighed 
against  possible  hazards  to  the  fetus  These  hazards  include  fetal  or  neonatal  jaundice 
thrombocytopenia  and  possibly  other  adverse  reactions  which  have  occurred  m the  adult 
NURSING  MOTHERS  Thiazides  appear  m human  milk  If  use  of  the  drug  is  deemed 
essential  the  patient  should  stop  nursing 

PEDIATRIC  USE  Safety  and  effectiveness  m children  have  not  been  established 
ADVERSE  REACTIONS 
Propranolof  hydrochloride  (INDERAL*): 

Most  adverse  ejects  have  been  mild  and  transient  and  have  rarely  required  the  withdrawal  of 
therapy 

Cardiovascular  Bradycardia,  congestive  heart  failure  intensification  of  AV  block,  hypo- 
tension paresthesia  of  hands  thrombocytopenic  purpura  arterial  insufficiency  usually  of  the 
Raynaud  type 

Central  Nervous  System  Lightheadedness,  mental  depression  manifested  by  insomnia 
lassitude  weakness,  fatigue  reversible  mental  depression  progressing  to  catatonia  visual 
disturbances  hallucinations,  an  acute  reversible  syndrome  characterized  by  disorientation  for 
time  and  place  short-term  memory  loss  emotional  lability,  slightly  clouded  sensonum  and 
decreased  performance  on  neuropsychometrics 

Gastrointestinal  Nausea  vomiting  epigastric  distress  abdominal  cramping  diarrhea 
constipation,  mesenteric  arterial  thrombosis  ischemic  colitis 

Allergic  Pharyngitis  and  agranulocytosis  erythematous  rash  fever  combined  with  aching 
and  sore  throat  laryngospasm  and  respiratory  distress 
Respiratory  Bronchospasm 

Hematologic  Agranulocytosis  nonthrombocytopenic  purpura  thrombocytopenic 
purpura 

AutO‘lmmune  In  extremely  rare  instances,  systemic  lupus  erythematosus  has  been 
reported 

Miscellaneous  Alopecia  LE-like  reactions,  psoriasiform  rashes  dry  eyes  male  impo- 
tence and  Peyronies  disease  have  been  reported  rarely  Ocuiomucocutaneous  reactions 
involving  the  skin  serous  membranes  and  conjunctivae  reported  for  a beta  blocker  (practolol) 
have  not  been  associated  with  propranolol 

Hydrochlorothiazide: 

Gastrointestinal  Anorexia  gastric  irritation,  nausea,  vomiting,  cramping  diarrhea  constipa- 
tion. jaundice  (intrahepatic  cholestatic  jaundice),  pancreatitis,  sialadenitis 

Central  Nervous  System  Dizziness  vertigo,  paresthesias,  headache  xanthopsia 
Hematologic  Leukopenia  agranulocytosis  thrombocytopenia  aplastic  anemia 
Cardiovascular  Orthostatic  hypotension  (may  be  aggravated  by  alcohol  barbiturates  or 
narcotics) 

Hypersensitivity  Purpura  photosensitivity  rash  urticaria,  necrotizing  angntis  (vasculitis 
cutaneous  vasculitis),  fever,  respiratory  distress  including  pneumonitis  anaphylactic 
reactions 

Other  Hyperglycemia  glycosuria  hyperuricemia  muscle  spasm  weakness  restless- 
ness transient  blurred  vision 

Whenever  adverse  reactions  are  moderate  or  severe  thiazide  dosage  should  be  reduced 
or  therapy  withdrawn 
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Ayerst, 


AYERST  LABORATORIES 
New  York,  NY  1001 7 


Scientific  Exhibit 
Space  Available 


Jackson,  MS  - Applications  are  now  being 
accepted  from  MSMA  members  for  scientific 
exhibit  space  at  MSMA’s  1986  Annual  Session. 
The  meeting  will  be  held  June  4-6  at  the  Royal  d'Iberville  Hotel  in  Biloxi. 
Applicants  should  write  a letter  requesting  space,  furnishing  the  title, 
name  of  sponsor (s)  and  the  amount  of  linear  feet  required  for  the  proposed 
exhibit . 


Unified  Membership  Chicago,  IL  - Utah  State  Medical  Association 
States  Increase  became  the  third  state  association  voting  this 

year  to  unify  its  membership  with  that  of  the 
AMA,  following  the  Mississippi  State  Medical  Association  and  Kansas  Medical 
Society.  A number  of  other  state  associations  are  considering  this  member- 
ship change.  Previously  there  were  two  unified  membership  states,  Illinois 
and  Oklahoma . 


Self-Insurance  Is  a Chicago,  IL  - Percentage  of  the  nation's  largest 

Growing  Trend  corporations  using  self-insurance  as  a way  of 

containing  rising  health  care  costs  has  jumped 
from  5%  to  83%  in  the  past  10  years,  the  National  Center  for  Policy  Analysis 
reports.  As  a result  of  the  switch,  the  market  share  held  by  Blue  Cross  and 
Blue  Shield  has  dropped  from  45%  to  35%;  the  market  share  held  by  other 
insurers  dropped  from  45%  to  27%. 


Fall  Enrollment  Jackson,  MS  - Fall  enrollment  in  the  School  of 

Totals  at  UMC  Medicine  at  the  University  of  Mississippi  Medical 

Center  is  485.  Total  enrollment  for  the  health 
sciences  campus  is  1,638  — and  includes  253  in  the  School  of  Nursing,  145 
in  the  School  of  Dentistry,  and  311  in  the  School  of  Health  Related  Pro- 
fessions, with  64  in  graduate  programs,  344  in  postgraduate  training,  and 
36  in  certificate  programs. 


Alcohol-Related  Washington,  DC  - A steady,  four-year  decline  in 

Fatalities  Are  Down  alcohol-related  fatal  car  crashes  may  be 

attributed  to  several  factors,  including  new 
laws  raising  the  drinking  age,  tougher  law  enforcement,  increased  public 
awareness,  and  changes  in  alcohol  consumption,  according  to  the  Insurance 
Institute  for  Highway  Safety.  Alcohol-related  motorcycle  fatalities, 
however,  have  shown  a reverse  trend,  up  from  40%  to  43%. 


Fora 
Medical 
Consultation, 
Call  a Specialist. 


IN  ALABAMA 


OUTSIDE  ALABAMA 


The  University  of  Alabama  Medical  Center 


MIST 

Medical  Information  Service  via  Telephone 


University  of  Alabama  Hospitals 
University  of  Alabama  at  Birmingham 


The  UAB  Program  for  In-Vitro  Fertilization  and  Embryo 
Transfer  offers  new  techniques  for  the  treatment  of  infertile 
couples  with  tubal  absence,  tubal  disease,  endometriosis  (non- 
responsive  to  therapy),  male  factor  infertility  and  unexplained 
infertility. 

Specialty  Services  of  the  program  are: 

■ In-Vitro  Fertilization 

■ Sperm  Penetration  Assay  for  male  factor  and 
unexplained  infertility 

■ Sperm  Washing  for  LH  timed  intrauterine  insemina- 
tions for  cervical  factors,  severe  oligospermia  and 
other  malefactors 

■ Column  Separation  (Ericsson  method)  for  sex 
selection  of  sperm 

■ Complete  Endocrine  Evaluations,  including  daily 
estrogen  level,  urine  and  serum  LH,  TSH,  FSH, 
prolactin,  and  androgen  assays 

■ Laparoscopic  Ovum  Retrieval  with  indicated  intra- 
abdominal resection  of  adhesions  and  endometriosis 
by  laser  technique 

■ Percutaneous  and  Transvaginal  Ovum  Retrieval 

■ Psychological  Support 

Most  procedures  are  done  on  an  outpatient  basis.  A complete 
evaluation  of  previous  infertility  assessment  is  performed  prior 
to  acceptance  into  the  program. 

The  UAB  Program  for  In-Vitro  Fertilization  and  Embryo 
T ransfer  is  one  of  60  departments,  divisions,  and  centers  of  the 
University  of  Alabama  Medical  Center  accessible  to  you 
through  the  Medical  Information  Service  via  Telephone  (MIST). 

The  UAB  Program  for  In-Vitro  Fertilization  and  Embryo 
Transfer  welcomes  physician  inquiries.  To  speak  with  a 
physician,  to  consult  about  a patient,  to  refer  a patient,  or  to 
request  a patient  transfer  via  the  Critical  Care  T ransport 
Service,  telephone  MIST. 


Na-K^ balancing  act 

"The  sodium-potassium  ratio  in  the  diet  should  be  consid- 
ered a major  controlling  factor  of  blood  pressure,"  soys  Dr. 
Herbert  G.  Langford  of  Jackson's  University  of  Mississippi 
Medical  Center'  Among  cultures  with  o low  incidence  of 
hyperfension,  the  diet  consists  of  little  sodium  and  large 
amounts  of  pofossium  from  fruits  and  vegetables.  As  sodium 
intake  increased  in  modern  civilizations,  potassium 
decreased.  Dr  Langford  thinks  that  low  potassium  may  be 
considered  an  "unindicted  co-conspirator  in  the  hypertension 
crime."  And  he  speculates  that  "efforts  to  increase  potassium 
intake  may  be  as  feasible  and  fruitful  as  efforfs  to  decrease 
our  sodium  intake." 

Cartoon  classics-help  for  pain 

The  hospitalized  burned  child,  forced  to  cope  with  isolation, 
immobilization,  extreme  pain  and  disfigurement,  manifests 
severe  behavior  problems  during  treatment.  One  of  the  most 
difficult  management  problems  is  with  the  child  who  must 
endure  the  excruciating  pain  involved  in  the  open  treatment  of 
burns.  The  procedure,  used  for  second-degree  burns, 
involves  exposure  of  the  wounds,  removal  of  burned  skin  and 
daily  coverage  with  antibacterials.  In  order  to  avoid  treatment, 
the  child  may  scream,  thrash  about,  cry  and  complain  of 
pain-which  generally  worsens  with  time  as  nerve  endings 
heal  and  sensation  returns.  Even  experienced  health-care 
workers  have  become  faint  while  observing  the  suffering  of 
these  young  patients. 

Dr.  Ronald  S.  Drabman  and  his  colleagues  in  the  Divi- 
sion of  Psychology  of  the  Department  of  Psychiatry  and  Hu- 
man Behavior  of  the  University  of  Mississippi  Medical  Cenfer 
have  tested  a multicomponent  behavioral  approach  for 
reducing  pain  behavior  exhibited  by  severely  burned  children 
during  the  open  treatment  procedure.^  The  children,  two 
young  girls,  were  asked  to  choose  a television  cartoon  pro- 
gram, either  "Popeye"  or  "Bugs  Bunny,"  and  watch  it  closely 
during  treatment.  If  fhere  was  a 25%  or  more  reduction  in 
pain  behavior  from  the  level  at  baseline  sessions,  the  child 
was  rewarded  with  a star  placed  on  her  chart.  Both  chil- 
dren exhibited  less  pain  behavior  during  experimental  ses- 
sions than  during  baseline  sessions. 

In  keeping  with  ethical  considerations  and  the  appropri- 
ateness of  the  children's  reaction  to  pain,  the  goal  of  the 
study  was  not  to  suppress  or  eliminate  pain  behavior  com- 
pletely. The  researchers  believe  that  their  successful  distrac- 
tion-and-reward  technique,  the  first  experimental  evaluation 
of  behavior  during  open  treafment,  will  poinf  the  way  to 
much-needed  clinical  research  in  this  area. 

15-minute  diagnosis  of  killer 
infection 

Spontaneous  bacterial  peritonitis,  a common  and  usually 
fatal  infection  among  alcoholic  cirrhotic  patients,  can  now  be 


recognized  in  15  minutes  by  means  of  a simple  assay  of 
ascitic  fluid.  Dr.  James  L.  Achord  and  his  University  of  Missis- 
sippi colleagues  routinely  screen  cirrhotics  for  high  lactic 
acid.  This  is  more  sensitive  than  conventional  WBC  counts 
and  avoids  many  false  positives.  And,  says  Dr.  Achord,  most 
hospital  labs  are  already  equipped  to  do  the  test  for  one 
dollar.^ 

References:  1.  Medical  News  JAMA248:295^,  Dec  10, 1982  2.  Kelley  ML, 
et  al:  J AppI Behav Anal17:]47-]58,  Summer  1984  3.  Medical  WDrId 
News.  Nov  22,  1982,  p 15. 


Roche  salufes 

MISSISSIPPI  MEDICINE 
TODAY 


Copyright  © 1985  by  Roche  Products  Inc.  All  rights  reserved. 


TODAY:  FOR  THE  PATIENT 
WITH  MIXED  DEPRESSION 
AND  ANXIETY 

A rational  approach,  combining 

- The  standard  antidepressant: 
amitriptyline 

- The  proven  anxiolytic  action  of 
Librium®  (chlordiazepoxide  HCI/Roche)(S 

Marked  improvement  often  occurs  as  early  as  the  first  week 

Headache,  insomnia  or  Gl  upsets  associated  with  mixed  depression  and 
anxiety  often  respond  quickly 

Feeling  better,  patients  feel  encouraged  to  stay  the  course -therefore, 
fewer  dropouts:  P=  .006  compared  to  amitriptyline* 

Convenient  single  h.s.  dosing  sufficient  in  some  patients;  helps  patients 
with  mixed  depression  and  anxiety  sleep  through  the  night.  Patients 
should  be  cautioned  about  the  combined  effects  of  Limbitrol  with  alcohol 
and  other  CNS  depressants,  and  about  activities  requiring  complete 
mental  alertness  such  as  operating  machinery  or  driving  a car 

In  nnoderate  depression  and  anxiety 


IN  PLACE  OF 
LIMBITROL  5-12.5  WRITE: 


IN  PLACE  OF 
LIMBITROL  10-25  WRITE: 


LimbitroF 

Each  tablet  contains  5 mg  chlordiazepoxide  and  1 2 5 mg  amitriptyline  (as  the  hydrochloride  soil) 


Each  tablet  contains  10  mg  chlordiazepoxide  and  25  mg  amitriptyline  (as  the  hydrochloride  salt) 


(£ 


Easier  to  remember. . . easier  to  prescribe 


•FeighnerJR  et al:  Psychopharmacology  61 :2]7-225.  Mor22,  1979 

Please  see  summary  of  product  information  on  following  page. 


UMBITROL^  € Tranquilizer-Antidepressant 

Before  prescribing,  please  consult  complete  product  Information,  a summary  of 
which  follows; 

Indicohons:  Relief  of  moderate  to  severe  depression  associated  with  moderate  to 
severe  anxiety 

Contraindications:  Known  hypersensitivity  to  benzodiazepines  or  tricyclic  antidepres- 
sants Do  not  use  with  monoamine  oxidase  (MAO)  inhibitors  or  within  14  days  follow- 
ing discontinuation  of  MAO  inhibitors  since  hyperpyretic  crises,  severe  convulsions  and 
deaths  have  occuned  with  concomitant  use,  then  initiate  cautiously  grodually  increas- 
ing dosage  until  optimal  response  is  achieved  Contraindicated  during  acute  recovery 
phase  following  myocardial  infarction 

Womings:  Use  with  great  care  in  potients  with  histary  at  urinary  retention  or  angle- 
closure  gloucomo  Severe  constipation  may  occur  in  patients  taking  tricyclic  antide- 
pressants and  anticholinergic-fype  drags  Closely  supervise  cardiovascular  patients 
(Arrhythmias,  sinus  tachycardia  and  prolongation  ot  conduction  time  reported  with 
use  ot  tncyclic  ontidepressants,  especially  high  doses  Myocardial  infarction  and 
stroke  reported  with  use  of  this  doss  of  drugs ) Caution  patients  about  possible  com- 
bined effects  with  alcohol  and  other  CNS  depressants  and  against  hazardous  occu- 
pations requiring  cornplete  mental  olertness  (e  g.,  operofing  machinery,  driving) 

Usage  in  Pregnancy:  Use  of  minor  franquilizers  during  the  first  trimester 
should  almost  always  be  avoided  becouse  of  Increased  risk  of  congenlfol 
molformohons  os  suggested  in  several  studies.  Consider  possibility  of  preg- 
noncy  when  Instifuting  therapy;  advise  pohents  to  discuss  therapy  If  they 
intend  to  or  do  become  pregnant. 

Since  physical  and  psychological  dependence  to  chlordiazepoxide  have  been  reported 
rarely,  use  caution  In  administering  Limbitrol  to  addiction-prone  individuals  or  those 
who  might  increase  dosage,  withdrawal  symptoms  following  discontinuation  of  either 
component  alone  have  been  reported  (nausea,  headache  and  malaise  for  amitripty- 
line, symptoms  [including  convulsions]  similar  to  those  ot  barbiturate  withdrawal  far 
chlordiazepoxide) 

Precautions:  Use  with  caution  in  patients  with  o history  of  seizures.  In  hyperthyroid 
patients  or  those  on  thyroid  medication,  and  in  patients  with  impaired  renal  or  hepatic 
function  Because  of  the  possibility  of  suicide  in  depressed  patients,  do  not  permit  easy 
access  to  large  quantities  in  these  patients  Periodic  liver  function  tests  and  blood 
counts  are  recommended  during  prolonged  treatment.  Amitriptyline  component  may 
block  action  ot  guanethidine  or  similar  antihypertensives  Concamitant  use  with  other 
psychotropic  drugs  has  not  been  evaluated,  sedative  effects  may  be  additive.  Discon- 
tinue several  days  before  surgery.  Limit  concomitant  administration  of  ECT  to  essential 
treatment  See  Warnings  for  precautions  about  pregnoncy  Limbitrol  should  not  be 
token  during  the  nursing  period  Not  recommended  in  children  under  12.  In  the  elderly 
and  debilitated,  limit  to  smallest  effective  dosage  to  preclude  ataxia,  oversedation, 
contusion  or  anticholinergic  effects 

Adverse  Reoctions:  Most  frequently  reported  ore  those  ossociated  with  either  compo- 
nent alone;  drowsiness,  dry  mouth,  constipation,  blurred  vision,  dizziness  and  bloat- 
ing Less  frequently  occurring  reactions  include  vivid  dreams,  impotence,  tremor, 
confusion  and  nasal  congestion  Many  depressive  symptoms  including  anorexia, 
fatigue,  weakness,  restlessness  and  lethargy  have  been  reported  os  side  effects  ot  both 
Limbitrol  and  amitriptyline  Granulocytopenia,  jaundice  and  hepatic  dysfunction  hove 
been  observed  rarely 

The  following  list  includes  adverse  reactions  not  reported  with  Limbitrol  but  requiring 
consideration  because  they  have  been  reported  with  one  or  both  components  or 
closely  related  drags: 

Cardiovascular  Hypotension,  hypertension,  tachycardia,  palpitations,  myocardial 
infarction,  orrhythmias,  heart  block,  stroke 

Psychiatric  Euphoria,  apprehension,  poor  concentration,  delusions,  hallucinations, 
hypomonia  and  increased  or  decreased  libido 

Neurologic  Incoordination,  ataxia,  numbness,  tingling  and  paresthesias  of  the  extrem- 
ities, extrapyramidal  symptoms,  syncope,  changes  in  EEG  patterns 
Anticholinergic  Disturbance  of  accommodation,  paralytic  ileus,  urinary  retention,  dila- 
tation of  urinary  tract 

Allergic  Skin  rash,  urticaria,  photosensitization,  edema  of  face  ond  tongue,  pruritus 
Hematologic  Bone  marrow  depression  including  agronulocytosis,  eosinophilia,  pur- 
pura, thrombocytopenia 

Gastrointestinal  Nausea,  epigastric  distress,  vomiting,  anorexia,  stomatitis,  peculiar 
taste,  diarrhea,  black  tongue 

Endocrine:  Testicular  swelling  and  gynecomastia  in  the  male,  breast  enlargement, 
galactorrhea  and  minor  menstrual  irregularities  in  the  female,  elevation  and  lowering 
of  blood  sugor  levels,  and  syndrome  ot  inappropriate  ADH  (antidiuretic  hormone) 
secretion 

Other  Headache,  weight  gam  or  loss,  increased  perspiration,  urinary  frequency, 
mydriasis,  jaundice,  alopecia,  parotid  swelling 

Overdosage:  Immediately  hospitalize  patient  suspected  of  hoving  token  an  overdose 
Treatment  is  symptomatic  and  supportive,  I.V  administration  ot  1 to  3 mg  physostig- 
mine  salicylote  hos  been  reported  to  reverse  the  symptoms  of  omitriptyline  poisoning. 
See  complete  product  information  tor  manifestation  and  treatment 
Dosage:  Individualize  according  to  symptom  severity  and  patient  response  Reduce  to 
smollest  effective  dosage  when  satisfoctory  response  is  obtained  Lorger  portion  of 
doily  dose  may  be  taken  at  bedtime  Single  h s.  dose  may  suffice  for  some  patients 
Lower  dosoges  are  recommended  for  the  elderly 

Limbitrol  DS  (double  strength)  Toblets,  initial  dosage  of  three  or  tour  tablets  daily  in 
divided  doses.  Increased  up  to  six  tablets  or  decreased  to  two  tablets  dally  as  required 
Limbitrol  Tablets,  Initial  dosage  of  three  or  four  tablets  daily  in  divided  doses,  for 
potients  who  do  not  tolerate  higher  doses 

How  Supplied:  Double  strength  (DS)  Toblets,  white,  film-cooted,  each  containing 
10  mg  chlordiazepoxide  and  25  mg  amitriptyline  (as  the  hydrochloride  salt),  and 
Tablets,  blue,  film-cooted,  each  contoining  5 mg  chlordiazepoxide  and  12.5  mg 
omitriptyline  (os  the  hydrochloride  salt) — bottles  of  100  ond  500;  Tel-E-Dose* 
packages  ot  100,  Prescription  Paks  of  50 
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ALZHEIMER’S  DEMENTIA 


Cure  of  the  disease  is  still  out  of  reach. 
In  as  devastating  a condition  as  this, 
even  the  most  modest  relief  of 
symptoms — or  for  that  matter  keeping 
them  from  getting  worse  or  merely 
slowing  their  intensification — is  a 
great  contribution  to  patient  and  family 

HYDERGINE®  LC  (ergoloid  mesylates)  is 
indicated  for  patients  over  age  sixty 
who  manifest  signs  and  symptoms  of 
idiopathic  mental  decline.  It  appears 
that  individuals  who  respond  to 

HYDERGINE  LC  therapy  are  those  who 
would  be  considered  to  suffer  from 
some  ill-defined  process  related  to 
aging  or  to  suffer  from  some 
underlying  condition  such  as 
Alzheimer’s  dementia. 

Before  prescribing  HYDERGINE  therapy,  the  possibility  that  the  patient’s  signs  and 
symptoms  arise  from  a potentially  reversible  and  treatable  condition  should  be 
excluded.  In  addition,  because  the  presenting  clinical  picture  may  evolve  to  suggest 
an  alternative  treatment,  the  decision  to  use  HYDERGINE  therapy 
should  be  continually  reviewed. 

HYDERGINE®  LC 

(ergoloid  mesylates) 
liquid  capsules,  1 mg 

THE  ONLY  PRODUCT  INDICATED  FOR  ALZHEIMER’S  DEMENTIA. 
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For  Brief  Summary,  please  see  following  page. 


HYDERGINEIfi 


|epi 


liquid  capsuies 
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Indications:  Symptomatic  relief  of  signs  and 
symptoms  of  idiopathic  decline  in  mental  capacity 
(i.e.,  cognitive  and  interpersonal  skills,  mood,  self- 
care,  apparent  motivation)  in  patients  over  sixty. 
It  appears  that  individuals  who  respond 
to  HYDERGINE  therapy  are  those  who  would 
be  considered  clinically  to  suffer  from  some 
ill-defined  process  related  to  aging  or  to  have  some 
underlying  dementing  condition,  such  as  primary 
progressive  dementia,  Alzheimer's  dementia,  senile 
onset,  or  multi-infarct  dementia.  Before  pre- 
scribing HYDERGINE®  (ergoloid  mesylates),  the 
physician  should  exclude  the  possibility  that  signs 
and  symptoms  arise  from  a potentially  reversible 
and  treatable  condition,  particularly  delirium  and 
dementiform  illness  secondary  to  systemic  disease, 
primary  neurological  disease,  or  primary 
disturbance  of  mood.  Not  indicated  for  acute  or 
chronic  psychosis  regardless  of  etiology  (see 
Contraindications). 

Use  of  HYDERGINE  therapy  should  be  continually 
reviewed,  since  presenting  clinical  picture  may 
evolve  to  allow  specific  diagnosis  and  specific  alter- 
native treatment,  and  to  determine  whether  any 
initial  benefit  persists.  Modest  but  statistically 
significant  changes  observed  at  the  end  of  twelve 
weeks  of  therapy  include:  mental  alertness,  confu- 
sion, recent  memory,  orientation,  emotional  labil- 
ity, self-care,  depression,  anxiety/fears,  cooperation, 
sociability,  appetite,  dizziness,  fatigue,  bother- 
some(ness),  and  overall  impression  of  clinical 
status. 

Contraindications:  Hypersensitivity  to  the  drug; 
psychosis,  acute  or  chronic,  regardless  of  etiology. 
Precautions:  Because  the  target  symptoms  are  of 
unknown  etiology,  careful  diagnosis  should  be 
attempted  before  prescribing  HWERGINE  (ergo- 
loid mesylates)  preparations. 

Adverse  Reactions:  Serious  side  effects  have  not 
been  found.  Some  transient  nausea  and  gastric 
disturbances  have  been  reported,  and  sublingual 
irritation  with  the  sublingual  tablets. 

Dosage  and  Administration:  1 mg  three  times  daily. 
Alleviation  of  symptoms  is  usually  gradual  and 
results  may  not  be  observed  for  3-4  weeks. 

How  Supplied:  HYDERGINE  LC  (liquid  capsules); 
1 mg,  oblong,  off-white,  branded  “HYDERGINE  LC 
1 mg"  on  one  side,  “A"  other  side.  Packages  of  100 
and  500.  (Encapsulated  by  R.  R Scherer,  N.A., 
Clearwater.  Florida  33518). 

HYDERGINE  (ergoloid  mesylates)  tablets  (for 
oral  use);  1 mg,  round,  white,  embossed 
"HYDERGINE  1”  on  one  side,  "A"  other  side. 
Packages  of  100  and  500. 

Each  liquid  capsule  or  tablet  contains  ergoloid 
mesylates  USP  as  follows;  dihydroergocornine 
mesylate  0.333  mg,  dihydroergocristine  mesylate 
0.333  mg,  and  dihydroergocryptine  (dihydro- 
alpha-ergocryptine  and  dihydro-beta-ergocryptine 
in  the  proportion  of  2:1)  mesylate  0.333  mg,  repre- 
senting a total  of  1 mg. 

Also  available:  HYDERGINE  sublingual  tablets: 
1 mg,  oval,  white,  embossed  “HYDERGINE"  on  one 
side,  “78-77"  other  side.  Packages  of  100  and  1000. 
0.5  mg,  round, white, embossed  “HYDERGINE  0.5" 
on  one  side,  "A"  other  side.  Packages  of  100  and 
1000. 


HYDERGINE  liquid;  1 mg/ml.  Bottles  of  100  mg 
with  an  accompanying  dropper  graduated  to  deliver 

1 mg.  IHYD-ZZ24-6  15  84I 


Before  prescribing,  see  package  circular  for  full 
product  information.  hyd-io8s-i3 


DORSEY  PHARMACEUTICALS 

Division  of  Sandoz.  Inc  • East  Hanover.  NJ  07936 

A SANDOZ  COMPANY 


"I'D  LIKE  TO  MAKE 
AN  APPOINTMENT 
WITH  THE 
DOCTOR" 


Be  prepared,  Doctor.  More  patients 
will  be  asking  about  colorectal  cancer. 
According  to  a surv'ey*  conducted  by  the 
American  Cancer  Society,  many  people 
would  like  to  receive  more  information 
about  colorectal  cancer,  and  83%  said 
they  would  want  to  be  checked  for  it. 
Further,  tliey  are  learning  that  this  cancer 
can  be  detected  before  .symptoms  appear. 
The  present  cure  rate  is  44%.  The  cure 
rate  could  be  as  high  as  75%,  with  early 
detection  and  appropriate  management. 

For  asymptomatic  persons  the  SocieU' 
recommends  annual  digital  rectal  exam- 
ination at  age  40  and  over;  at  age  50  and 
over,  an  annual  stool  blood  test,  as  well  as 
sigmoidoscopy  even'  three  to  hve  years, 
following  two  initial  annual  negative 
sigmoidoscopies. 

Were  here  to  help.  You  can  reach  us  at 
your  local  American  Cancer  Society  office 
or  write  to  our  Professional  Education 
Department  at  National  fleadquarters, 

90  Park  Avenue,  New  York,  NY  10016. 

Ask  about  the  Society’s  Colorectal  Check 
program  of  professional  and  public 
education  for  the  early  detection  of 
colorectal  cancer. 
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As  A RESULT  of  the  high  speed  methods  of  trans- 
portation man  has  chosen  to  employ,  thoracic  aortic 
injury  is  one  which  the  general  surgeon  can  expect  to 
encounter.  Low  morbidity  and  mortality  can  be 
achieved  in  this  usually  fatal  injury  by  prompt  di- 
agnosis and  expeditious  surgical  management.  This 
series  documents  our  experience  with  this  injury 
over  the  past  eleven  years. 

Clinical  Experience 

From  January  1,  1974  through  December  31, 
1984  fifteen  patients  were  seen  at  the  University 
Medical  Center  with  blunt  traumatic  thoracic  aortic 
injury.  Thirteen  patients  with  acute  aortic  rupture 
and  two  with  chronic  false  aneurysm  of  the  thoracic 
aorta  were  seen.  Thirteen  patients  were  male,  and 
two  were  female.  Ages  ranged  from  17  to  78  with  a 
mean  of  36  years.  Seventy-three  percent  of  the  pa- 
tients were  in  the  second,  third,  or  fourth  decade  of 
life.  All  but  one  patient  was  involved  in  a motor 
vehicle  accident.  The  remaining  patient  suffered  a 
severe  physical  assault  three  years  prior  to  present- 
ing with  a false  aneurysm.  Physical  examination  was 
unrem.arkable  in  the  two  patients  with  chronic  false 
aneurysm.  Five  of  the  thirteen  patients  with  acute 
^ aortic  injury  presented  with  a systolic  blood  pressure 
of  less  than  90  (see  Table  1).  However,  all  stabilized 
with  intravenous  fluid  resuscitation  and  remained 
stable  until  taken  to  surgery.  Evidence  of  severe 
chest  trauma  (flail  chest,  palpable  rib  fracture,  di- 
minished heart  or  breath  sounds)  was  present  in  six 
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The  authors  report  experience  during  the 
past  eleven  years  with  thoracic  aortic  injury. 
Fifteen  cases  were  seen,  13  acute  thoracic 
aortic  ruptures,  and  2 chronic  thoracic  aortic 
false  aneurysms  after  blunt  trauma.  In  each 
case  the  diagnosis  was  made  by  aortogra- 
phy after  abnormal  chest  x-ray  was 
obtained.  Overall  mortality  was  13%,  and 
incidence  of  postoperative  paraplegia  was 
7%.  The  authors  note  that  recent  anesthetic 
advancements  can  help  achieve  low  morbid- 
ity and  mortality.  The  technique  of  simple 
aortic  cross  clamping  and  repair  of  the  lesion 
is  recommended,  and  can  be  performed  by 
the  well-trained  surgeon  in  virtually  any 
setting. 


of  13  patients  (46%)  with  acute  aortic  injury.  Two 
patients  had  abdominal  tenderness  requiring  laparot- 
omy, and  one  patient,  who  was  semi-comatose  and 
had  gross  blood  on  peritoneal  lavage,  also  under- 
went laparotomy.  Intraabdominal  injuries  found  at 
laparotomy  were  splenic  fracture,  mesenteric  rent, 
and  retroduodenal  hematoma  (see  Table  2).  One 
patient  who  did  not  undergo  laparotomy  at  the  time 
of  thoracotomy  developed  abdominal  distension  on 
the  first  postoperative  day.  Laparotomy  revealed  a 
duodenal  perforation.  He  later  died  of  sepsis  and 
renal  failure.  Other  associated  injuries  include  four 
extremity  fractures,  one  pelvic  fracture,  one  hip  dis- 
location, one  severe  soft  tissue  extremity  injury  re- 
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quiring  amputation  of  a lower  limb,  one  cervical 
spine  subluxation,  and  one  subdural  hematoma. 

Chest  x-ray  was  obtained  in  all  patients  (see  Table 
3).  Of  the  13  patients  with  acute  aortic  injuries,  a 
widened  mediastinum  was  initially  present  in  eleven 
(85%).  The  remaining  two  patients  developed  a 
widened  mediastinum  on  x-rays  obtained  on  the  14th 
and  35th  hospital  day.  Five  patients  had  a 
pneumothorax  and/or  a hemothorax,  and  three  pa- 
tients had  rib  fractures.  Of  the  two  patients  with  false 
aneury'sm,  one  had  a superior  mediastinal  mass  on 
chest  x-ray,  and  the  other  had  prominence  of  the 
aortic  knob.  Aortography  followed  the  abnormal 
chest  x-rays  in  all  patients.  Aortic  injury  was 
documented  in  each  patient.  Location  of  injury  was 
immediately  distal  to  the  left  subclavian  artery  origin 
in  14  patients,  one  of  whom  also  had  an  intimal  tear 
and  false  aneurysm  of  the  descending  aorta  at  the 
level  of  the  eighth  thoracic  vertebra.  The  remaining 
patient  had  an  injury  of  the  aortic  root  three  centi- 
meters distal  to  the  aortic  valve  (see  Table  4). 


TABLE  1 

PHYSICAL  FINDINGS  IN  13  PATIENTS  WITH 
ACUTE  AORTIC  INJURY 


Systolic  Blood  Pressure  Less  than  90mm  Hg 

5 (38%) 

Evidence  of  Severe  Chest  Trauma 

6 (46%) 

Flail  Chest 

1 ( 8%) 

Palpable  Rib  Fractures 

2 (15%) 

Diminished  Breath  Sounds 

4 (30%) 

Distant  Heart  Sounds 

1 ( 8%) 

Abdominal  Tenderness 

2 (15%) 

Positive  Peritoneal  Lavage 

1 ( 8%) 

Extremity  Fractures 

4 (30%) 

Severe  Soft  Tissue  Extremity  Injury 

1 ( 8%) 

TABLE  2 

MAJOR  INJURIES  ASSOCIATED  WITH  AORTIC  RUPTURE 


Splenic  Fracture 
Retroduodenal  Hematoma 
Duodenal  Perforation 
Small  Bowel  Perforation 
C5-C6  Subluxation 
Hip  Dislocation 
Head  Injury 
Pelvic  Fracture 
Extremity  Fracture 
Renal  Failure 

Severe  Soft  Tissue  Extremity  Injury 
Subdural  Hematoma 


TABLE  3 

CHEST  X-RAY  HNDINGS 


13  Acute  Aortic  Rupture  Patients 

Widened  Mediastinum  13 

Pneumo  and/or  Hemothorax  5 

Rib  Fracture  3 

Nasogastric  Tube  Deviation  1 

2 Chronic  False  Aneurysm  Patients 

Superior  Mediastinal  Mass  1 

Aortic  Knob  Prominence  1 


TABLE  4 

POSITION  OF  INJURY  AS  DOCUMENTED  BY 
AORTOGRAPHY 


Just  Distal  to  Left  Subclavian  Artery  Origin  14 

Distal  Thoracic  Aorta  1 

Ascending  Aorta  1 


Operative  Treatment 

Repair  was  performed  immediately  after  diagno- 
sis by  aortography  in  1 1 of  the  1 3 patients  with  acute 
aortic  injury.  Repair  was  delayed  one  day  in  the 
patient  whose  injury  was  diagnosed  on  the  35th 
hospital  day.  Repair  was  delayed  two  months  in  the 
patient  with  the  aortic  root  injury  because  of  the  need 
for  total  cardiopulmonary  bypass  and  systemic 
heparinization  in  the  face  of  multiple  fractures.  The 
two  patients  with  chronic  false  aneurysm  had  aortic 
repair  performed  electively.  Distal  circulation  pro- 
tection was  employed  in  11  patients  (73%).  Total 
cardiopulmonary  bypass  was  employed  in  one  pa- 
tient, partial  femoral  vein-femoral  artery  bypass  was 
employed  in  one  patient,  and  heparinized  shunts 
were  used  in  nine  patients  (see  Table  5).  Five  of 
these  shunts  were  aortic  arch-left  common  femoral 
artery  shunts,  one  was  aortic  arch-distal  thoracic 
aorta  shunt,  one  shunt  was  left  ventricular-left  com- 
mon femoral  artery  shunt,  and  two  were  left  subcla- 
vian artery-left  common  femoral  artery  shunts.  Four 
patients  had  no  distal  circulation  protection. 

Complete  transection  of  the  aorta  was  found  in  six 
patients  (see  Table  6).  Eight  patients  had  partial 
transection  or  laceration.  One  repair  was  aborted 
prior  to  exposure  of  the  aortic  injury  after  a 
hemopericardium  was  released  because  the  hemato- 
ma around  the  thoracic  aorta  was  not  expanding,  and 
the  patient  was  extremely  unstable  hemodynamical- 

ly- 

Ten  patients  had  interposition  grafts  inserted  (see 
Table  7).  Three  patients  underwent  debridement  and 
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primary  aortic  anastomosis.  One  patient  had  a patch 
graft  applied  to  an  anterior  tear  with  the  posterior 
wall  of  the  aorta  intact. 

Postoperative  Course 

There  were  two  postoperative  deaths  (13%),  both 
occurring  in  patients  with  acute  aortic  injury  (see 
Table  8).  One  patient  was  a 58-year-old  white  man 
who  died  on  the  43rd  postoperative  day  of  respira- 
tory failure  (ARDS)  and  a postoperative  cerebro- 
vascular accident  which  was  documented  by  pres- 
ence of  a large  infarct  on  computerized  tomography 
scan.  The  other  death  occurred  in  the  61 -year-old 
man  whose  aortic  repair  was  aborted  because  of 
extreme  hemodynamic  instability.  This  patient  de- 
veloped abdominal  distension  on  the  first  postopera- 
tive day  requiring  laparotomy  where  duodenal  per- 
foration was  found.  He  was  anuric  prior  to  his  initial 
surgery,  and  renal  failure  persisted.  Sepsis  ensued 
after  laparotomy,  and  he  died  on  the  14th  postopera- 
tive day. 

Paraplegia  occurred  in  one  patient  (7%).  Distal 
circulation  protection  consisting  of  aortic  arch-left 
femoral  artery  heparinized  shunt  was  employed. 
However,  the  shunt  was  found  to  be  nonfunctional 
midway  through  the  procedure.  Because  of  poor 
distal  aortic  flow,  a right  axillo-femoral  extra- 
anatomic  bypass  was  also  performed.  Other  postop- 
erative complications  included  hypertension  requir- 
ing intravenous  sodium  nitroprusside  for  control  in 
four  patients  (26%),  adult  respiratory  distress  syn- 
drome and  respiratory  failure  requiring  prolonged 
intubation  and  tracheostomy  in  four  patients  (26%), 
and  acute  cholecystitis  requiring  cholecystectomy  in 
one  patient.  Two  patients  sustained  a cerebrovascu- 
lar accident.  Left  recurrent  laryngeal  nerve  damage 
occurred  in  one  patient.  Neither  patient  with  chronic 
false  aneursm  had  significant  postoperative  morbid- 
ity. 

Discussion 

Thoracic  aortic  injury  is  immediately  fatal  due  to 
exsanguination  in  80%-90%  of  victims,  as  Parm- 
ley’s  classic  paper ^ revealed.  In  the  remaining  pa- 
tients the  hemorrhage  is  contained  in  tissue  planes  in 
the  thorax  for  uncertain  lengths  of  time.  In  Parm- 
ley’s  paper  36%  of  the  patients  who  survived  initial- 
ly died  within  48  hours  of  injury,  and  74%  died 
within  two  weeks  of  injury.  The  need  for  prompt 
diagnosis  and  treatment  is  obvious.  Our  series  illus- 
trates the  fact  that  diagnosis  of  acute  rupture  of  the 
aorta  can  be  a difficult  one  to  make.  Only  46%  of  our 
patients  had  evidence  of  severe  thoracic  trauma  on 


TABLE  5 

DISTAL  CIRCULATION  PROTECTION 


Total  Cardiopulmonary  Bypass 

Partial  Femoral  Artery-Femoral  Vein  Bypass 

Heparinized  Shunt 

Aortic  Arch-Left  Common  Femoral  Artery 
Aortic  Arch-Distal  Thoracic  Aorta 
Left  Ventricular-Left  Common  Femoral  Artery 
Left  Subclavian-Left  Common  Femoral  Artery 
No  Distal  Circulation  Protection 

1 

1 

9 

5 

1 

1 

1 

4 

TABLE  6 

OPERATIVE  HNDINGS 

Complete  Aortic  Transection 

6 

Single  Aortic  Partial  Transection  or  Laceration 

7 

Multiple  Aortic  Lacerations 

1 

Hemopericardium 

1 

TABLE  7 

TYPE  OF  REPAIR 

Interposition  Graft  Insertion 

10 

Debridement  and  Direct  Approximation  of  Wound  Edges 

3 

Debridement  of  Wound  Edges,  Insertion  of  Patch  Graft 

1 

TABLE  8 

MORBIDITY  AND  MORTALITY 

Deaths 

2 (13%) 

Paraplegia 

1 ( 7%) 

Hypertension 

4 (26%) 

Adult  Respiratory  Distress  Syndrome 

4 (26%) 

Left  Recurrent  Laryngeal  Nerve  Injury 

1 ( 7%) 

Cerebrovascular  Accident 

2 (13%) 

Cholecystitis 

1 ( 7%) 

physical  examination,  and  only  60%  had  more  than 
one  associated  major  injury  The  most  helpful  di- 
agnostic clue  was  the  chest  x-ray,  which  revealed 
widened  mediastinum  in  all  patients  with  acute  aor- 
tic injury,  1 1 on  admission  chest  x-ray  and  two  on 
subsequent  x-rays.  Aortography  documented  pres- 
ence of  the  injury  in  each  patient,  and  should  be 
obtained  in  ah  suspected  cases. 

Chronic  false  aneurysm  following  blunt  thoracic 
trauma  has  been  shown  to  be  unstable.  Bennett  and 
Cherry^  reported  that  59%  of  these  chronic 


NOVEMBER  1985 


313 


AORTIC  INJURIES/Continued 


aneurysms  were  unstable,  and  that  progressive  en- 
largement. increasing  symptomatology,  infection, 
and  rupture  are  ever-present  dangers  in  these  pa- 
tients. They  recommended  elective  resection  of  both 
symptomatic  and  asymptomatic  aneurysms. 
Crawford^  has  shown  that  this  can  be  accomplished 
with  low  morbidity  and  mortality,  and  our  results 
concur. 

As  is  evident  in  our  series,  the  method  of  distal 
circulation  protection  in  procedures  that  require  aor- 
tic cross  clamping  has  undergone  an  evolutionary 
process  in  search  of  the  best  method  of  avoiding 
postoperative  morbidity,  specifically  paraplegia  and 
renal  failure. 

Until  a few  years  ago  it  was  thought  that  distal 
organ  damage  w'as  primarily  caused  by  temporary 
aortic  cross  clamping  with  consequent  disruption  of 
distal  blood  flow.  Several  methods  of  distal  circula- 
tion protection  were  introduced.  When  Etheredge"^ 
reported  the  first  successful  resection  of  a thoracoab- 
dominal aneurysm,  he  employed  a polyethylene 
shunt  from  the  proximal  thoracic  aorta  to  abdominal 
aorta  distal  to  the  aneurysm.  In  1958  DeBakey^ 
reported  36  patients  in  whom  left  atrio-femoral 
artery  bypass  was  used.  Paraplegia  occurred  in  two 
patients  (5.5%).  Neville^  reported,  also  in  1958, 
eight  cases  of  thoracic  aortic  operations  in  which 
femoral  vein-pump  oxygenator-femoral  artery 
bypass  was  used.  There  were  no  cases  of  paraplegia 
in  this  group  of  patients. 

The  following  year  Gott^  recommended  a hepari- 
nized shunt  for  distal  circulation  in  cases  requiring 
aortic  cross  clamping.  This  eliminated  the  need  for 
cardiopulmonary  bypass  and  systemic  hepariniza- 
tion, which  as  the  authors  pointed  out,  may  result  in 
uncontrollable  mediastinal  hemorrhage  after  an 
otherwise  successful  operative  repair,  and  despite 
neutralization  of  heparin  with  protamine. 

However,  in  1970,  Crawford^  reported  his  per- 
sonal series  of  58  patients  who  underwent  thoracic 
aortic  aneurysm  repair.  He  found  a higher  rate  of 
paraplegia  and  mortality  in  patients  in  whom  distal 
circulation  protection  was  used  than  in  patients  who 
underwent  aortic  cross  clamping  and  repair  without 
distal  organ  protection.  He  suggested  that  temporary 
disruption  of  blood  flow  is  not  the  most  important 
factor  in  the  occurrence  of  postoperative  paraplegia, 
but  the  permanent  interruption  of  spinal  cord  blood 
flow  by  occlusion  of  intercostal  or  lumbar  arteries 
caused  by  extensive  dissection  and  resection  was 
more  critical.  He  also  suggested  that  systemic 


hypotension  was  an  important  factor.  He  found  that 
aortic  occlusion  for  a period  of  up  to  46  minutes  was 
well  tolerated  if  hypotension  and  extensive  dissec- 
tion were  avoided. 

In  an  updated  review  of  his  personal  experience  in 
1973,  Crawford*  showed  that  aortic  occlusion  time 
was  actually  greater  in  the  patients  who  had  shunts 
placed  than  in  the  no  shunt  group.  Also,  blood  re- 
placement averaged  almost  three  times  as  much  in 
the  shunt  group  as  in  the  no  shunt  group.  Most 
importantly,  both  morbidity  and  mortality  were 
higher  in  the  shunted  group  than  in  the  non-shunted 
group.  His  results  with  the  no  shunt  technique  have 
been  duplicated  by  Appelbaum.^ 

We  have  adopted  this  technique  in  repairing  tho- 
racic aortic  injuries.  Through  a left  thoracotomy,  we 
expose  the  thoracic  aortic  injury  and  the  hematoma 
that  normally  surrounds  this  injury.  We  clamp  the 
aorta  proximal  to  the  left  subclavian  artery, which  is 
clamped  separately.  The  aorta  distal  to  the  injury  is 
clamped,  and  the  hematoma  is  opened.  If  the  injury 
is  one  amenable  to  wound  edge  debridement  and 
approximation  of  wound  edges,  this  is  the  repair  we 
employ.  However,  as  our  series  indicates,  one  com- 
monly finds  an  aortic  injury  that  requires  resection 
and  insertion  of  an  interposition  graft.  This  is  sewn 
with  a running  suture  of  proline  at  both  the  proximal 
and  distal  anastomoses. 

Crawford  has  also  pointed  out  that  advances  in 
anesthetic  management  have  contributed  to  achiev- 
ing a low  morbidity  and  mortality  rate.  Arterial 
pressure  monitoring  via  a right  radial  artery  line 
should  be  employed.  The  left  radial  artery  should  be 
avoided  because  of  the  necessity  of  clamping  the  left 
subclavian  artery.  A central  venous  line  should  be 
used,  and  if  the  patient  is  critically  ill  or  a significant 
myocardial  contusion  is  suspected,  we  insert  a 
Swan-Ganz  catheter.  Twenty-five  grams  of  man- 
nitol are  administered  intravenously  at  the  beginning 
of  the  operation  to  aid  in  diuresis.  Sodium  nitroprus- 
side  is  used  during  the  procedure  to  reduce  cardiac 
afterload  after  the  aortic  clamp  is  applied. 
Hypotension  is  avoided  by  rapid  infusion  of  blood 
and  crystalloid  solutions  as  the  aortic  clamps  are 
being  removed.  Also,  sodium  bicarbonate  is  infused 
at  this  time  to  counter  the  relative  acidosis  that 
accompanies  restoration  of  normal  blood  flow  distal- 

>y- 

We  feel  that  this  technique  reduces  to  its  simplest 
form  the  repair  of  a potentially  fatal  lesion.  It  avoids 
cardiopulmonary  bypass  and  systemic  hepariniza- 
tion. It  avoids  time-consuming  and  cumbersome 
shunts.  It  reduces  to  a minimum  the  number  of 
operating  room  personnel  and  technicians  that  need 
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be  present.  It  reduces  the  magnitude  of  dissection 
and  time  of  operation.  It  reduces  to  a minimum  the 
amount  of  blood  needed  for  transfusion.  All  of  these 
considerations  contribute  to  making  a safer,  simpler 
operation  that  can  be  carried  out  by  the  well-trained 
surgeon  in  virtually  any  setting. 


Conclusions 

1 . Thoracic  aortic  injury  should  be  suspected  in 
blunt  deceleration  injury,  and  chest  x-ray  should  be 
obtained  in  all  cases.  If  chest  x-ray  reveals  a widened 
mediastinum,  aortography  should  be  obtained  to 
document  aortic  injury. 

2.  Immediate  operation  is  indicated  in  cases  of 
acute  thoracic  aortic  injury. 

3.  Chronic  thoracic  aortic  false  aneurysms  as  a 
result  of  blunt  trauma  are  unstable  aneurysms  and 
should  be  repaired  electively. 

4.  The  technique  of  simple  aortic  cross  clamping 
and  expeditious  surgical  repair  of  the  lesion  best 
avoids  postoperative  morbidity  and  mortality. 

★★★ 

2500  North  State  Street  (39216) 
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GOOD  NEWS  FOR  DOCTORS 
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A great  way  of  life 


If  you  want  a busy  practice  with  no  office  over- 
head and  little  paperwork,  then  consider  be- 
coming a member  of  the  Air  Force  health  care 
team.  You’ll  find  medicine  can  be  a great  way  of 
life  in  the  Air  Force.  We  can  restore  much  of  the 
satisfaction  to  your  medical  practice  because  we 
emphasize  patient  care  instead  of  paperwork.  We 
even  provide  professional  liability  protection 
under  the  Federal  Tort  Claims  Act  at  no  cost  to 
you.  And  your  income  won’t  stop  should  you 
decide  to  take  your  family  on  vacation.  We  give 
you  30  days  of  vacation  with  pay  each  year. 

We’d  like  to  tell  you  more  — like  how  our  ex- 
cellent compensation  plan  applies  to  you  and  your 
opportunities  for  specialization.  Contact  your 
nearest  Air  Force  medical  recruiter  for  more  good 
news.  We’ll  answer  your  questions  promptly  and 
without  obligation. 

SSgt.  Don  Sanders 
Call  collect  (901)  278-6349 
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MANAGE  YOUR  OFFICE  MORE  EFFECTIVELY  WITH 
THE  MPM  1000  SYSTEM  AVAILABLE  THROUGH 
SOUTHERN  MEDICAL  ASSOCIATIONS 
PHYSICIANS’  PURCHASING  PROGRAM 


Manage  your  office  more 
effectively  with  the  MPM 
1000  System  available 
through  the  Physicians’ 
Purchasing  Program. 

Managing  your  office 
shouldn’t  be  hard; 
however,  with  the  current 
insurance  requirements  and 


the  impending  Medicare 
changes  looming  on  the 
horizon,  it  will  get  more 
difficult.  You  should  call 
Curtis  1000  Information 
Systems  or  Southern 
Medical  Association  to  find 
out  how  the  MPM  1000  can 
help  make  your  practice 
run  more  effectively. 


AVAILABLE  ON  IBM  A/T 


MPM  1000  Simplifies  Your  Paperwork 

You  will  be  able  to  reduce  the  mountains  of  paper- 
work by  using  your  MPM  1000  system  to  process  all 
your  insurance,  complete  your  billing  plus  instan- 
taneously sort  and  file  necessary  information. 

MPM  1000  Speeds  Up  Your  Cash  Flow 

The  MPM  1000  system  will  increase  your  daily  bank 
deposits  by  processing  all  your  insurance  and  pa- 
tients’ receivables  quickly. 

MPM  1000  Improves  Your  Practice  Management 

With  the  MPM  1000  system  you  can  easily  and  intel- 
ligently manage  your  practice  with  computer  gene- 
rated reports.  Trends  and  problems  are  easily  iden- 
tified so  you  can  take  corrective  action  before  they 
become  serious. 


MPM  1000  Is  A One  Source  Solution 

The  MPM  1000  is  a one  source  solution.  With  your 
system  you  receive  all  hardware  (IBM  or  Texas  In- 
struments), software,  complete  five  day  training  pro- 
gram and  responsive  after  sale  support. 

IBM  PC/AT  At  Discount 

Best  of  all,  these  systems  are  available  through  SMA 
Services,  Inc.,  Physicians’  Purchasing  Program  with 
substantial  discounts  on  IBM  and  Texas  Instrument 
equipment. 

FOR  MORE  INFORMATION,  please  fill  out  the 
coupon  below  and  mail  it  to  Southern  Medical  Asso- 
ciation, or  for  faster  service  call  Southern  Medical  at 
(205)  945-1840  or  Curtis  1000  Information  Systems  at 
800-241-4780. 


□ YES!  I would  like  more  information  on  MPM  1000 

My  interests  are:  □ Immediate  □ Long  term  □ Please  contact  me  for  a survey 
I am  a member  of  SMA  □ 


Name 

(Please  Print) 

Address 

City 

State 

Zip 

( ) 

Specialty  Office  Phone 

Mail  to:  CURTIS  1000  INFORMATION  SYSTEMS 


2296  Henderson  Mill  Road 
Suite  402 

Atlanta,  Georgia  30345 


Obstetrics  and  Gynecology  Grand  Rounds 
Clinical  Case  Management  X 

Management  of  Twins 

G.  RODNEY  MEEKS,  M.D.,  Moderator 
Jackson,  Mississippi 


Dr.  Meeks:  J.  S.  was  a 35-year-old,  gravida  2, 
para  1 black  woman.  Her  last  menstrual  period 
(LMP)  was  24  weeks  prior  to  registration.  She  was 
having  regular  cycles  and  she  had  been  using  no 
contraception  for  six  months  before  her  LMP.  The 
patient  experienced  quickening  approximately  5-6 
weeks  earlier.  Her  mother  was  a twin.  Her  first 
pregnancy  was  uneventful  and  terminated  with  a 
spontaneous  delivery  of  a 3,435  gm  male  with  apgar 
scores  9/10.  The  patient  stood  65"  and  weighed  145 
pounds.  Her  blood  pressure  was  1 10/70  mm  Hg.  Her 
general  physical  exam  was  unremarkable.  The  uter- 
us measured  27  cm  above  the  symphysis  (S-l-27). 
Fetal  heart  tones  were  audible  with  the  manual  feto- 
scope.  The  cervix  was  approximately  2 cm  long, 
firm,  posterior  and  closed.  The  only  significant 
laboratory  data  was  a hematocrit  of  30%.  What  are 
your  thoughts  concerning  this  woman? 

Dr.  Langston:  Establishing  the  gestational  age  is 
critical.  The  best  time,  of  course,  to  do  this  is  with 
registration  of  the  patient.  She  was  seen  for  the  first 
time  later  than  I recommend.  This  may  make  the 
clinical  dating  parameters  less  reliable.  I recommend 
that  patients  come  for  their  first  visit  at  8 weeks.  One 
of  the  most  reliable  measures  of  gestational  age  is  the 
LMP.  Keep  in  mind  that  the  last  bleeding  may  not  be 
menses  but  bleeding  related  to  implantation.  I would 
determine  if  quickening  were  appropriate . For  multi- 
parous women,  quickening  should  be  about  18 
weeks. 

Dr.  Sutherland:  At  24  weeks  by  McDonald’s 
measurements  she  should  have  a fundal  height  of  24 
cm;  however,  she  had  a 27  cm  fundal  height.  The 
discrepancy  of  the  fundal  height  compared  with  her 
week’s  gestation  must  be  resolved.  I advocate  the 
use  of  the  centimeter  tape  to  determine  fundal 
height.  This  is  the  only  way  to  make  a good  assess- 
ment of  uterine  size  and  to  accurately  determine 


From  the  Department  of  Obstetrics  and  Gynecology,  University 
Medical  Center,  Jackson,  MS. 


Panelists:  LeDon  Lanston,  M.D.,  McComb, 
Mississippi,  B.  A.  "Bo"  Marley,  M.D.,  Clarks- 
dale,  Mississippi,  William  K.  Sutherland, 
M.D.,  Jackson,  Mississippi 


uterine  growth  from  one  visit  to  the  next.  Many  use 
finger  breadths  above  or  below  the  umbilicus  but  it  is 
not  as  reliable  as  the  centimeter  measure.  The  family 
history  of  twinning  tends  to  increase  her  chances  of 
twinning.  Auscultation  of  a fetal  heart  tones  with  the 
fetoscope  is  a reliable  indicator  that  the  patient  is  at 
least  20  weeks  gestation. 

Dr.  Marley:  Although  most  anemia  is  from  iron 
deficiency,  this  diagnosis  must  be  confirmed  and 
appropriately  treated. 

Dr.  Meeks:  To  summarize,  the  patient  has  a 
family  history  of  twins  and  is  black.  Clinical  param- 
eters would  suggest  she  is  beyond  20  weeks  gesta- 
tion and  LMP  would  place  her  at  24  weeks.  She  is, 
however,  large  for  dates  by  McDonald’s  Rule.  She 
has  mild  anemia.  What  should  one  consider  now? 

Dr.  Sutherland:  One  always  must  be  alert  to  the 
possibility  of  multiple  gestation  in  a patient  with  a 
larger  than  expected  uterus.  However,  no  discrepan- 
cy in  size  is  ordinarily  present  before  the  twentieth 
week.  It  requires  a high  index  of  suspicion  to  con- 
firm the  diagnosis. 

Dr.  Meeks:  Is  the  incidence  of  twinning  different 
in  different  racial  populations? 

Dr.  Marley:  In  the  United  States  the  overall 
incidence  of  twins  is  1 in  90  pregnancies.  In  the 
black  population  that  incidence  is  1 in  78  pregnan- 
cies and  in  the  oriental  population  1 in  150. 

Dr.  Meeks:  How  often  do  you  see  anemia  of 
pregnancy? 

Dr. Langston:  Anemia  in  pregnancy  is  very 
common.  Iron  deficiency  is  most  common  and  twin- 
ning definitely  increases  the  iron  demands.  A trial  of 
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iron  therapy  will  confirm  the  diagnosis  in  addition  to 
being  therapeutic. 

Dr.  Meeks;  How  should  one  confirm  the  diagno- 
sis of  twins? 

Dr.  Marley:  The  definitive  diagnosis  of  twins  is 
based  on  ultrasound  examination.  A radiograph  of 
the  abdomen  when  the  patient  is  25-30  weeks  preg- 
nant will  confirm  the  diagnosis,  if  sonography  is  not 
available  or  is  questionable. 

Dr.  Langston:  Twins  were  not  diagnosed  at  least 
half  the  time  prior  to  the  availability  of  sonography. 
The  second  baby  was  discovered  many  times  after 
the  first  was  delivered.  But  certainly  I hope  we  are 
doing  better  than  50%  now. 

Dr.  Meeks:  How  does  the  diagnosis  of  twins  alter 
your  management  of  the  antenatal  period? 

Dr.  Marley;  Once  the  diagnosis  is  made,  the 
patients  are  seen  more  frequently,  ie  every  two 
weeks  to  watch  three  different  parameters.  One  is 
the  hemoglobin  because  women  with  twins  tend  to 
develop  anemia  more  readily  than  those  with  a sin- 
gleton pregnancy.  Excessive  weight  gain,  protein 
uria  and  minor  blood  pressure  elevation  may  herald 
preeclampsia  which  is  more  common  with  twins. 
The  third  is  premature  labor,  which  is  probably  the 
main  cause  of  the  increased  perinatal  morbidity  and 
mortality  with  twins.  Indeed,  as  many  as  50%  of 
twin  gestations  deliver  before  37  weeks. 

Dr.  Sutherland:  Every  pregnant  woman  needs 
supplemental  iron  and  good  nutrition.  This  is  even 
more  important  with  twins.  I do  not  know  how  much 
good  bedrest  does,  but  I certainly  recommend  it.  I do 
not  put  them  in  the  hospital,  but  I encourage  as  much 
rest  as  possible  between  30  and  34  weeks. 

Dr.  Langston:  Multiple  gestations  are  more  like- 
ly to  be  growth  regarded,  and  they  are  likely  to  have 
discoordinate  growth  patterns.  I follow  these  gesta- 
tions with  sonography  to  see  if  they  are  growing 
concurrently.  A discrepancy  of  6 mm  or  8 mm  in 
sonographic  biparietal  diameter  indicates  intrauter- 
ine growth  retardation  (lUGR).  Along  with  serial 
sonography,  nonstress  testing  is  important.  A non- 
stress test  is  difficult  to  obtain  on  multiple  gesta- 
tions. 

Dr.  Meeks:  The  patient  had  an  uneventful 
antenatal  course.  Her  only  complaints  were  limita- 
tions in  mobility  and  shortness  of  breath  due  to 
uterine  size.  She  presented  to  the  delivery  suite  at  38 
weeks  gestation,  was  about  4-5  cm  dilated,  and  was 
100%  effaced.  The  membranes  were  intact.  Con- 
tractions were  occurring  every  four  minutes  and 


were  moderate.  What  management  should  be  insti- 
tuted now? 

Dr.  Langston:  I would  start  a large  bore  in- 
travenous line  (IV)  with  Lactated  Ringers  solution, 
and  monitor  both  twins.  This  can  easily  be  done  by 
rupturing  the  membranes  and  placing  an  internal 
monitor  on  twin  A and  utilizing  the  external  monitor 
on  twin  B. 

Dr.  Marley:  I want  to  know  how  the  twins  are 
presenting,  which  usually  can  be  determined  by 
sonography.  I also  want  to  have  blood  available 
because  of  the  risk  of  hemorrhage. 

Dr.  Sutherland;  I always  get  a fetogram  to 
confirm  fetal  lie. 

Dr.  Meeks:  Twin  A was  a vertex  and  Twin  B was 
either  a breech  or  a transverse  lie  based  on  sonogra- 
phy. Would  the  presentations  alter  your  manage- 
ment? 

Dr.  Marley:  I would  deliver  both  twins  vaginal- 
ly  as  long  as  the  first  twin  was  vertex.  If  the  first  twin 
is  breech  or  transverse,  then  I would  perform  a 
cesarean  section. 

Dr.  Sutherland;  Even  with  an  abnormal  lie  of 
the  second  twin,  the  position  can  change  after  the 
delivery  of  the  first  twin.  What  seemed  to  have  the 
potential  for  a difficult  vaginal  delivery  might  be 
very  easy,  so  I certainly  would  agree  with  waiting 
for  a vaginal  delivery.  However,  everything  should 
be  set  up  to  do  a cesarean  section,  including  having 
anesthesia  available  and  having  appropriate  nursing 
staff. 

Dr.  Langston;  The  second  twin  is  at  very  high 
risk  and  should  be  given  an  opportunity  to  be  deliv- 
ered in  the  most  gentle  method  possible.  I perform 
cesarean  section  very  liberally. 

Dr.  Meeks:  Twin  A delivered  spontaneously 
over  a second  degree  episiotomy  with  local  anesthe- 
sia. The  child  was  a female  with  apgar  scores  7/8  and 
weighed  2950  grams.  Examination  of  the  second 
infant  revealed  an  intact  bag  of  waters  and  a back-up 
transverse  lie.  What  management  would  you  insti- 
tute now? 

Dr.  Marley:  You  must  continue  to  monitor  the 
second  twin.  One  must  evaluate  the  cervix  because  it 
may  contract  or  become  edematous. 

Dr.  Meeks:  How  long  may  the  second  twin  re- 
main in  the  uterus  before  delivery,  and  what  type  of 
anesthesia  is  best? 

Dr.  Marley:  Anesthesia  personnel  should  be 
ready  to  put  the  patient  to  sleep  at  any  time  for  either 
vaginal  delivery  of  the  second  twin  or  emergency 
cesarean  section.  If  the  second  twin  is  vertex  you 
have  plenty  of  time  and  can  wait  20  or  30  minutes  for 
a vaginal  delivery,  provided  that  there  is  no  evidence 
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Before  prescribing,  see  complete  prescribing  Information  In  SK&F  CO. 
literature  or  PDR.  The  following  is  a brief  summary.  


* 


WARNING 

This  drug  Is  not  indicated  for  initial  therapy  of  edema  or  hypertension. 
Edema  or  hypertension  requires  therapy  titrated  to  the  Individual.  If  this 
combination  represents  the  dosage  so  determined,  its  use  may  be 
more  convenient  In  patient  management  Treatment  of  hypertension 
and  edema  is  not  static,  but  must  be  reevaluated  as  conditions  in 
each  patient  warrant. 


Contraindications:  Concomitant  use  with  other  potassium-sparing  agents 
such  as  spironolactone  or  amiloride.  Further  use  in  anuria,  progressive 
renal  or  hepatic  dysfunction,  hyperkalemia.  Pre-existing  elevated  serum 
potassium.  Hypersensitivity  to  either  component  or  other  sulfonamide- 
derived  drugs. 

Warnings:  Do  not  use  potassium  supplements,  dietary  or  otherwise,  unless 
hypokalemia  develops  or  dietary  Intake  of  potassium  Is  markedly  Impaired. 
If  supplementary  potassium  is  needed,  potassium  tablets  should  not  be 
used.  Hyperkalemia  can  occur,  and  has  been  associated  with  cardiac  irregu- 
larities. It  is  more  likely  in  the  severely  ill.  with  urine  volume  less  than 
one  liter/day,  the  elderly  and  diabetics  with  suspected  or  confirmed  renal 
insufficiency.  Periodically,  serum  K+  levels  should  be  determined.  If  hyper- 
kalemia develops,  substitute  a thiazide  alone,  restrict  intake  Asso- 
ciated widened  QRS  complex  or  arrhythmia  requires  prompt  additional 
therapy.  Thiazides  cross  the  placental  barrier  and  appear  in  cord  blood. 
Use  in  pregnancy  requires  weighing  anticipated  benefits  against  possible 
hazards,  including  fetal  or  neonatal  jaundice,  thrombocytopenia,  other 
adverse  reactions  seen  in  adults.  Thiazides  appear  and  triamterene  may 
appear  in  breast  milk.  If  their  use  is  essential,  the  patient  should  stop 
nursing.  Adequate  information  on  use  in  children  is  not  available.  Sensitivity 
reactions  may  occur  in  patients  with  or  without  a history  of  allergy  or 
bronchial  asthma.  Possible  exacerbation  or  activation  of  systemic  lupus 
erythematosus  has  been  reported  with  thiazide  diuretics. 

Precautions:  The  bioavailability  of  the  hydrochlorothiazide  component  of 
'Oyazide'  is  about  50%  of  the  bioavailability  of  the  single  entity.  Theoreti- 
cally, a patient  transferred  from  the  single  entities  of  Dyrenium  (triamterene, 
SK&F  CO.)  and  hydrochlorothiazide  may  show  an  increase  in  blood  pressure 
or  fluid  retention.  Similarly,  it  is  also  possible  that  the  lesser  hydro- 
chlorothiazide bioavailability  could  lead  to  increased  serum  potassium  levels. 
However,  extensive  clinical  experience  with  'Oyazide'  suggests  that  these 
conditions  have  not  been  commonly  observed  in  clinical  practice.  Do 
periodic  serum  electrolyte  determinations  (particularly  important  in  patients 
vomiting  excessively  or  receiving  parenteral  fluids,  and  during  concurrent 
use  with  amphotericin  B or  corticosteroids  or  corticotropin  [ACTH]). 
Periodic  BUN  and  serum  creatinine  determinations  should  be  made, 
especially  in  the  elderly,  diabetics  or  those  with  suspected  or  confirmed 
renal  insufficiency.  Cumulative  effects  of  the  drug  may  develop  in  patients 
with  impaired  renal  function.  Thiazides  should  be  used  with  caution  in 
patients  with  impaired  hepatic  function.  They  can  precipitate  coma  in 
patients  with  severe  liver  disease.  Observe  regularly  for  possible  blood 
dyscrasias,  liver  damage,  other  idiosyncratic  reactions.  Blood  dyscrasias 
have  been  reported  in  patients  receiving  triamterene,  and  leukopenia, 
thrombocytopenia,  agranulocytosis,  and  aplastic  and  hemolytic  anemia 
have  been  reported  with  thiazides.  Thiazides  may  cause  manifestation  of 
latent  diabetes  mellitus.  The  effects  of  oral  anticoagulants  may  be 
decreased  when  used  concurrently  with  hydrochlorothiazide;  dosage  adjust- 
ments may  be  necessary.  Clinically  insignificant  reductions  in  arterial 
responsiveness  to  norepinephrine  have  been  reported.  Thiazides  have  also 
been  shown  to  increase  the  paralyzing  effect  of  nondepolarizing  muscle 
relaxants  such  as  tubocurarine.  Triamterene  is  a weak  folic  acid  antagonist. 
Do  periodic  blood  studies  in  cirrhotics  with  splenomegaly.  Antihypertensive 
effects  may  be  enhanced  in  post-sympathectomy  patients.  Use  cautiously 
in  surgical  patients.  Triamterene  has  been  found  in  renal  stones  in  asso- 
ciation with  the  other  usual  calculus  components.  Therefore,  'Dyazide' 
should  be  used  with  caution  in  patients  with  histories  of  stone  formation. 
A few  occurrences  of  acute  renal  failure  have  been  reported  in  patients  on 
'Dyazide’  when  treated  with  indomethacin.  Therefore,  caution  is  advised  in 
administering  nonsteroidal  anti-inflammatory  agents  with  Dyazide'.  The 
following  may  occur:  transient  elevated  BUN  or  creatinine  or  both,  hyper- 
glycemia and  glycosuria  (diabetic  insulin  requirements  may  be  altered), 
hyperuricemia  and  gout,  digitalis  intoxication  (in  hypokalemia),  decreasing 
alkali  reserve  with  possible  metabolic  acidosis.  'Dyazide'  interferes  with 
fluorescent  measurement  of  quinidine.  Hypokalemia  is  uncommon  with 
'Dyazide',  but  should  it  develop,  corrective  measures  should  be  taken  such 
as  potassium  supplementation  or  increased  dietary  intake  of  potassium- 
rich  foods.  Corrective  measures  should  be  instituted  cautiously  and  serum 
potassium  levels  determined.  Discontinue  corrective  measures  and 
'Dyazide'  should  laboratory  values  reveal  elevated  serum  potassium. 
Chloride  deficit  may  occur  as  well  as  dilutional  hyponatremia.  Concurrent 
use  with  chlorpropamide  may  increase  the  risk  of  severe  hyponatremia. 
Serum  PBI  levels  may  decrease  without  signs  of  thyroid  disturbance.  Cal- 
cium excretion  is  decreased  by  thiazides.  'Dyazide'  should  be  withdrawn 
before  conducting  tests  for  parathyroid  function. 

Thiazides  may  add  to  or  potentiate  the  action  of  other  antihypertehsive 
drugs. 

Diuretics  reduce  renal  clearance  of  lithium  and  increase  the  risk  of  lithium 
toxicity. 


Adverse  Reactions:  Muscle  cramps,  weakness,  dizziness,  headache,  dry 
mouth:  anaphylaxis,  rash,  urticaria,  photosensitivity,  purpura,  other  dermat- 
ological conditions:  nausea  and  vomiting,  diarrhea,  constipation,  other 
gastrointestinal  disturbances:  postural  hypotension  (may  be  aggravated  by 
alcohol,  barbiturates,  or  narcotics).  Necrotizing  vasculitis,  paresthesias, 
icterus,  pancreatitis,  xanthopsia  and  respiratory  distress  including  pneu- 
monitis and  pulmonary  edema,  transient  blurred  vision,  sialadenitis,  and 
vertigo  have  occurred  with  thiazides  alone.  Triamterene  has  been  found  in 
renal  stones  in  association  with  other  usual  calculus  components.  Rare 
incidents  of  acute  interstitial  nephritis  have  been  reported.  Impotence  has 
been  reported  in  a few  patients  on  'Dyazide',  although  a causal  relationship 
has  not  been  established. 

Supplied:  'Dyazide'  Is  supplied  as  a red  and  white  capsule,  In  bottles  of 
1000  capsules:  Single  Unit  Packages  (unit-dose)  of  100  (intended  for 
insdtuBonal  use  only);  In  Patient-Pak'”  unit-of-use  bottles  of  100. 
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Aftera  nitrate, 
add  ISOPTIM 

(verapamil  HCl/Knoll) 


To  protect  your  patients, as  well  as  their  qualityof  life, 
add  Isoptin  instead  of  a beta  blocker. 


First,  Isoptin  not  only  reduces  myocardial  oxygen  demand 
by  reducing  peripheral  resistance,  but  also  increases  coro- 
nary perfusion  by  preventing  coronary  vasospasm  and 
dilating  coronary  arteries  — both  normal  and  stenotic. 
These  are  antianginal  actions  that  no  beta  blocker 
can  provide. 

Second,  Isoptin  spares  patients  the 
beta-blocker  side  effects  that  may 
compromise  the  quality  of  life. 

With  Isoptin,  fatigue,  bradycardia  and  mental 
depression  are  rare.  Unlike  beta  blockers, 

Isoptin  can  safely  be  given  to  patients  with 
asthma,  COPD,  diabetes  or  peripheral 
vascular  disease.  Serious  adverse 
reactions  with  Isoptin  are  rare 
at  recommended  doses;  the 
single  most  common  side 
effect  is  constipation  (6.3%) 

Cardiovascular  contra- 
indications to  the  use  of 
Isoptin  are  similar  to  those 
of  beta  blockers:  severe 
left  ventricular  dysfunction, 
hypotension  (systolic  pres- 
sure <90  mm  Hg)  or  cardio- 
genic shock,  sick  sinus  syndrome 
(if  no  artificial  pacemaker  is  present) 
and  second-  or  third-degree  AV  block. 

So,  the  next  time  a nitrate  is  not  enough,  add 
Isoptin ...  for  more  comprehensive  antianginal 
protection  without  side  effects  which  may 
cramp  an  active  life  style. 


ISOPTIN.  Added 
antfanginal  protection 
without  beta-blocker 
side  effects. 


Please  see  brief  summary  on  following  page. 
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ISOPTIN 

(verapamil  HCI/Knoll) 

80  mg  and  120  mg  scored, film-coated  tablets 


Contraindications:  Severe  left  ventricular  dysfunction  (see  Warnings),  hypo- 
tension (systolic  pressure  < 90  mm  Hg)  or  cardiogenic  shock,  sick  sinus  syn- 
drome (except  in  patients  with  a functioning  artificial  ventricular  pacemaker), 
2nd-  or  3rd-degree  AV  block.  Warnings:  ISOPTIN  should  be  avoided  in  patients 
with  severe  left  ventricular  dysfunction  (e  g.,  ejection  fraction  < 30%  or 
moderate  to  severe  symptoms  of  cardiac  failure)  and  in  patients  with  any 
degree  of  ventricular  dysfunction  if  they  are  receiving  a beta  blocker.  (See 
Precautions.)  Patients  with  milder  ventricular  dysfunction  should,  if  possible,  be 
controlled  with  optimum  doses  of  digitalis  and/or  diuretics  before  ISOPTIN  is 
used.  (Note  interactions  with  digoxin  under  Precautions.)  ISOPTIN  may  occa- 
sionally produce  hypotension  (usually  asymptomatic,  orthostatic,  mild  and  con- 
trolled by  decrease  in  ISOPTIN  dose).  Elevations  of  transaminases  with  and 
without  concomitant  elevations  in  alkaline  phosphatase  and  bilirubin  have  been 
reported.  Such  elevations  may  disappear  even  with  continued  treatment;  how- 
ever, four  cases  of  hepatocellular  injury  by  verapamil  have  been  proven  by  re- 
challenge. Periodic  monitoring  of  liver  function  is  prudent  during  verapamil 
therapy.  Patients  with  atrial  flutter  or  fibrillation  and  an  accessory  AV  pathway 
(e  g.  W-P-W  or  L-G-L  syndromes)  may  develop  increased  antegrade  conduction 
across  the  aberrant  pathway  bypassing  the  AV  node,  producing  a very  rapid 
ventricular  response  after  receiving  ISOPTIN  (or  digitalis).  Treatment  is  usually 
D.C. -cardioversion,  which  has  been  used  safely  and  effectively  after  ISOPTIN. 
Because  of  verapamil's  effect  on  AV  conduction  and  the  SA  node,  1°  AV  block 
and  transient  bradycardia  may  occur.  High  grade  block,  however,  has  been 
infrequently  observed.  Marked  1°  or  progressive  2°  or  3°  AV  block  requires  a 
dosage  reduction  or,  rarely,  discontinuation  and  institution  of  appropriate 
therapy  depending  upon  the  clinical  situation  Patients  with  hypertrophic  car- 
diomyopathy (IHSS)  received  verapamil  in  doses  up  to  720  mg/day.  It  must  be 
appreciated  that  this  group  of  patients  had  a serious  disease  with  a high  mor- 
tality rate  and  that  most  were  refractory  or  intolerant  to  propranolol.  A variety 
of  serious  adverse  effects  were  seen  in  this  group  of  patients  including  sinus 
bradycardia,  2°  AV  block,  sinus  arrest,  pulmonary  edema  and/or  severe  hypo- 
tension. Most  adverse  effects  responded  well  to  dose  reduction  and  only  rarely 
was  verapamil  discontinued  Precautions:  ISOPTIN  should  be  given  cautiously 
to  patients  with  impaired  hepatic  function  (in  severe  dysfunction  use  about 
30%  of  the  normal  dose)  or  impaired  renal  function,  and  patients  should  be 
monitored  for  abnormal  prolongation  of  the  PR  interval  or  other  signs  of  exces- 
sive pharmacologic  effects.  Studies  in  a small  number  of  patients  suggest  that 
concomitant  use  of  ISOPTIN  and  beta  blockers  may  be  beneficial  in  patients 
with  chronic  stable  angina.  Combined  therapy  can  also  have  adverse  effects  on 
cardiac  function.  Therefore,  until  further  studies  are  completed,  ISOPTIN  should 
be  used  alone,  if  possible.  If  combined  therapy  is  used,  close  surveillance  of  vital 
signs  and  clinical  status  should  be  carried  out.  Combined  therapy  with  ISOPTIN 
and  propranolol  should  usually  be  avoided  in  patients  with  AV  conduction 
abnormalities  and/or  depressed  left  ventricular  function.  Chronic  ISOPTIN  treat- 
ment increases  serum  digoxin  levels  by  50%  to  70%  during  the  first  week  of 
therapy,  which  can  result  in  digitalis  toxicity.  The  digoxin  dose  should  be  re- 
duced when  ISOPTIN  is  given,  and  the  patients  should  be  carefully  monitored  to 
avoid  over-  or  under-digitalization.  ISOPTIN  may  have  an  additive  effect  on 
lowering  blood  pressure  in  patients  receiving  oral  antihypertensive  agents. 
Disopyramide  should  not  be  given  within  48  hours  before  or  24  hours  after 
ISOPTIN  administration.  Until  further  data  are  obtained,  combined  ISOPTIN  and 
quinidine  therapy  in  patients  with  hypertrophic  cardiomyopathy  should  prob- 
ably be  avoided,  since  significant  hypotension  may  result.  Clinical  experience 
with  the  concomitant  use  of  ISOPTIN  and  short-  and  long-acting  nitrates  sug- 
gest beneficial  interaction  without  undesirable  drug  interactions.  Adequate  ani- 
mal carcinogenicity  studies  have  not  been  performed.  One  study  in  rats  did  not 
suggest  a tumorigenic  potential,  and  verapamil  was  not  mutagenic  in  the  Ames 
test.  Pregnancy  Category  C:  There  are  no  adequate  and  well-controlled  studies 
in  pregnant  women.  This  drug  should  be  used  during  pregnancy,  labor  and 
delivery  only  if  clearly  needed.  It  is  not  known  whether  verapamil  is  excreted  in 
breast  milk;  therefore,  nursing  should  be  discontinued  during  ISOPTIN  use. 
Adverse  Reactions:  Hypotension  (2.9%),  peripheral  edema  (1 .7%),  AV  block; 
3rd  degree  {0.8%),  bradycardia:  HR  < 50/min  (1.1%),  CHF  or  pulmonary 
edema  (0.9%),  dizziness  (3.6%),  headache  (18%),  fatigue  (1.1%),  constipa- 
tion (6.3%),  nausea  (1.6%),  elevations  of  liver  enzymes  have  been  reported. 
(See  Warnings.)  The  following  reactions,  reported  in  less  than  0.5%,  occurred 
under  circumstances  where  a causal  relationship  is  not  certain:  ecchymosis, 
bruising,  gynecomastia,  psychotic  symptoms,  confusion,  paresthesia,  insomnia, 
somnolence,  equilibrium  disorder,  blurred  vision,  syncope,  muscle  cramp,  shaki- 
ness, claudication,  hair  loss,  macules,  spotty  menstruation  How  Supplied: 
ISOPTIN  (verapamil  HCI)  is  supplied  in  round,  scored,  film-coated  tablets  con- 
taining either  80  mg  or  120  mg  of  verapamil  hydrochloride  and  embossed  with 
"ISOPTIN  80”  or  "ISOPTIN  120"  on  one  side  and  with  "KNOLL"  on  the  reverse 
side.  Revised  August,  1984  2385 
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of  fetal  distress.  However,  if  Twin  B is  a transverse 
lie  or  a breech  presentation,  then  you  can  not  wait. 
While  the  cervix  is  still  dilated  the  second  baby 
should  be  delivered  as  a breech  extraction  or  podalic 
version  and  extraction. 

Dr.  Sutherland:  Many  of  these  patients  can 
deliver  with  saddle  block  anesthesia  as  long  as  the 
cervix  does  not  contract,  but  general  anesthesia  must 
be  available  if  uterine  relaxation  is  needed. 
Halothane  will  completely  relax  the  uterus. 

Dr.  Meeks:  The  second  twin  was  delivered  by 
podalic  version  and  extraction  under  general  anes- 
thesia. The  second  child  was  a female  that  weighed 
3000  grams  and  had  apgar  scores  6/7.  What  type  of 
incision  would  you  utilize  for  delivery  if  cesarean 
section  were  indicated? 

Dr.  Marley:  I use  vertical  abdominal  incisions 
almost  all  of  the  time.  I make  a decision  about  the 
uterine  incision  after  I can  evaluate  the  lower  uterine 
segment. 

Dr.  Sutherland:  I evaluate  the  lower  uterine 
segment.  If  it  seems  to  be  distended  and  thin,  I 
would  do  a transverse  incision.  If  the  first  twin  were 
a transverse  lie  or  footling  breech  I would  make  a 
vertical  incision  of  the  uterus. 

Dr.  Langston:  With  a transverse  incision  a con- 
traction ring  may  appear  after  the  first  delivery, 
making  it  virtually  impossible  to  deliver  the  others.  I 
would  therefore  do  a low  segment  vertical  incision 
for  all  multiple  gestations. 

Dr.  Meeks:  What  complications  may  occur  fol- 
lowing delivery? 

Dr.  Sutherland:  Uterine  atony  and  hemorrhage 
can  be  serious.  For  that  reason  I usually  manually 
remove  the  placenta,  evalute  the  integrity  of  the 
uterus  and  make  sure  the  uterus  contracts. 

Dr.  Meeks:  If  a patient  with  twins  needs  to  be 
delivered,  but  is  not  in  labor,  would  you  consider 
induction  or  would  you  proceed  to  cesarean  section? 

Dr.  Marley:  If  she  had  a closed  thick  cervix,  I 
would  not  hesitate  to  do  a cesarean  section.  If  she 
were  a multiparous  patient  and  dilated  3-4  cm  with 


an  effacing  cervix  and  the  presenting  part  well  into 
the  pelvis,  1 would  initiate  labor  by  amniotomy. 

Dr.  Meeks:  If  this  patient  dilated  to  6 or  7 cm  but 
had  a very  dysfunctional  or  hypotonic  labor  pattern, 
would  you  augment  with  oxytocin? 

Dr.  Sutherland:  If  the  babies  were  well  moni- 
tored, I would  augment  her. 

Dr.  Langston:  I am  very  hesitant  to  use  pitocin 
because  of  the  overdistended  uterus  and  possibility 
of  rupture.  The  longer  I deal  with  multiple  gestations 
the  more  I tend  toward  delivering  them  abdominally 
rather  than  vaginally.  I still  view  version  of  the 
second  twin  as  a potentially  serious  problem.  I 
would  lean  very  much  toward  cesarean  section  at  the 
slightest  element  of  deviation  from  a normal  labor 
pattern  or  normal  fetal  position. 

Dr.  Meeks:  Multiple  gestation  remains  a signifi- 
cant problem.  The  patient’s  family  history  and  race 
may  give  the  first  clue  that  a patient  has  twins.  The 
earliest  physical  examination  parameter  that  would 
indicate  twins  is  a discrepancy  in  uterine  size  when 
compared  to  gestational  age.  Once  multiple  gesta- 
tion is  suspected,  sonography  will  confirm  the  di- 
agnosis. Vaginal  delivery  can  be  attempted  but  ce- 
sarean section  must  be  utilized  liberally.  Hemor- 
rhage is  perhaps  the  most  serious  maternal  complica- 
tion. Starting  a large  bore  IV  and  having  blood 
available  are  prophylactic  for  this  problem.  Fetal 
distress  and  birth  trauma  are  the  most  serious  fetal 
complications.  Fetal  monitoring  and  liberal  use  of 
cesarean  section  will  prevent  many  of  these  prob- 
lems. A major  problem  is  the  morbidity  of  the 
second  baby.  Give  that  second  baby  just  as  good  a 
chance  as  the  first.  This  requires  liberal  use  of  cesar- 
ean section  for  the  second  twin.  The  cesarean  section 
rate  necessary  to  minimize  the  morbidity  and  mortal- 
ity of  twins  is  optimal. 

I would  like  to  thank  the  panelists  for  taking  time 
out  from  their  practices  and  sharing  their  expertise 
with  us.  ★★★ 
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It  Shouldn’t  Even  Be  a Contest 


You  want  what's  best  for  your  patients  — 
not  what's  cheapest.  Medicine  shouldn't  be 
practiced  any  other  way. 

Yet  today's  physicians  are  wrestling  with  a 
troublesome  array  of  cost-containment  initia- 
tives: fee  freezes,  arbitrary  caps  on  Medicare 
reimbursement,  even  restrictions  on  access  to 
care.  The  stakes  are  high  — life  or  death. 

The  AMA  is  in  favor  of  cost-effectiveness, 
but  not  at  the  expense  of  quality  care  — or 
physicians'  freedom  to  provide  it.  So  we're  act- 
ing, not  reacting  — by  delivering  cost-effective- 
ness information  at  special  workshops  and 
annual  meetings;  by  offering  publications 
including  the  Physician's  Cost  Containment 
Checklist;  and  by  launching  programs,  such  as 
the  Cost-Effectiveness  Network  for  hospital 
staffs  to  test  cost-effectiveness  strategies,  and 
the  Health  Policy  Agenda  for  the  American 
People,  a long-range  set  of  directions  and 
priorities  for  health  care. 


In  Washington,  D.C.,  and  in  court,  we're 
fighting  government-imposed  fee  freezes  and 
other  attempts  to  restrict  the  rights  of  physi- 
cians and  patients. 

You  can  fight  back  — by  joining  the  AMA. 
Together,  we'll  help  make  sure  that  quality 
wins  — every  time. 

For  information,  call  toll-free  800/621-8335  (in  Illinois, 
call  collect  312/645-4987),  or  return  this  coupon  to: 


The  American  Medical 
Association 

Division  of  Membership 

535  North  Dearborn,  Chicago,  Illinois  60610 


Please  send  me  AMA  membership  information. 
□ 1 am  a member  of  my  county  medical  society. 

Name 


Street 


City  State  Zip 


County 
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Primary  Erythromelalgia  Associated 
With  Cerebral  Infarctions 

DAVID  R.  THOMAS,  M.D. 

Jackson,  Mississippi 


Erythromelalgia  is  an  unusual  disease  character- 
ized by  intense  burning  in  the  lower  and/or  upper 
extremities  associated  with  redness  and  warmth  and 
precipitated  by  increased  skin  temperature.  Knowl- 
edge of  the  syndrome  is  limited  by  an  incomplete 
understanding  of  the  pathogenesis  and  by  few  re- 
ports of  patients  with  long  disease  duration.  Multiple 
small  cerebral  infarcts  were  found  in  a woman  with  a 
disease  duration  of  23  years. 

Case  Report 

The  patient  first  began  complaining  of  episodic 
symptoms  of  red,  hot  and  edematous  ankles  and 
wrists  at  the  age  of  eight.  Her  symptoms  were  fre- 
quently accompanied  by  fever  to  38.8°  orally  and 
precipitated  by  an  increase  in  environmental  temper- 
ature or  prolonged  dependent  posture.  A diagnosis 
of  rheumatic  fever  was  suspected  and  penicillin 
prophylaxsis  was  begun.  Her  symptoms  continued 
unchanged,  causing  frequent  absences  from  school. 
She  was  sent  to  University  Hospital  Pediatric  Clinic 
at  age  1 1 . Physical  examination  at  that  time  showed 
no  evidence  of  cardiovascular  or  peripheral  vascular 
abnormalities.  She  was  followed  yearly  and  con- 
tinued to  have  puzzling  symptoms.  An  endocrino- 
logical evaluation  for  developing  obesity  was  nor- 
mal at  age  14.  She  continued  to  have  characteristic 
episodes  over  the  next  1 5 years  despite  symptomatic 
therapy. 

At  age  30  she  was  referred  to  the  Lupus  Clinic  for 
continued  painful  lower  and  upper  extremities.  Ex- 
amination showed  warm  erythematous  areas  on  the 
legs  bilaterally.  Peripheral  pulses  were  normal.  No 
abnormal  laboratory  values  were  found  (see  Table 
I).  A diagnosis  of  Raynaud’s  phenomenon  was  sus- 
pected. 

She  experienced  two  transient  episodes  of  right 
arm  weakness  and  dysarthria  at  age  31  and  was 
admitted.  Neurological  examination  was  normal  at 
the  time  of  admission  and  examination  of  the  lower 
extremities  showed  warm  erythematous  areas.  A left 

From  the  Department  of  Medicine,  University  of  Mississippi 

Medical  Center,  Jackson,  MS. 


Erythromelalgia  is  a distinct  clinical  syn- 
drome characterized  by  burning  pain,  heat 
and  redness  in  the  extremities.  In  this  re- 
port, cerebral  infarctions  occurred  in  a pa- 
tient after  a disease  duration  of  23  years. 
The  author  states  that  the  proposed 
pathogenesis  of  erythromelalgia  may  pre- 
dict microvascular  infarctions  as  a complica- 
tion of  primary  erythromelalgia. 


cerebral  arteriogram  was  normal  as  was  two-di- 
mensional echocardiography.  An  electro- 
encephalogram was  considered  abnormal  but 
showed  no  epileptiform  activity.  Nerve  conduction 
studies  of  the  lower  extremities  were  normal. 

Despite  a series  of  trials  with  aspirin,  ephedrine, 
prasozin,  and  hydantoin,  there  was  no  improvement 
of  her  symptoms  of  erythromelalgia.  Her  symptoms 
worsened  and  were  associated  with  episodic  visual 
blurring,  emotional  lability  and  numbness  in  the 
right  arm.  She  was  readmitted  at  age  31.  At  that 
time,  computed  axial  tomography  of  the  head 
showed  multiple  old  cerebral  infarctions  bilaterally. 
Since  discharge,  she  has  improved  slightly  on  aspir- 
in, hydantoin  and  amitriptyline. 

Discussion 

Syndromes  of  painful  extremities  with  or  without 
skin  changes  are  frequently  encountered  in  clinical 
practice  and  represent  difficult  diagnostic  dilemmas. 
Although  the  syndrome  of  erythromelalgia  was  well- 
defined,  its  prevalence  is  probably  under-rec- 
ognized. 

The  natural  history  and  pathogenesis  of  er- 
ythromelalgia is  little  understood.  Very  few  of  the 
patients  reported  in  the  literature  have  had  a long 
duration  of  symptoms.  Sporadic  reports  have 
appeared  since  first  described  in  1878.  Babb  et  al' 
reported  the  largest  series  of  5 1 patients  from  195 1 to 
1960,  most  of  whom  had  symptoms  from  1 to  3 
years.  Patients  were  divided  into  a primary  group  of 
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30  patients  who  had  no  underlying  disease  process 
and  a secondary-  group  of  21  who  had  a variety  of 
other  conditions.  Subsequently,  eight  patients  in  the 
primaiA’  group  were  shown  to  have  symptoms  pre- 
dating the  onset  of  lupus  erythematosus  by  5 to  16 
years. ^ Three  patients  have  been  reported  with  a 
mean  duration  of  symptoms  for  9 years. The  re- 
mainder of  case  reports  have  presented  patients  with 
short  duration  of  symptoms,  averaging  1.5  years 
with  a range  of  1 to  3 years.  One  case  similar  to  this 
patient  involving  vertebrobasilar  transient  ischemic 
attacks  in  a patient  with  a disease  duration  of  10 
years  has  been  reported.^ 

An  understanding  of  the  pathogenesis  of 
er>'thromelalgia  is  limited  by  the  rarity  of  its  recogni- 
tion. Various  theories  have  been  offered  including 
increased  blood  pressure  or  tone  in  the  precapillary 
arterioles*’  ^ and  abnormalities  in  the  kinin  or  sero- 
tonin systems.^  Boneau  et  al^  studied  three  patients 
finding  that  abnormal  platelet  hyperaggregability 
was  present  and  that  aspirin  inhibited  this  aggrega- 
tion in  the  presence  of  epinephrine.  Redding*  re- 
ported that  the  association  of  erythromelalgia  in  two 
patients  with  primary  thrombocythemia  postulating 
that  platelet  aggregates  led  to  the  release  of  vasoac- 
tive mediators.  Jorgensen  and  Sondergaard^  demon- 
strated the  release  of  prostagladins  in  skin  perfusion 
studies  as  well  as  abnormal  responses  to  intradermal 
prostaglandin  skin  testing  in  two  patients.  In  an 
attempt  to  unify  the  varying  treatment  responses  and 
the  pathogenesis,  Ratz  et  al*°  suggested  that 
erythromelalgia  requires  arteriolar  and  endothelial 
abnormalities  which  results  in  a cascade  of  events, 
including  platelet  aggregation  and  possible  throm- 
bus formation. 

Primary  erythromelalgia  is  not  believed  by  itself 
to  be  a malignant  disease  although  its  symptoms  can 
be  quite  incapacitating.  In  secondary  erythromelal- 
gia, it  is  difficult  to  separate  complications  from  the 
associated  disease.  Approximately  33  patients  have 
been  reported  with  secondary  erythromelalgia,  in- 
cluding the  21  in  the  Mayo  series.  Of  these,  14  have 
had  myeloproliferative  disease  and  6 lupus  ery- 
thematosus; most  of  the  complications  have  been 
attributed  to  the  underlying  disease  process. 

Summary 

This  case  presents  a woman  with  primary  er- 
ythromelalgia in  which  cerebral  infarction  occurred. 
Secondary  erythromelalgia  seems  to  have  been  ex- 


TABLE I 

SELECTED  NORMAL  LABORATORY  DATA 


First  Admission 

Second  Admission 

Hemoglobin 

14.9  gm/lOOml 

14.5  gm/lOOmI 

Hematocrit 

43.8  percent 

45  percent 

RBC 

4.83  mill/cmm 

4.68  mill/cmm 

WBC 

10,700/cmm 

9,400/cmm 

Platelet  count 

342  thou/emm 

350  thou/emm 

sed  rate 

20  mm/hr 

18  mm/hr 

glucose 

92  mg/dl 

129  mg/dl 

BUN 

12  mg/dl 

14  mg/dl 

creatinine 

1 .0  mg/ 100  ml 

0.9  mg/ 100  ml 

albumin 

4.6  gm/dl 

4.1  gm/dl 

globulin 

2.6  gm/dl 

2.4  gm/dl 

uric  acid 

4.2  mg/cl 

4.7  mg/dl 

VDRL 

non-reactive 

ANA 

negative 

anti-native  DNA 

0.8  gm/ml  (0-1.4) 

latex  agglutination 

negative 

protein  electrophoresis 

normal 

CHso 

210  (150-200) 

cryglobulins 

1200  ng/ml 

eluded  by  multisystem  evaluation  and  follow-up 
period  of  23  years.  The  long  duration  of  symptoms 
and  period  of  observation  is  unusual.  If  platelet 
aggregation  and  thrombus  formation  occurs  as  a 
mediator  of  this  condition,  inicrovascular  infarctions 
may  be  a predictable  complication  of  primary 
erythromelalgia,  as  occurred  in  this  patient,  ifific 
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Sleep  Complaints  Should  Not  Be 
Taken  Lightly 

LAWRENCE  S.  SCHOEN,  Ph.D. 

BARRY  AMYX,  M.D. 

Jackson,  Mississippi 


Difficulty  sleepng  is  experienced  by  practically 
everyone  at  one  time  or  another,  and  survey  data 
show  that  up  to  one-third  of  the  general  adult  popula- 
tion suffers  currently  from  some  form  of  sleep 
disturbance.*"'^  This  finding  is  reflected  in  the 
observation  that  a considerable  number  of  patients 
complain  to  their  physician  about  the  inadequacy  of 
their  sleep.  Unfortunately,  the  source  of  their  sleep 
complaint  is  not  usually  investigated  thoroughly  and 
hypnotic  or  stimulant  medications  are  often  pre- 
scribed. If  no  prescription  medicines  are  provided, 
the  patient  is  quite  likely  to  treat  himself.  Indeed,  it 
is  estimated  that  10%  of  patients  with  sleeping  diffi- 
culties use  some  form  of  over  the  counter  prepara- 
tion to  help  themselves  sleep. ^ Both  of  these 
approaches,  for  the  most  part,  provides  only  tempo- 
rary relief  at  best  and  may  actually  endanger  the 
patient’s  health  at  worst. 

The  health  care  professional  can  appreciate  that  a 
patient’s  sleep  complaint  deserves  further  scrutiny 
when  he  or  she  realizes  that  the  sleep/wake  cycle  is 
governed  by  endogenous  biological  clocks  that  cycle 
normally  within  a 24  hour  period.  Internal  or  exter- 
nal factors  can  disrupt  these  normal  circadian  oscil- 
lators, resulting  in  symptoms  of  either  sleeping  too 
much  or  sleeping  too  little.  While  these  symptoms 
are  often  considered  benign,  research  has  shown  that 
significantly  higher  mortality  rates  are  associated 
with  either  sleeping  more  than  7-9  hours  or  less  than 
7 hours  within  a 24  hour  day.^  It  is  not  likely  that 
increased  mortality  is  directly  caused  by  the  length 
of  sleep  per  se.  Rather,  mortality  is  likely  affected  by 
whatever  is  causing  the  duration  of  sleep  to  deviate 
from  the  optimal  range.  It  is  most  important,  there- 
fore, that  prior  to  treating  a sleep  disorder,  the  under- 
lying source  of  the  disturbance  be  identified  in  the 
complaining  patient. 


From  the  Division  of  Somnology,  Department  of  Psychiatry  and 
Human  Behavior,  University  Medical  Center,  Jackson,  MS. 


Sleep  disorders  are  due  to  various  phys- 
iological, psychological,  and  environmental 
factors,  according  to  the  authors.  They  note 
that  some  sleep  disturbances  can  be  identi- 
fied from  subjective  complaints  and  a de- 
tailed sleep  history,  but  others  require  a 
more  extensive  and  objective  diagnostic 
workup.  They  emphasize  the  importance  of 
thoroughly  investigating  sleep  complaints 
before  treatment. 


In  1979  the  Association  of  Sleep  Disorders  Cen- 
ters published  the  Diagnostic  Classification  of  Sleep 
and  Arousal  Disorders.^  In  this  diagnostic  system, 
disturbances  of  sleep  are  separated  into  four  major 
categories;  (1)  disorders  of  initiating  and  maintain- 
ing sleep  (DIMS),  (2)  disorders  of  excessive  somno- 
lence (DOES),  (3)  disorders  of  the  sleep/wake 
schedule,  and  (4)  dysfunctions  associated  with 
sleep,  sleep  stages,  or  partial  arousals  (parasom- 
nias).  Within  each  of  these  categories  are  numerous 
causes  for  the  specific  sleep  disturbance.  Some  of 
these  causes  can  be  identified  with  a careful  medical 
and  sleep  history.  However,  others  require  evalua- 
tion at  a Sleep  Disorders  Center  such  as  the  one  at  the 
University  Medical  Center  in  Jackson.  It  is  impor- 
tant that  the  physician  appreciate  the  seriousness  of 
the  sleep  disorder  complaint  and  is  aware  that  specif- 
ic evaluation  can  aid  treatment  decisions.  As  an 
introduction  to  such  an  appreciation,  a general  de- 
scription of  the  major  categories  of  sleep  disturbance 
and  a brief  discussion  of  possible  etiologies  are  pre- 
sented. 

DIMS 

Disorders  of  initiating  and  maintaining  sleep  (the 
insomnias)  are  the  most  prevalent  sleep  disturb- 
ances. They  are  characterized  by  a subjective  com- 
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plaint  of  difficulty  falling  asleep,  maintaining  sleep 
throughout  the  night,  or  early  morning  awakenings. 
DIMS  are  considered  to  be  symptomatic  of  some 
underlying  physical  or  psychological  disturbance. 
Thus,  proper  identification  of  the  cause  of  the  sleep 
complaint  is  essential  to  proper  treatment.  Insomnia 
can  be  either  transient  or  persistent.  If  transient,  it  is 
likely  to  be  caused  by  situational  factors,  which 
result  either  in  temporary  emotional  arousal  or  a 
short-term  disruption  of  the  sleep/wake  schedule  rel- 
ative to  the  demands  of  an  individual’s  biological 
clock. 

Transient  insomnias  are  best  treated  by  improving 
sleep  hygiene  or  with  judicious  and  short-term  use  of 
hypnotic  medications.  If  the  insomnia  has  lasted  for 
more  than  three  weeks,  however,  other  factors  are 
likely  involved  in  its  etiology.  These  can  include,  in 
order  of  prevalence:’  psychiatric  disturbances, 
psychophysiological  disorders,  drug  and  alcohol  dif- 
ficulties, nocturnal  myoclonus  and/or  restless  leg 
syndrome,  sleep  apnea  syndrome,  and  other  medical 
disturbances. 

Treatment  of  persistent  insomnia  should  be 
directed  at  the  underlying  cause  in  order  to  avoid 
exacerbating  the  disturbance  or  possibly  endanger- 
ing the  patient’s  health.  For  instance,  prescribing  a 
hypnotic  to  a patient  whose  insomnia  is  due  to  sleep 
apnea  may  actually  worsen  the  condition  and  put  the 
individual  at  risk  of  experiencing  dangerous  blood 
oxygen  desaturation  and  cardiopulmonary  difficul- 
ties. 


DOES 

While  they  do  not  comprise  the  most  prevalent 
sleep  disturbances  in  the  general  population,  dis- 
orders of  excessive  somnolence  are  the  type  most 
frequently  seen  in  sleep  disorders  centers.  The  pa- 
tient’s usual  presenting  complaint  is  diurnal  sleepi- 
ness which  is  neither  desirable  nor  appropriate.  Indi- 
viduals with  a DOES  complaint  often  report  falling 
asleep  while  eating,  driving,  watching  television, 
while  engaged  in  conversations,  and,  in  extreme 
instances,  while  engaged  in  sexual  activities. 

Patients  with  a chronic  DOES  complaint  are  often 
found,  when  first  seen  at  the  Sleep  Disorders  Center, 
to  be  taking  stimulant  medications.  However,  pre- 
scribing a stimulant  to  counteract  daytime  sleepiness 
is  often  inappropriate  since  the  major  cause  of  exces- 
sive daytime  sleepiness  is  sleep  apnea.  There  are 
three  forms  of  sleep  apnea;  central,  obstructive,  and 
mixed.  In  central  sleep  apnea  there  is  a periodic 
cessation  of  respiratory  effort  during  sleep.  Obstruc- 


tive sleep  apnea  is  characterized  by  the  absence  of 
airflow  secondary  to  loss  of  upper  airway  patency, 
despite  the  persistence  of  respiratory  effort.  Mixed 
apnea  includes  both  central  and  obstructive  compo- 
nents. Obstructive  sleep  apnea  is  most  often  associ- 
ated with  daytime  sleepiness.  During  apnea  events 
there  often  is  a profound  drop  in  arterial  oxygen 
saturation.  Cardiac  irregularities  including  sinus 
bradycardia,  A-V  block,  PVC’s  and  asystoles  also 
occur;  as  do  arousals  from  sleep  coincident  with 
resumption  of  airflow.  The  severe  sleep  apneic  may 
have  hundreds  of  apnea  episodes  during  the  night 
which  severely  disrupts  his/her  sleep.  A report  of 
snoring  can  be  the  most  important  clue  as  to  the 
presence  of  obstructive  sleep  apnea  in  a particular 
patient.  However,  a sleep  laboratory  evaluation  is 
essential  not  only  to  objectively  identify  the  dis- 
order, but  also  to  assess  the  degree  of  associated 
cardiovascular  and  hemodynamic  pathology.  Fur- 
thermore, the  evaluation  helps  the  physician  in  de- 
ciding which  treatment,  surgical,  medical  or  be- 
havioral, would  be  the  most  appropriate. 

The  second  most  likely  cause  of  excessive  day- 
time sleepiness  is  narcolepsy.  This  is  a life-long 
disorder,  often  beginning  in  the  teens.  Inappropriate 
daytime  sleep  attacks  characterize  this  disorder.  The 
second  most  frequent  symptom  of  this  illness  is 
cataplexy.  This  is  a state  of  muscle  paralysis,  rang- 
ing from  atonia  of  the  facial  muscles  to  complete 
paralysis  of  the  antigravity  musculature.  These 
attacks  are  usually  precipitated  by  emotional  arousal 
such  as  fear,  anger,  anxiety,  excitement  or  laughter. 
Although  muscle  atonia  is  often  complete,  the  pa- 
tient remains  fully  conscious.  Occasionally,  cata- 
plexy may  lead  directly  into  a sleep  attack.  Other 
symptoms  of  narcolepsy  include  sleep  paralysis  and 
hypnogogic  hallucinations.  It  is  believed  generally 
that  the  symptoms  of  narcolepsy  represent  intrusions 
of  rapid  eye  movement  (REM)  sleep  into  wakeful- 
ness. Treatment,  therefore,  may  involve  not  only 
stimulants  to  combat  sleepiness  but  also  REM  sup- 
pressant medications  to  ameliorate  the  other  symp- 
toms. Again,  an  evaluation  in  a sleep  disorders  cen- 
ter is  essential  to  determine  the  severity  of  the  ill- 
ness, to  objectify  the  presence  of  the  ancillary  symp- 
toms, and  to  direct  proper  treatment. 

Other  causes  of  DOES  include,  but  are  not  limited 
to,  periodic  leg  movements  during  sleep,  psychiatric 
disorders,  medical,  toxic,  and  environmental  condi- 
tions, drug  and  alcohol  abuse,  and  psychophysio- 
logical factors.  Given  the  number  of  conditions 
which  can  cause  a DOES  complaint,  the  differential 
diagnosis  is  best  performed  when  the  results  of  noc- 
turnal sleep  evaluations  are  obtained. 
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Disorders  of  the  Sleep/Wake  Schedule 

The  major  complaint  of  an  individual  suffering 
from  a sleep/wake  schedule  disturbance  disorder  is 
that  the  patient  cannot  fall  asleep  nor  stay  asleep 
when  he/she  desires.  The  patient  might  be  wide 
awake  at  night  yet  be  able  to  sleep  soundly  during  the 
day.  He  or  she  might  have  difficulty  initiating  sleep 
at  night  in  conjunction  with  problems  awakening  in 
the  morning  or,  on  the  other  hand,  the  patient  might 
have  no  trouble  getting  to  sleep  but  finds  that  he/she 
awakens  early  in  the  morning.  Often  these  problems 
occur  because  the  patient’s  endogenous  sleep/wake 
cycle  is  not  synchronized  with  external  time  cues. 
This  can  be  a transient  problem  as  might  occur  fol- 
lowing transmeridian  flights,  or  else  the  problem 
might  be  persistent. 

The  major  causes  of  a persistent  sleep/wake 
schedule  disturbance  are  frequently  changing  work 
shifts  and  the  delayed  sleep  phase  syndrome.  In  this 
latter  condition  the  individual’s  sleep/wake  cycle  is 
delayed  relative  to  clock  time.  When  it  is  time  for 
sleep,  according  to  the  clock,  the  patient  might  still 
be  in  the  waking  phase  of  his/her  circadian  cycle 
which  causes  difficulty  initiating  sleep.  When  it  is 
time  to  wake  up,  the  patient  is  then  in  the  sleepy 
phase  of  the  circadian  cycle  which  results  in  difficul- 
ty arousing  from  sleep.  This  disorder  is  easily  identi- 
fied in  the  sleep  laboratory  and,  with  the  help  of 
sleep  specialists,  the  biological  clocks  can  be  reset. 

Other  Dysfunctions 

This  class  of  disorders  include  inappropriate  be- 
haviors or  processes  which  are  worsened  by  sleep  or 
occur  only  in  sleep.  Examples  of  phenomena  which 
can  be  worsened  by  sleep  include  sleep  related  sei- 
zures, painful  erections,  cluster  headaches,  asthma, 
gastroesophageal  reflux,  and  sleep  related  hemoly- 
sis. Behaviors  which  occur  only  in  sleep  include 
somnambulism,  enuresis,  night  terrors,  dream  anxi- 
ety attacks,  and  bruxism.  Each  disturbance  can  be 
evaluated  in  a sleep  disorders  center  and  appropriate 
treatment  can  then  be  formulated. 


Summary 

Clearly,  the  possible  causes  of  sleep  disturbance 
are  numerous  and  are  due  to  various  physiological, 
psychological,  and  environmental  factors.  While 
some  sleep  disturbances  such  as  transient  insomnias 
can  be  identified  from  subjective  complaints  and  a 
carefully  detailed  sleep  history,  others  require  a 
more  extensive  and  objective  diagnostic  workup. 
Sleep  disorders  centers  staffed  by  sleep  specialists 
are  uniquely  qualified  and  equipped  to  monitor  the 
various  electrophysiological  parameters,  during  a 
full  night  of  sleep,  which  are  essential  to  diagnosing 
properly  the  complaint  of  a sleep  disturbance. 
Through  the  use  of  a sleep  evaluation,  the  cause  of 
the  disorder  can  often  be  identified  and  an  appropri- 
ate treatment  regimen  can  be  suggested  to  either  the 
patient  or  primary  care  physician.  ★★★ 

2500  North  State  Street  (39216) 
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The  President  Speaking 


A Letter  to  Dad 


Ralph  L.  Brock,  M.D. 
McComb,  Mississippi 


Dear  Dad, 

The  practice  of  medicine  is  in  deep  trouble.  Public  confidence 
that  you  and  your  generation  worked  so  hard  to  build  up  is  at  a very 
low  point.  Everything  around  us  has  changed  so  drastically  since 
the  last  time  we  talked  a little  over  20  years  ago. 

There  has  been  marked  improvement  in  diagnostic  and  ther- 
apeutic methods.  The  fact  that  it  has  come  so  fast  may  be  part  of 
the  problem.  Along  with  improvement  has  come  cost  — has  it  ever 
increased!  I won’t  bother  to  tell  you  the  going  rate  for  common 
surgical  procedures  or  what  I charge  for  an  office  visit  — you 
wouldn’t  believe  it  anyway. 

Government  programs  dictate  much  of  what  we  try  to  do  for  our 
patients.  Hospitals  are  struggling  to  keep  afloat  to  put  pressure  on 
us  as  medical  staff  members.  Big  corporations  have  large  chains  of 
for-profit  hospitals,  and  if  we  are  not  careful,  they  will  have  most 
physicians  signed  up  as  employees  in  the  not-so-distant  future. 
Insurance  companies  have  joined  with  the  others  in  offering  new 
and  innovative  ways  to  guarantee  payment  for  health  care. 

Malpractice  lawsuits  are  being  filed  right  and  left.  Again  you 
would  not  believe  the  awards  being  given  or  the  premiums  being 
charged.  Patients  used  to  trust  and  believe  what  the  doctor  told 
them.  Now,  anything  less  than  a perfect  result  or  a perfect  baby,  to 
a large  portion  of  the  general  public,  means  that  someone  made  a 
mistake.  They  are  encouraged  to  file  a lawsuit  to  make  someone 
pay. 

You  and  I have  always  looked  to  the  State  Medical  Association 
and  the  AM  A for  leadership  and  kept  our  membership  in  both.  I 
won’t  try  to  explain  it  now,  but  in  1972  membership  in  the  AMA 
became  optional  for  MSMA  members.  Beginning  in  1986  Missis- 
sippi will  be  a unified  state  with  the  AMA.  This  means,  to  belong 
to  MSMA  you  must  also  belong  to  the  AMA.  I have  decided  to 
continue  my  membership,  but  I need  some  good  selling  points  to 
answer  those  that  may  be  thinking  of  dropping  out. 

I remember  your  favorite  statement  when  a bleeder  got  loose 
during  surgery.  You  would  stop  and  say:  “let’s  get  organized,’’ 
and  everyone  started  working  as  a team. 

If  we  ever  need  to  be  organized  it  is  now.  We  just  have  too  many 

(Continued  on  page  327) 
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Vale,  Virginia 

I was  alone  and  early,  so  I parked  across  from  the 
church  and  waited.  The  air  was  humid  and  heavy  — 
not  hot  yet,  but  you  knew  it  soon  would  be,  even  in 
the  shade  of  the  magnolia  tree. 

Savoring  the  small-town  ambience,  I watched  the 
dribbles  of  people  drawn  by  respect,  admiration  and 
appreciation  just  as  I was.  This  fallen  lady  and  I 
shared  many  common  interests  for  a good  many 
years,  as  the  hollow  feeling  in  my  chest  kept  remind- 
ing me.  Soon  to  be  interred  in  the  black  richness  of 
her  beloved  Delta,  she  had  taught  us  all  the  true 
meaning  of  “a  job  well  done!” 

By  this  time  I am  convinced  that  St.  Peter  has  her 
on  the  steering  committee  up  there,  and  I feel  sure 
that  the  heavenly  milieu  will  be  a better  place.  Ours 
sure  is! 

Arthur  A.  Derrick,  Jr.,  M.D. 

Associate  Editor 


THE  PRESIDENT  SPEAKING 

(Continued  from  page  326) 

things  coming  at  us  from  too  many  directions  at  the 
same  time  for  anyone  to  try  to  go  it  alone. 

I’ve  tried  to  consider  several  options: 

1 . I could  drop  out  and  let  others  carry  the  load.  I 
guess  I could  try  to  forget  how  important  the  MSMA 
was  in  keeping  the  medical  school  open  where  I 
started  my  training,  or  forget  the  part  AM  A does  in 
setting  standards  for  quality  medical  education. 

2.  I could  pull  out  and  join  another  group,  but  no 
one  else  has  the  years  of  experience,  organization 
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and  financial  backing  of  the  MSMA  and  AM  A. 

3 . I could  rationalize  that  all  I need  is  my  special- 
ty society,  but  most  of  our  problems  affect  all  spe- 
cialties, and  all  of  these  are  represented  in  the  AM  A 
House  of  Delegates. 

4.  I could  use  the  excuse  that  there  are  things  in 
the  MSMA  or  AMA  that  I don’t  like.  That’s  nothing 
new.  There  is  always  something  that  I don’t  like  in 
every  organization  I’ve  been  in. 

American  medicine  is  at  its  Waterloo.  Whether 
we  like  it,  disagree  with  it  — or  just  don’t  care  — the 
health  care  system  is  undergoing  a complete  restruc- 
ture. And  although  Mississippi  is  relatively  un- 
touched at  this  time,  change  is  on  the  way  whether 
we  act  to  direct  it  or  sit  and  watch  it. 

You  remember  how  regulations  forced  us  to  close 
our  nursing  school.  That’s  nothing  compared  to  the 
rules,  regulations  and  guidelines  we  have  to  put  up 
with  now. 

There  is  a long  list  of  folks  standing  in  line  trying 
to  get  a slice  of  our  pie.  Our  most  prominent  enemies 
are:  Hospitals,  Insurance  Companies,  and  Big  Busi- 
ness. Many  people  are  predicting  that  if  the  medical 
profession  doesn’t  stick  together  and  fight  back  we 
will  be  the  same  as  employees  of  10  to  20  large 
corporations  in  the  next  5 to  10  years. 

We  have  a chance  to  do  something,  but  we  are 
going  to  need  widespread  cooperation  and  support  in 
the  state  and  nationwide.  This  is  one  of  the  reasons  I 
am  glad  the  MSMA  voted  to  become  unified  with  the 
AMA. 

I hear  so  many  speak  of  their  rights,  freedom  to 
choose  and  privileges  to  do  different  things  that 
affect  the  way  we  practice.  I think  they  may  need  to 
be  reminded  that  we  wouldn’t  have  these  rights  and 
privileges  if  the  early  Americans  had  not  gotten 
together,  organized  themselves  and  stuck  together. 

I realize  some  will  continue  their  membership  just 
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to  be  able  to  keep  their  liability  insurance  with  the 
MSMA-sponsored  Medical  Assurance  Company. 

Some  will  want  to  continue  disability  and  hospital 
insurance  presently  held  with  MSMA  or  AM  A. 

Some  will  want  to  see  what  the  proposed  HMO- 
IPA  project  is  going  to  do  and  be  able  to  join. 

1 hope  many,  like  me,  will  continue  their  mem- 
bership simply  because  it  is  our  best  option  in  these 
rapidly  changing  times.  To  paraphrase  a popular 
expression  being  used  to  promote  the  use  of  auto- 
mobile seatbelts  — “Let’s  get  it  together,  JOIN 
UP.”  Thanks  for  listening. 

Love, 

Ralph 


COMMENT 


Where  Have  All  The  Women  Gone?? 

In  the  past  35  years  the  percentage  of  all  physi- 
cians who  are  women  has  increased  from  7%  in  1950 
to  the  current  level  of  30%.  But,  had  there  been  a 
female  physician  caucus  down  on  Biloxi  beach  at  the 
Mississippi  State  Medical  meeting  in  May,  we  could 
have  filibustered  in  the  back  seat  of  a Volkswagen 
Rabbit.  I had  the  pleasure  of  meeting  a total  of  four 
other  women  delegates  there.  So  — why  were  we 
outnumbered  100-1  instead  of  the  anticipated  3-1? 

Why  do  women  physicians  seem  so  reluctant  to 
join  organized  medicine  or  assume  leadership  roles? 
It  seems  that  some  women  physicians  view  medical 
organizations  as  social  clubs  for  “Good-ole  Boys.’’ 


Perhaps  this  is  so,  but  how  will  staying  in  this  self- 
inflicted  isolation  help  remedy  the  situation? 

Some  women  cite  lack  of  time  as  a reason  for  not 
getting  involved.  It’s  true  that  some  85%  of  women 
physicians  are  married  to  other  physicians  and  pro- 
fessional men,  and  it’s  also  true  that  in  these  two- 
career  marriages  women  still  continue  to  assume  the 
major  burden  of  responsibility  for  home  and  family 
care.  Each  of  us,  male  and  female  alike,  has  the 
same  24  hours  alotted  to  our  day  and  we  do  in  that 
time  span  what  we  feel  is  most  important  to  us. 

Another  lame  excuse  often  given  for  our  lack  of 
involvement  is  “a  lack  of  opportunity’’  — failure  to 
be  included  in  or  welcomed  at  organized  medicine 
activities.  This  is  simply  not  the  case. 

According  to  Resolution  #6,  there  is  “an  urgent 
need  to  increase  the  membership  of  the  Mississippi 
State  Medical  Association.’’  Bearing  in  mind  the 
scarcity  of  women  physicians  in  organized  medi- 
cine, as  recently  evidenced  at  the  1 17th  annual  ses- 
sion, would  it  not  therefore  be  logical  for  the  new 
membership  committee  to  “start  chasing  some 
skirts?’’ 

There  must  be  a commitment  to  encourage  partic- 
ipation of  women  in  all  levels  in  all  our  activities. 
That  encouragement  must  come  from  our  entire 
membership  if  organized  medicine  is  to  survive  the 
future. 

Since  there  are  currently  so  few  women  members 
of  the  Mississippi  State  Medical  Association,  most 
of  them  will  neither  be  receiving  this  journal  nor 
reading  this  article  unless  some  of  you  fellows  help 
out.  So  tear  out  this  page  and  send  it  to  your  favorite 
non-member  lady  doc.  Remember,  if  we  don’t  all 
hang  together,  we  will  surely  all  hang  separately. 

Dwalia  South,  M.D.,  President 
North  Mississippi  Medical  Society 


Mark  Your  Calendar  NOW! 
MSMA  1 18th  Annual  Session 
June  4-8,  1986  Biloxi,  MS 
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MSMA/ASIM  Seminar  Examines 
Alternative  Delivery  Systems 


What  changes  can  Mississippi  physicians  and  pa- 
tients expect  with  the  various  alternative  delivery 
systems  being  marketed  today?  What  are  some 
things  physicians  should  consider  in  contracting 
with  an  alternative  delivery  system?  How  are  some 
of  the  delivery  systems  sponsored  by  medical 
societies  faring  in  today’s  competitive  medical  en- 
vironment? 

Nearly  200  physicians  crowded  into  a meeting 
room  at  Jackson’s  Ramada  Renaissance  Hotel  last 
month  to  hear  these  and  other  questions  discussed. 
The  seminar  was  jointly  sponsored  by  MSMA  and 
the  Mississippi  Chapter,  American  Society  of  Inter- 
nal Medicine  (ASIM). 

Opening  the  discussion  was  Laura  Allendorf  of 
Washington,  DC,  associate  director  of  ASIM’s  De- 
partment of  Medical  and  Governmental  Affairs,  who 
presented  an  overview  of  alternative  delivery  sys- 
tems and  their  operations  across  the  nation. 


Jackson  attorney  Richard  Cowart  displayed  por- 
tions of  physician  contracts  currently  offered  by  var- 
ious insurance  companies’  delivery  plans,  and 
cautioned  seminar  participants  about  some  of  the 
restrictions  and  requirements  included  in  these  con- 
tracts. He  urged  physicians  considering  such  con- 
tracts to  obtain  professional  advice  and  counsel. 

Concluding  the  panel  discussion  was  Dr.  Ed 
McClusky  of  Tyler,  Texas,  chairman  of  the  board  of 
East  Texas  Health  Plan.  He  described  the  develop- 
ment and  operations  of  the  Plan,  sponsored  by  the 
local  medical  society,  and  outlined  their  success 
with  holding  down  costs  and  preserving  quality  of 
care. 

Following  the  conference,  MSMA’s  Committee 
on  Alternative  Delivery  Systems,  chaired  by  Dr. 
Ellis  M.  Moffitt,  met  briefly  to  initiate  plans  for 
acting  on  the  Board  of  Trustee’s  recommendation 
for  establishing  an  MSMA  IPA/HMO. 


MSMA  president  Dr.  Ralph  Brock,  left,  and  Dr.  John 
Bower,  president  of  the  Mississippi  Chapter,  American 
Society  of  Internal  Medicine,  second  from  right,  wel- 
comed panel  members  to  the  seminar  on  alternative  deliv- 


ery systems  held  last  month  in  Jackson.  With  them  are, 
from  left,  Jackson  attorney  Richard  Cowart,  Laura  Allen- 
dorf of  Washington,  DC,  and  Dr.  Ed  McClusky  of  Tyler, 
Texas. 
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Assurance 

of  A Firm  Foundation 


Stability . . . the  most 
important  feature  to  look  for 
in  your  professional  liability 
insurance  provider.  And 
something  you  can  depend 
on  with  Medical  Assurance 
Company  of  Mississippi. 

Rate  structure  and  services 
provided  are  of  little  significance 
when  vou  have  to  worrv^  about 
whether  your  insurance  com- 
pany will  still  be  in  business 
from  day  to  day 

One  of  the  reasons  more 
phvsicians  are  turning  to 
Medical  Assurance  Company 
of  Mississippi  is  the  knowledge 
that  they  are  receiving  the  most 
cost  effective  coverage  backed 
by  a financially  sound 
company 


Savings  and  financial  strength 
are  provided  by  a program  of 
sound  inv'estments  and  strong 
underw  riting  guidelines.  Our 
staff  is  made  up  of  experienced 
insurance  personnel.  And 
because  all  claims  are  reviewed 
by  a panel  of  medical  experts, 
you  can  rest  assured  that  your 
needs  are  understood. 

Medical  Assurance  Company 

has  experienced  a steady  growth 
during  our  seven  years  in 
business . . . and  unlike  other 
carriers  in  the  state,  our  mem- 
bership is  constantly  increasing. 

Because  of  this  phenomenal 
growth,  we  recently  had  to  move 
to  larger  quarters  in  order  to 
house  the  necessary^  staff  and 
facilities  to  provide  even 
better  service. 


For  answers  to  any  questions 
you  might  have  regarding 
medical  malpractice  insurance, 
feel  free  to  come  by  our  new 
office  or  call  on  us  at  anv'  time. 

Medical  Assurance  Compan\ 
of  Mississippi 

220  Business  Plaza.  Suite  B 
100  Business  Park  Dri^e 
Jackson,  Mississippi  39213 
957-2855 
1-800-3254172 

The  professional  liability 
company  o/ Mississippi 
physicians,  Mississippi 
physicians,  and  for 
Mississippi  physicians. 


Medical  Assurance 

/ 


County  Line 
Road 


Hanging 


Moss 


Road 


Downtown 

Jackson 


I 


UMC  Receives  Grant 

For  Atherosclerosis  Risk  Study 

The  University  of  Mississippi  Medical  Center  has 
been  awarded  a $6.4  million  grant  from  the  National 
Heart,  Lung  and  Blood  Institute  of  the  National 
Institutes  of  Health.  Richard  Hutchinson,  M.D., 
UMC  associate  professor  of  medicine,  is  a principal 
investigator. 

Grant  funds  support  the  Atherosclerosis  Risk  in 
Communities  (ARIC)  study  — an  eight-year  pro- 
gram conducted  in  four  communities  in  the  United 
States.  The  objectives  of  the  study  are  to  investigate 
the  etiology  of  atherosclerosis,  the  etiology  of  clini- 
cal diseases  caused  by  atherosclerosis  and  the  asso- 
ciation of  those  diseases  with  suspected  coronary 
heart  disease  (CHD)  risk  factors.  The  study  will  also 
measure  the  variations  in  CHD  incidence,  differ- 
ences in  risk  factors  and  development  of  atheroscle- 
rosis reported  among  the  four  centers,  and  estimate 
the  trend  in  the  incidence  of  hospitalization  for  CHD 
and  deaths  in  the  four  communities.  ARIC  is  the 
largest  study  of  this  kind  ever  undertaken. 

Recruitment  into  the  study  is  by  random  selection 
and  invitation  to  participate.  Participation  will  be 
voluntary,  though  the  study  cannot  include  volun- 
teers who  were  not  selected  into  the  random  sample. 
Each  of  the  four  centers  will  enroll  4,000  partici- 
pants, male  and  female,  aged  45-64  at  entry.  The 
Medical  Center  will  enroll  a black  cohort. 

Participants  will  receive  an  initial  physical  ex- 
amination to  include  electrocardiogram,  blood 
chemistry,  urinalysis,  fasting  blood  glucose  and  in- 
sulin and  pulmonary  function.  In  addition,  blood 
lipids,  lipoproteins  and  apolipoproteins  will  be  mea- 
sured, as  well  as  hemostatic  properties  such  as  fibrin- 
olysis, platelet  function  and  coagulation.  Carotid 
and  femoral  atherosclerosis  will  be  assessed  using 
B-scan  and  Doppler  ultrasonography.  Blood  speci- 
mens will  be  frozen  for  additional  measurements  on 
new  cases  and  selected  controls. 

The  study  clinics  will  provide  no  medical  care. 
Summaries  of  clinic  findings  will  be  routinely  sent  to 
a physician  designated  by  the  participant.  Acute 
problems  will  be  referred  promptly  as  indicated. 

Participants  will  be  contacted  by  telephone  at 
yearly  intervals  to  determine  changes  in  risk  factors 
(i.e. , smoking  cessation,  weight  loss),  occurrence  of 
cardiovascular  events  and  change  of  address.  Three 
years  after  entry  the  participants  will  receive  a fol- 
low-up examination  identical  to  the  entry  study.  The 
individual’s  physician  will  be  contacted  and  hospital 
records  assessed  to  verify  diagnoses  and  treatments. 
Investigation  of  cause  of  death  will  include  informa- 


tion from  family,  physician,  coroner  and  other 
sources. 

Community  surveillance  will  consist  of  reviewing 
a specified  sampling  of  hospital  records  of  all  pa- 
tients aged  25-74  discharged  with  a diagnosis  of 
acute  MI  and  related  conditions.  Also,  death  certifi- 
cates will  be  reviewed  for  all  residents  aged  25-74 
with  CHD  or  related  causes  of  death. 

Data  from  all  four  of  the  participating  clinical 
centers  will  be  submitted  to  a fifth  center  that  serves 
as  a data  coordinating  facility.  Final  analysis  of  the 
data  for  the  16,000  participants  will  be  compiled  at 
the  conclusion  of  the  study.  Other  study- wide  facili- 
ties include  an  ultrasound  reading  center,  a central 
hemostasis  laboratory,  a central  lipid  laboratory,  a 
chemistry  laboratory,  a pulmonary  function  labora- 
tory and  an  ECG  laboratory. 

Key  personnel  at  University  Medical  Center  in- 
clude Dr.  Robert  Watson  (co-principal  investigator). 
Dr.  Seshadri  Raju,  Dr.  Robert  Smith,  Dr.  William 
Cushman,  Dr.  Herbert  Langford  and  Dr.  David 
Conwill  (co-investigators),  and  Mrs.  Jane  Johnson, 
project  administrative  assistant. 

Other  participating  institutions  are  the  University 
of  North  Carolina  at  Chapel  Hill,  the  Univerity  of 
Minnesota  in  Minneapolis,  and  the  Johns  Hopkins 
School  of  Hygiene  and  Public  Health  in  Baltimore. 


helping  you  change  things 
for  the  better 


Canton  Exchange  Bank 

A FULL  SERVICE  BANK 

"Your  Account  Handled  in 
Strict  Confidence" 


Each  depositor  insured  to  $100,000 

Branch  Offices 

Canton  East  Branch  Cnif  FimNaLtl 

Bank  Of  Madison  I 1^1^  Bank, 
Bank  Of  Ridgeland  Jackson,  MS 

Federal  Deposit  Insurance  Corporation 
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Physicians  in  Mississippi 
have  made  a commitment 
to  maintaining  quality  medical 
care  at  a reasonable  cost. 

Both  public  providers 
and  private  practitioners 
are  working  to  insure 
that  comprehensive  care  is 
available  to  Mississippi  people 
through  efficient  use  of  resources. 

One  way  to  meet  health  needs 
at  a stable  or  reduced  cost 
is  home  health  services. 


The  Mississippi  State  Department  oi  Health  has  been  providing  home  health  services  os 
defined  in  the  Medicare  Low  on  a statewide  basis  since  1969.  Now  every  county  health 
department  is  a state-licensed,  Medicare/Medicaid-certified  home  health  agency. 

Through  the  82  county  health  departments,  home  health  services  staff  work  vnth  local 
physicians,  hospitals,  and  musing  homes  to  provide  alternative  core  for  patients  who  might 
otherwise  hove  to  remain  in  the  hospital  or  live  in  a musing  home.  If  appropriate  to  meet  the 
patient’s  nursing  and  related  needs,  home  health  services  is  less  expensive  and  also  more 
acceptable  to  the  patient.  Yet  every  patient  remains  under  his  doctor’s  orders. 

Throughout  the  course  of  core  for  each  patient,  the  public  health  nurse  consults  with  the 
physician.  She  must  review  the  therapy  regimen  at  least  every  60  days  and  report  in  writing 
to  the  physician.  The  Mississippi  State  Department  of  Health  goal  is  to  offer  the  best  possible 
home  health  services  provided  by  qualified  staff  who  ore  sensitive  to  the  physician's  therapy 
plan  and  to  the  needs  of  each  patient. 

For  general  information  or  discussion, 
coll  Home  Health  Services  toll-free 

l-800<228-2642 

or  the  agency’s  24-hour  answering  service 

601/354-6612 

Or  coll  the  home  health  nurse  at  your  county  health  department. 


Mississippi  State  Department  of  Health 
Meeting  Health  Needs  In  The  Home 


Medical  Center  Announces 
Faculty  Promotion 

The  University  of  Mississippi  Medical  Center  has 
named  Dr.  William  R.  Stewart  assistant  professor  of 
surgery  (orthopedics)  for  the  current  academic  ses- 
sion. 

Dr.  Norman  C.  Nelson,  vice  chancellor  for  health 
affairs  and  medical  school  dean,  announced  the 
appointment  following  approval  of  the  Board  of 
Trustees,  State  Institutions  of  Higher  Learning. 

Dr.  Stewart  attended  Mississippi  State  University 
and  earned  the  M.D.  degree  at  the  University  of 
Mississippi  Medical  Center  in  1973.  He  did  his  in- 
ternship at  Roanoke  Memorial  Hospital  in  Roanoke, 
Virginia,  and  orthopedic  residencies  at  the  Universi- 
ty of  Mississippi  Medical  Center  from  1974-1979, 
and  spent  a year  at  the  Shriners  Hospital  for  Crippled 
Children  in  Greenville,  South  Carolina,  and  the  Len- 
nox Baker  Cerebral  Palsy  Hospital  in  Durham, 
North  Carolina.  He  also  took  a postgraduate  fel- 
lowship at  the  Scottish  Rite  Hospital  in  Atlanta, 
Georgia  in  1976. 

Dr.  Stewart  is  a member  of  the  Mississippi  State 
Medical  Association,  Mississippi  State  Orthopedic 
Association,  Central  Orthopedic  Society  of  Missis- 
sippi, American  College  of  Surgeons,  American 


Academy  of  Cerebral  Palsy  and  Developmental 
Medicine,  Michael  Hoke  Pediatric  Orthopedic  Soci- 
ety, Southern  Orthopedic  Association,  and  the  Uni- 
versity of  Mississippi  Guardian  Society.  He  was 
associate  clinical  professor  of  orthopedics  at  the 
Medical  Center  before  his  appointment  to  the  facul- 
ty- 


November  22-23 

Pediatric  Annual  Meeting 

University  Medical  Center,  Jackson 

December  4-6 

Seventh  Annual  Perinatal  Postgraduate 
Course 

Holiday  Inn  Downtown,  Jackson 

For  information,  contact  the  Department  of  Con- 
tinuing Medical  Education,  University  Medical 
Center,  2500  North  State  Street,  Jackson,  MS  39216 
(601/987-4914). 
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with  low  risk/high  benefits.”  MD,  FL 

“Used  at  prodromal  symptoms  . . . blisters 
never  formed  . . . remarkable.”  DH,  MA 

“(In  clinical  trials) . . . response  was  dramatic. 
HERPECIN-L  . . proven  far  superior.”  DDS,  PA 

“All  patients  claimed  shorter  duration  ...  at 
prodromal  symptoms  . . . HERPECIN-L 
averted  the  attacks.”  MD,  AK 


OTC.  See  P.D.R.  for  information.  For  samples  to  make 
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PERSONALS 


George  Abraham,  Hildon  Sessums,  and  Lee  Gif- 
HN  of  Vicksburg  conducted  a seminar  on  health 
awareness  for  teachers. 

James  Achord  of  UMC  was  visiting  faculty  for  a 
program  on  prostaglandins  in  Chicago. 

Richmond  Laverne  Alexander  has  associated 
with  the  Rush  Medical  Group  in  Meridian  for  the 
practice  of  pulmonary  medicine. 

Paul  McDuff  Allen  has  associated  with  Richard 
A.  Nicholls  of  Pascagoula  for  the  practice  of  ob- 
stetrics and  gynecology. 

Bryan  Barksdale  of  Jackson  was  committee 
chairman  for  the  4th  annual  Arthritis  Foundation 
benefit  golf  tournament. 

Gene  Barrett  of  Jackson  was  on  the  teaching 
faculty  of  a rheumatology  course  in  Destin,  Florida. 
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Edward  J . Bass  announces  the  opening  of  his  office 
for  the  practice  of  cardiology  at  South  Mississippi 
Medical  Clinic,  105  Asbury  Circle,  in  Hattiesburg. 

William  Bates  of  UMC  was  visiting  professor  at 
the  University  of  Tennessee  Health  Science  Center 
in  Memphis. 

Thomas  Bennett  of  Jackson  spoke  at  a recent  meet- 
ing of  the  Brookhaven  Kiwanis  Club. 

Bernard  Blumenthal  of  Jackson  has  been  named 
a fellow  of  the  American  College  of  Radiology. 

John  Bower  of  UMC  received  an  award  of  special 
recognition  from  the  American  Society  of  Internal 
Medicine  at  the  society’s  annual  meeting  in 
Washington,  DC. 

Kenneth  Carter  of  Jackson  has  been  named  a 
fellow  of  the  American  College  of  Radiology. 

Clayton  Cook  of  Hattiesburg  discussed  detoxifica- 
tion at  a recent  seminar  on  alcoholism  and  drug 
dependency. 

Edgar  Draper  of  UMC  presented  a paper  at  the 
University  of  Michigan  recently. 

Richard  Ellison  has  been  named  a fellow  of  the 
American  College  of  Radiology. 

Lee  England  of  Natchez  recently  was  installed  as 
chief  of  staff  at  Jefferson  Davis  Memorial  Hospital. 
Iley  Dillon  was  elected  vice-chief. 

Owen  Evans  of  UMC  recently  was  guest  speaker  at 
the  annual  meeting  of  the  Mississippi  Public  Health 
Association  in  Biloxi. 

George  Allen  Eyrich  has  associated  with  Rush 
Medical  Group  in  Meridian  for  the  practice  of  car- 
diology. 

Jackson  Bone  and  Joint  Clinic  announces  the  retire- 
ment of  Louis  A.  Farber. 

James  D.  Fly  of  Jackson  was  guest  speaker  at  a 
recent  meeting  of  the  Memphis  Ophthalmological 
Society. 

Thomas  Freeland  of  UMC  recently  was  consultant 
to  the  Alabama  Commission  on  Higher  Education. 

Armin  Haerer  of  UMC  presented  a paper  at  the 
Thirteenth  World  Congress  of  Neurology  in  Ham- 
burg, Germany. 

James  Hardy  of  UMC  served  as  president-elect  of 
the  Paris  Congress  of  International  Society  of 
Surgery  in  Paris  recently. 

(Continued  on  page  336) 
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PERSONALS  (Continued from  page  334) 


Bobby  Heath  of  UMC  presented  a paper  at  a meet- 
ing of  the  Southeastern  Pediatric  Cardiology  Society 
in  Wilmington,  North  Carolina. 

J . Ken  Hensarling  of  Jackson  spoke  at  a meeting  of 
the  Lupus  Foundation  of  America,  Central  Missis- 
sippi Chapter. 

Wood  Hiatt  of  UMC  was  instructor  at  a conference 
at  Plattsburg  Air  Force  Base,  New  York. 

Julian  B.  Hill  of  Tupelo  received  renewal  of  an 
NCI  grant  for  the  North  Mississippi  Clinical  Com- 
munity Oncology  Program,  one  of  six  NCI  spon- 
sored clinical  research  programs  in  the  southeastern 
United  States. 

Thomas  E.  Holden  of  Grenada  announces  the  asso- 
ciation of  Sidney  W.  Bondurant  for  the  practice  of 
obstetrics  and  gynecology. 

Samuel  Johnson  of  UMC  has  been  elected  to  the 
board  of  directors  of  Royal  Maid  Association  for  the 
Blind. 

Robert  Jordan  has  associated  with  Meridian  Re- 
gional Hospital’s  clinic  in  Stonewall  for  the  practice 
of  family  medicine. 

Herbert  Langford  of  UMC  was  guest  speaker  for 
the  recent  meeting  of  the  Canadian  Hypertension 
Society  in  Vancouver,  British  Columbia. 

John  Lewis  has  established  his  practice  of  family 
medicine  at  the  Levee  Street  Clinic  in  Cleveland. 

Richard  Long  announces  the  opening  of  his  office 
for  the  practice  of  general  medicine  in  Picayune. 

Bruce  M.  McCarthy,  William  A.  Morrision, 
and  J.  Michael  Weaver  have  associated  with  the 
Hattiesburg  Clinic  for  the  practice  of  orthopedic 
surgery. 

T.  Scott  McCay  of  Jackson  has  been  named  a 
fellow  of  the  American  College  of  Radiology. 

Francis  Morrison  of  UMC  lectured  at  an  Amer- 
ican College  of  Physicians  course  in  oncology  at 
Wayne  State  University  and  attended  a meeting  of 
the  Southwest  Oncology  Group  in  Detroit,  Michi- 
gan. 

John  Morrison  of  UMC  was  guest  speaker  and 
visiting  professor  at  Stanford  University  and  Kaiser 
Permanente  Medical  Center  in  San  Francisco  and 
spoke  at  a perinatology  symposium  in  London,  Eng- 
land. 
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Brett  T.  Person  of  Greenwood  announces  the 
association  of  Michael  T.  Boler  for  the  practice  of 
internal  medicine. 

Seshadri  Raju  of  UMC  presented  a paper  at  the 
International  Society  of  Surgery  in  Paris  recently. 

Kenneth  Reed  of  Meridian  and  Clifford  Seyler 
of  Pascagoula  were  panelists  at  child  abuse  seminars 
held  in  Meridian  and  Pascagoula  recently. 

Charles  G.  Sherwood  announces  the  opening  of 
his  office  for  the  practice  of  ophthalmology  at  Addie 
McBryde  Rehabilitation  Building  in  Jackson. 

Doyle  P.  Smith  of  Hattiesburg  was  speaker  at  a 
conference  in  Hattiesburg  on  alcoholism  and  drug 
abuse. 

David  B . Stephens  has  associated  with  the  Hatties- 
burg Clinic  for  the  practice  of  thoracic  and  car- 
diovascular surgery. 

Guy  T.  Vise,  Jr.  of  Jackson  was  keynote  speaker  at 
the  South  Carolina  Orthopaedic  Association  meeting 
held  at  Kiawah  Island. 

Winn  Walcott  announces  the  opening  of  his  office 
for  the  practice  of  pediatrics  at  2200  South  Lamar 
Boulevard  in  Oxford. 


Baggett,  Horace  H.,  Hattiesburg.  Born  Florence, 
AL,  March  24,  1948;  M.D.,  University  of  Missis- 
sippi School  of  Medicine,  Jackson,  1973;  interned 
and  pediatric  residency.  University  Medical  Center, 
Jackson,  1973-77;  anesthesiology  residency,  same, 
1983-85;  elected  by  South  Mississippi  Medical  Soci- 
ety. 


Keller,  Candance  E.,  Hattiesburg.  Bom  Laurel, 
MS,  March  24,  1952;  M.D.,  University  of  Missis- 
sippi School  of  Medicine,  Jackson,  1978;  interned 
and  general  surgery  residency.  University  Medical 
Center,  Jackson,  1978-81;  anesthesiology  residen- 
cy, University  of  Texas  Medical  Branch,  Galveston, 
January,  1982-December,  1983;  elected  by  South 
Mississippi  Medical  Society. 
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The  Journal  welcomes  manuscripts  which 
should  be  submitted  to  the  Editors  at  735  River- 
side Drive,  Jackson,  MS  39216,  in  original  and 
at  least  one  duplicate  copy.  They  must  be 
typewritten  double  spaced  on  SVi  by  11-inch 
white  paper.  Brief  manuscripts  (about  2,500 
words  or  8 pages)  will  be  given  preference 
over  longer  articles. 

The  author  is  responsible  for  all  statements 
made  in  his  work,  including  changes  made  by  the 
manuscript  editor.  Manuscripts  are  received 
with  the  understanding  that  they  are  not  under 
simultaneous  consideration  by  any  other  publi- 
cation and  have  not  been  previously  published. 
All  manuscripts  will  be  acknowledged,  and 
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author,  the  Journal  is  not  responsible  in  event 
of  loss.  Manuscripts  accepted  for  publication 
become  the  property  of  the  Journal  and  are 
copyrighted  by  the  association  when  published. 
They  may  not  be  published  elsewhere  without 
written  release  and  permission  from  both  the 
Journal  and  the  author. 

All  copy  must  be  double  spaced,  including 
legends,  footnotes,  and  references.  Generous 
margins  at  the  top,  bottom,  and  on  both  sides  of 
the  page  should  be  allowed.  Each  page  after  the 
title  page  should  be  consecutively  numbered  and 
carry  a running  head  identifying  the  paper  and 
author. 

Titles  should  be  short,  specific,  and  clear. 
Ordinarily,  a title  should  not  exceed  80  charac- 
ters, including  punctuation. 

References  should  be  limited  to  a maximum 
of  10.  If  there  are  more  than  10,  the  references 
will  be  omitted  and  a notation  made  to  write 
the  author  for  a complete  list.  Textbooks,  per- 
sonal communications,  and  unpublished  data 
may  not  be  cited  as  references.  References  must 
include  names  of  authors,  complete  title  cited, 
name  of  journal  or  book  spelled  out  or  ab- 
breviated according  to  the  Index  Medicus,  vol- 
ume number,  first  and  last  page  numbers, 
month,  date  (if  published  more  frequently  than 
monthly),  and  year.  References  should  be  ar- 
ranged according  to  order  listed  in  the  text  and 
must  be  numbered  consecutively. 

Manuscripts  accepted  for  publication  are 
subject  to  copy  editing.  Authors  will  receive 
galley  proof  prior  to  publication.  Galley  proof  is 
only  for  correction  of  errors,  and  text  changes 


may  not  be  made.  The  galley  proof  should  be 
returned  by  the  author  within  48  hours  from 
receipt,  and  no  further  changes  may  be  made. 

Illustrations  consist  of  all  material  which  can- 
not be  set  into  type  such  as  photographs,  line 
drawings,  graphs,  charts,  and  tracings.  Illus- 
trations should  be  submitted  separately  from  text 
copy.  Figures  and  drawings  should  be  profes- 
sionally prepared  with  black  ink  on  white  paper. 
Photographs  should  be  of  high  resolution,  un- 
mounted, untrimmed,  glossy  prints.  Each  must 
be  clearly  identified.  No  charges  are  made  to 
authors  for  up  to  four  illustration  engravings. 
More  are  not  permitted  unless  voted  on  by  two 
editors  and  extra  costs  must  be  absorbed  by  the 
author. 

Illustrations  must  be  numbered  and  cited  in  the 
text.  Legends,  not  exceeding  40  words  and  pref- 
erably shorter,  must  accompany  each  illustra- 
tion, typed  double  spaced  on  separate  sheets. 
The  following  information  should  appear  on  a 
gummed  label  affixed  to  the  back  of  each  illus- 
tration: Figure  number,  manuscript  title,  au- 
thor’s name,  and  arrow  indicating  top  of  the 
illustration. 

In  photographs  in  which  there  is  any  possibil- 
ity of  personal  identification,  an  acceptable  legal 
release  must  accompany  the  material. 

A thesis  summary  of  75  to  100  words  must 
accompany  each  manuscript. 

Reprints  may  be  obtained  at  cost  plus  shipping 
charges  from  the  association  and  should  be  or- 
dered prior  to  publication.  The  Journal  re- 
serves the  right  to  decline  any  manuscript.  Au- 
thors should  avoid  placing  subheads  in  the  text, 
and  the  Editors  reserve  the  prerogative  of  writing 
and  inserting  subheads  according  to  Journal 
style.  — The  Editors. 

In  addition,  in  view  of  The  Copyright  Revi- 
sion Act  of  1976,  effective  Jan.  1,  1978, 
transmittal  letters  to  the  editor  should  contain 
the  following  language:  ‘‘In  consideration  of 
the  Mississippi  State  Medical  Association’s 
taking  action  in  reviewing  and  editing  my 
submission,  the  author(s)  undersigned  hereby 
transfers,  assigns,  or  otherwise  conveys  all 
copyright  ownership  to  the  MSMA  in  the 
event  that  such  work  is  published  by  the 
MSMA.”  We  regret  that  transmittal  letters 
not  containing  the  foregoing  language  signed 
by  all  authors  of  the  submission  will  necessi- 
tate delay  in  review  of  the  manuscript.  — The 
Editors. 
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Once-daily  INDERAL  LA 
(propranolol  HCI)  for 
smooth  blood  pressure 
control  without  the 
potassium  problems 
of  diuretics 

Once-ciciily  INDERAL  LA  (propranolol  hf('l) 
avoids  the  risk  of  diuretie-incluceci  ECCl  al> 
normalities  due  to  hyfDokalemia.'  ' In  addi- 
tion, INDERAL  LA  [^reserves  potassium 
balance  without  additive  agents  or  sufDple- 
ments  while  providing  simple,  well-tolerated 
therapy  with  broad  cardiovascular  benefits. 

Once-daily  INDERAL  LA 
for  the  cardiovascular 
benefits  of  the  world's 
leading  beta  blocker 

Simply  start  with  80  mg  once  daily.  Dosage 
may  be  increased  to  1 20  mg  to  1 60  mg  once 
daily  as  needed  to  achieve  additional  control 

Like  conventional  INDERAL  tablets, 
INDERAL  LA  should  not  be  used  in  the 
presence  of  congestive  heart  failure,  sinus 
bradycardia,  heart  block  greater  than  first 
degree,  and  bronchial  asthma. 


The  appearance  of  these  capsules 


80  mg  120  mg  160  mg 

Please  see  brief  summary  of  prescribing  information 
on  the  next  page  for  further  details. 


Once~daily 

^^'"‘"si»l/ND£IRAL*  LA 

(PROPRANOLOL  HCI)  ‘~%^^SULES^ 

BRIEF  SUMMARY  (FOP  FULL  PRESCRIBING  INFORMATION.  SEE  PACKAGE  CIRCULAR  ) 
INDERAL'  LA  brand  of  propranolol  hydrochloride  (Long  Acting  Capsules) 
DESCRIPTION.  Inderal  LA  is  formulated  to  provide  a sustained  release  ot  propranolol 
hydrochloride  Inderal  LA  is  available  as  80  mg,  120  mg.  and  160  mg  capsules 
CLINICAL  PHARMACOLOGY.  INDERAL  is  a nonselective  bela-adrenergic  receptor 
blocking  agent  possessing  no  other  autonomic  nervous  system  activity  It  specifically  com- 
petes with  beta-adrenergic  receptor  stimulating  agents  tor  available  receptor  sites  When 
access  to  beta-receptor  sites  is  blocked  by  INDERAL.  the  chronotropic,  inotropic,  and 
vasodilator  responses  to  beta-adrenergic  stimulation  are  decreased  proportionately 

INDERAL  LA  Capsules  (80. 120.  and  160  mg)  release  propranolol  HCI  at  a controlled  and 
predictable  rate  Peak  blood  levels  following  dosing  with  INDERAL  LA  occur  at  about  6 hours 
and  the  apparent  plasma  half-lite  is  about  10  hours  When  measured  at  steady  state  over  a 24- 
hour  period  the  areas  under  the  propranolol  plasma  concentration-lime  curve  (AUCs)  for  Ihe 
capsules  are  approximately  60%  to  65%  of  the  AUCs  for  a comparable  divided  daily  dose  of 
INDERAL  tablets  The  lower  AUCs  tor  the  capsules  are  due  to  grealer  hepatic  metabolism  of 
propranolol,  resulting  from  the  slower  rate  of  absorption  of  propranolol  Over  a twenty-four  (24) 
hour  period,  blood  levels  are  fairly  constant  tor  about  twelve  (12)  hours  then  decline 
exponentially 

INDERAL  LA  should  not  be  considered  a simple  mg  for  mg  substitute  for  conventional 
propranolol  and  the  blood  levels  achieved  do  not  match  (are  lower  than)  those  of  two  to  four 
times  daily  dosing  with  the  same  dose  When  changing  to  INDERAL  LA  from  conventional 
propranolol,  a possible  need  for  retitration  upwards  should  be  considered  especially  to 
maintain  effectiveness  at  the  end  of  the  dosing  interval  In  most  clinical  sellings,  however, 
such  as  hypertension  or  angina  where  there  is  little  correlation  between  plasma  levels  and 
clinical  effect.  INDERAL  LA  has  been  therapeutically  equivalent  to  Ihe  same  mg  dose  of 
conventional  INDERAL  as  assessed  by  24-hour  effects  on  blood  pressure  and  on  24-hour 
exercise  responses  of  heart  rale,  systolic  pressure  and  rate  pressure  product  INDERAL  LA 
can  provide  effective  beta  blockade  lor  a 24-hour  period 

The  mechanism  of  the  antihypertensive  effect  of  INDERAL  has  not  been  established 
Among  the  factors  that  may  be  involved  in  contributing  to  the  antihypertensive  action  are  (1) 
decreased  cardiac  output,  (2)  inhibition  of  renin  release  by  the  kidneys,  and  (3)  diminution  of 
tonic  sympathetic  nerve  outflow  from  vasomotor  centers  in  the  brain  Although  total  peripheral 
resistance  may  increase  initially,  it  readiusts  to  or  below  the  pretreatment  level  with  chronic 
use  Effects  on  plasma  volume  appear  to  be  minor  and  somewhat  variable  INDERAL  has 
been  shown  to  cause  a small  increase  in  serum  potassium  concentration  when  used  in  Ihe 
treatment  of  hypertensive  patients 

In  angina  pectoris,  propranolol  generally  reduces  Ihe  oxygen  requirement  of  Ihe  heart  at 
any  given  level  of  effort  by  blocking  the  catecholamine-induced  increases  in  the  heart  rate, 
systolic  blood  pressure,  and  the  velocity  and  extent  of  myocardial  contraction  Propranolol 
may  increase  oxygen  requirements  by  increasing  left  ventricular  liber  length,  end  diastolic 
pressure  and  systolic  ejection  period  The  net  physiologic  effect  of  beta-adrenergic  blockade 
IS  usually  advantageous  and  is  manifested  during  exercise  by  delayed  onset  of  pain  and 
increased  work  capacity 

In  dosages  greater  than  required  for  beta  blockade.  INDERAL  also  exerts  a quinidine-like 
or  anesihelic-like  membrane  action  which  affects  the  cardiac  action  potential  The  signifi- 
cance of  Ihe  membrane  action  in  the  treatment  of  arrhythmias  is  uncertain 

The  mechanism  ot  the  antimigraine  effect  of  propranolol  has  not  been  established  Beta- 
adrenergic  receptors  have  been  demonstrated  in  the  pial  vessels  of  the  brain 

Beta  receptor  blockade  can  be  useful  in  conditions  in  which,  because  of  pathologic  or 
functional  changes,  sympathetic  activity  is  detrimental  to  the  patient  But  there  are  also 
situations  in  which  sympathetic  stimulation  is  vital  For  example,  in  patients  with  severely 
damaged  hearts,  adequate  ventricular  function  is  maintained  by  virtue  of  sympathetic  drive 
which  should  be  preserved  In  the  presence  of  AV  block,  greater  than  first  degree,  beta 
blockade  may  prevent  the  necessary  facilitating  effect  of  sympathetic  activity  on  conduction 
Beta  blockade  results  in  bronchial  constriction  by  interfering  with  adrenergic  bronchodilator 
activity  which  should  be  preserved  in  patients  subject  to  bronchospasm 
Propranolol  is  not  significantly  dialyzable 

INDICATIONS  AND  USAGE.  Hypertension:  INDERAL  LA  is  indicated  in  the  manage- 
ment ot  hypertension,  it  may  be  used  alone  or  used  in  combination  with  other  antihypertensive 
agents,  particularly  a thiazide  diuretic  INDERAL  LA  is  not  indicated  in  the  management  of 
hypertensive  emergencies 

Angina  Pectoris  Due  to  Coronary  Atherosclerosis:  INDERAL  LA  is  indicated 
for  Ihe  long-term  management  of  patients  with  angina  pectoris 

Migraine:  INDERAL  LA  is  indicated  for  the  prophylaxis  of  common  migraine  headache 
The  efficacy  of  propranolol  in  the  treatment  ot  a migraine  attack  that  has  started  has  not  been 
established  and  propranolol  is  not  indicated  for  such  use 

Hypertrophic  Subaortic  Stenosis:  INDERAL  LA  is  useful  in  the  management  of 
hypertrophic  subaortic  stenosis,  especially  for  treatment  of  exertional  or  other  stress-induced 
angina,  palpitations,  and  syncope  INDERAL  LA  also  improves  exercise  performance  The 
effectiveness  of  propranolol  hydrochloride  in  this  disease  appears  to  be  due  to  a reduction  of 
the  elevated  outflow  pressure  gradient  which  is  exacerbated  by  beta-receptor  stimulation 
Clinical  improvement  may  be  temporary 

CONTRAINDICATIONS.  INDERAL  IS  contraindicated  in  1)  cardiogenic  shock.  2)  sinus 
bradycardia  and  greater  than  first  degree  block.  3)  bronchial  asthma.  4)  congestive  heart 
failure  (see  WARNINGS)  unless  the  failure  is  secondary  to  a tachyarrhythmia  treatable  with 
INDERAL 

WARNINGS.  CARDIAC  FAILURE  Sympathetic  stimulation  may  be  a vital  component  sup- 
porting circulatory  function  in  patients  with  congestive  heart  failure,  and  its  inhibition  by  beta 
blockade  may  precipitale  more  severe  failure  Although  beta  blockers  should  be  avoided  in 
overt  congestive  heart  failure,  if  necessary,  they  can  be  used  with  close  follow-up  in  patients 
with  a history  of  failure  who  are  well  compensated  and  are  receiving  digitalis  and  diuretics 
Beta-adrenergic  blocking  agents  do  not  abolish  the  inotropic  action  ot  digitalis  on  heart 
muscle 

IN  PATIENTS  WITHOUT  A HISTORY  OF  HEART  FAILURE,  continued  use  of  beta  blockers 
can,  in  some  cases,  lead  to  cardiac  failure  Therefore,  at  Ihe  first  sign  or  symptom  of  heart 
failure.  Ihe  patient  should  be  digitalized  and/or  treated  with  diuretics,  and  the  response 
observed  closely,  or  INDERAL  should  be  disconlinued  (gradually,  if  possible) 

IN  PATIENTS  WITH  ANGINA  PECTORIS,  Ihere  have  been  reports  of  exacerbation  of 
angina  and.  in  some  cases,  myocardial  infarction,  following  abrupt  discontinuance  of 
INDERAL  therapy  Therefore,  when  discontinuance  of  INDERAL  is  planned  the  dosage 
should  be  gradually  reduced  over  at  least  a lew  weeks,  and  the  patient  should  be 
cautioned  against  interruption  or  cessation  of  therapy  without  the  physician's  advice  It 
INDERAL  therapy  is  interrupted  and  exacerbation  of  angina  occurs,  it  usually  is  advis- 
able to  reinstilute  INDERAL  Iherapy  and  take  other  measures  appropriate  lor  the  man- 
agement of  unstable  angina  pectoris  Since  coronary  artery  disease  may  be 
unrecognized,  it  may  be  prudent  to  follow  the  above  advice  in  patients  considered  at  risk 
of  having  occult  atherosclerotic  heart  disease  who  are  given  propranolol  for  other 

indications 

Nonallergic  Bronchospasm  (e.g.,  chronic  bronchitis,  emphysema) — 
PATIENTS  WITH  BRONCHOSPASTIC  DISEASES  SHOULD  IN  GENERAL  NOT  RECEIVE  BETA 
BLOCKERS  INDERAL  should  be  administered  with  caution  since  it  may  block  bronchodila- 
lion  produced  by  endogenous  and  exogenous  catecholamine  stimulation  of  beta  receptors 
MAJOR  SURGERY  The  necessity  or  desirability  of  withdrawal  of  beta-blocking  Iherapy 
prior  to  major  surgery  is  controversial  II  should  be  noted,  however,  that  Ihe  impaired  ability  of 
Ihe  heart  to  respond  to  reflex  adrenergic  stimuli  may  augment  the  risks  ot  general  anesthe- 
sia and  surgical  procedures 


The  appearance  of  these  capsules 
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INDERAL  (propranolol  HCI).  like  other  beta  blockers,  is  a competitive  inhibitor  of  beta- 
receptor  agonists  and  its  effects  can  be  reversed  by  administration  of  such  agents,  e g . 
dobutamine  or  isoproterenol  However,  such  patients  may  be  subject  to  protracted  severe 
hypotension  Difficulty  in  starting  and  maintaining  the  heartbeat  has  also  been  reported  with 
beta  blockers 

DIABETES  AND  HYPOGLYCEMIA  Beta-adrenergic  blockade  may  prevent  the  ap- 
pearance of  certain  premonitory  signs  and  symptoms  (pulse  rate  and  pressure  changes)  ot 
acute  hypoglycemia  in  labile  insulin-dependent  diabetes  In  Ihese  patients,  it  may  be  more 
difficult  to  adjust  the  dosage  of  insulin 

THYROTOXICOSIS  Beta  blockade  may  mask  certain  clinical  signs  ot  hyperthyroidism 
Therefore,  abrupt  withdrawal  of  propranolol  may  be  followed  by  an  exacerbation  of  symptoms 
ot  hyperthyroidism,  including  thyroid  storm  Propranolol  does  not  distort  thyroid  function  tests 
IN  PATIENTS  WITH  WOLFRPARKINSON-WHITE  SYNDROME,  several  cases  have  been 
reported  in  which,  after  propranolol,  the  tachycardia  was  replaced  by  a severe  bradycardia 
requiring  a demand  pacemaker  In  one  case  this  resulted  after  an  initial  dose  ot  5 mg 
propranolol 

PRECAUTIONS.  General  Propranolol  should  be  used  with  caution  in  patients  with  impaired 
hepatic  or  renal  function  INDERAL  (propranolol  HCI)  is  not  indicated  lor  the  treatment  of 
hypertensive  emergencies 

Beta  adrenoreceptor  blockade  can  cause  reduction  of  intraocular  pressure  Patients 
should  be  told  that  INDERAL  may  interfere  witn  the  glaucoma  screening  test  Withdrawal  may 
lead  lo  a return  of  increased  intraocular  pressure 

Clinical  Laboratory  Tests  Elevated  blood  urea  levels  in  patients  with  severe  heart  disease, 
elevated  serum  transaminase,  alkaline  phosphatase,  lactate  dehydrogenase 

DRUG  INTERACTIONS  Patients  receiving  catecholamine-depleting  drugs  such  as  reser- 
pine  should  be  closely  observed  if  INDERAL  is  administered  The  added  catecholamine- 
blocking  action  may  produce  an  excessive  reduction  of  resting  sympathetic  nervous  activity 
which  may  result  in  hypotension,  marked  bradycardia,  vertigo,  syncopal  attacks,  or  orthostatic 
hypotension 

Carcinogenesis.  Mutagenesis.  Impairment  ol Fertility  Long-term  studies  in  animals  have 
been  conducted  to  evaluate  toxic  elfects  and  carcinogenic  potential  In  18-month  studies  in 
both  rats  and  mice,  employing  doses  up  to  150  mg/kg/day.  there  was  no  evidence  of  significant 
drug-induced  toxicity  There  were  no  drug-related  tumorigenic  effects  at  any  of  the  dosage 
levels  Reproductive  studies  in  animals  did  not  show  any  impairment  of  fertility  that  was 
attributable  to  the  drug 

Pregnancy  Pregnancy  Category  C INDERAL  has  been  shown  to  be  embryotoxic  in 
animal  studies  at  doses  about  10  times  greater  than  the  maximum  recommended  human  dose 
There  are  no  adequate  and  well-controlled  studies  in  pregnant  women  INDERAL  should 
be  used  during  pregnancy  only  if  the  potential  benefit  justifies  the  potential  risk  to  the  fetus 
Nursing  Mothers  INDERAL  is  excreted  in  human  milk  Caution  should  be  exercised  when 
INDERAL  is  administered  to  a nursing  woman 

Pediatric  Use  Safety  and  effectiveness  in  children  have  not  been  established 
ADVERSE  REACTIONS.  Most  adverse  effects  have  been  mild  and  transient  and  have 
rarely  required  the  withdrawal  of  therapy 

Cardiovascular  bradycardia,  congestive  heart  failure,  intensification  of  AV  block,  hypo- 
tension. paresthesia  of  hands,  thrombocytopenic  purpura,  arterial  insufficiency,  usually  of  the 
Raynaud  type 

Central  Nervous  System  lightheadedness:  mental  depression  manifested  by  insomnia, 
lassitude,  weakness,  fatigue,  reversible  mental  depression  progressing  to  catatonia,  visual 
disturbances,  hallucinations,  an  acute  reversible  syndrome  characterized  by  disorientation  for 
time  and  place,  short-term  memory  loss,  emotional  lability,  slightly  clouded  sensorium.  and 
decreased  performance  on  neuropsychomelrics 

Gastrointestinal,  nausea,  vomiting,  epigastric  distress,  abdominal  cramping,  diarrhea, 
constipation,  mesenteric  arterial  thrombosis,  ischemic  colitis 

AJIergic  pharyngitis  and  agranulocytosis,  erythematous  rash,  fever  combined  with  aching 
and  sore  throat,  laryngospasm  and  respiratory  distress 
Respiratory  bronchospasm 

Hematologic  agranulocytosis,  nonthrombocytopenic  purpura,  thrombocytopenic 
purpura 

Auto-Immune  In  extremely  rare  instances,  systemic  lupus  erythematosus  has  been 
reported 

Miscellaneous  alopecia.  LE-like  reactions,  psoriasiform  rashes,  dry  eyes,  male  impo- 
tence. and  Peyronie's  disease  have  been  reported  rarely  Oculomucocutaneous  reactions 
involving  the  skin,  serous  membranes  and  conjunctivae  reported  for  a beta  blocker  (practolol) 
have  not  been  associated  with  propranolol 

DOSAGE  AND  ADMINISTRATION.  INDERAL  LA  provides  propranolol  hydrochloride  in  a 
sustained-release  capsule  for  administration  once  daily  If  patients  are  switched  from  INDERAL 
tablets  to  INDERAL  LA  capsules,  care  should  be  taken  to  assure  that  the  desired  therapeutic 
effect  IS  maintained  IN(3eRAL  LA  should  not  be  considered  a simple  mg  for  mg  substitute  tor 
INDERAL  INDERAL  LA  has  different  kinetics  and  produces  lower  blood  levels  Retitration  may 
be  necessary  especially  to  maintain  effectiveness  at  the  end  of  the  24-hour  dosing  interval 
HYPERTENSION — Dosage  must  be  individualized.  The  usual  initial  dosage  is  80  mg 
INDERAL  LA  once  daily,  whether  used  alone  or  added  to  a diuretic  The  dosage  may  be 
increased  lo  120  mg  once  daily  or  higher  until  adequate  blood  pressure  control  is  achieved 
The  usual  maintenance  dosage  is  120  to  160  mg  once  daily  In  some  instances  a dosage  of  640 
mg  may  be  required  The  time  needed  for  full  hypertensive  response  to  a given  dosage  is 
variable  and  may  range  from  a tew  days  to  several  weeks 

ANGINA  PECTORIS — Dosage  must  be  individualized  Starting  with  80  mg  INDERAL  LA 
once  daily,  dosage  should  be  gradually  increased  at  three  to  seven  day  intervals  until  optimum 
response  is  obtained  Although  individual  patients  may  respond  at  any  dosage  level.  Ihe 
average  optimum  dosage  appears  to  be  160  mg  once  daily  In  angina  pectoris,  the  value  and 
safety  of  dosage  exceeding  320  mg  per  day  have  not  been  established 

If  treatment  is  to  be  discontinued,  reduce  dosage  gradually  over  a period  of  a few  weeks 
(see  WARNINGS) 

MIGRAINE — Dosage  must  be  individualized  The  initial  oral  dose  is  80  mg  INDERAL  LA 
once  daily  The  usual  effeclive  dose  range  is  160-240  mg  once  daily  The  dosage  may  be 
increased  gradually  lo  achieve  optimum  migraine  prophylaxis  If  a satisfactory  response  is  not 
obtained  within  four  to  six  weeks  after  reaching  the  maximum  dose.  INDERAL  LA  therapy 
should  be  discontinued  It  may  be  advisable  to  withdraw  the  drug  gradually  over  a period  ol 

S6V6T3I  W66kS 

HYPERTROPHIC  SUBAORTIC  STENOSIS— 80-160  mg  INDERAL  LA  once  daily 
PEDIATRIC  DOSAGE— At  this  time  the  data  on  the  use  of  the  drug  in  this  age  group  are  too 
limited  to  permit  adequate  directions  for  use 
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Medico-Legal  Brief 

Physician  Loses 

Age  Discrimination  Suit 

A professional  corporation  was  entitled  to  sum- 
mary judgment  in  an  age  discrimination  action 
against  it  by  a physician-shareholder,  a federal  trial 
court  in  Connecticut  ruled. 

The  physician  was  a founding  member  of  the 
professional  corporation,  which  was  formed  in  1972 
to  provide  radiological  services  to  a hospital.  Each 
of  the  five  founding  radiologists  capitalized  the  cor- 
poration by  the  same  amount  and  received  the  same 
amount  of  stock.  Each  was  an  officer  and  director  of 
the  firm  and  executed  identical  employment  and 
stockholders  agreements.  On  July  22,  1980,  the 
radiologist  was  expelled  from  the  professional  cor- 
poration by  its  other  members.  He  was  51  years  old 
at  the  time.  Under  the  employment  termination 
agreement,  the  remaining  members  of  the  profes- 
sional corporation  would  purchase  his  stock  within 
90  days  of  his  termination. 

In  an  action  against  the  professional  corporation, 
the  physician  claimed  that  he  was  entitled  to  dam- 
ages for  alleged  age  discrimination  in  violation  of 
the  Age  Discrimination  in  Employment  Act.  Noting 
that  the  professional  corporation  was  an  employer, 
the  court  said  that  the  physician  could  not  be  consid- 
ered an  employee  of  the  corporation.  Although  the 
radiology  group  was  technically  a corporation  and 
all  of  its  employees  and  owners  could  be  considered 
employees  under  the  act,  the  court  said  that  the 
radiology  group  was  a partnership  in  all  but  name. 
The  court  applied  the  economic  realities  test  in  mak- 
ing its  decision.  The  structure  of  the  business  was  an 
equal  division  of  ownership  and  management  and  an 
equal  sharing  of  profits  and  losses  among  the  mem- 
bers, the  court  said.  As  a member  of  the  common 
enterprise,  the  physician  could  not  separate  himself 
from  his  management  and  ownership  participation. 
He  was  not  an  employee  under  the  act,  and  the 
corporation  was  entitled  to  summary  judgment.  — 
Hyland  v.  New  Haven  Radiology  Associates,  606 
F.Supp.  617  (D.C.,  Conn.,  April  16,  1985) 
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Staff  Leasing  . . . 

What  it  can  do  for  you! 

•Administration 

Write  only  one  check  a pay  period.  No 
red  tape  of  being  the  employer,  e.g., 
tax  withholdings,  deposits,  W-2’s, 
W-4’s,  quarterlies,  etc.  No  workers 
comp  or  insurance  claims,  no  payroll 
or  employee  recordkeeping.  Reduced 
Costs. 

• Staff  Turnover 

Salary  is  not  the  issue,  the  big  dispari- 
ty is  in  the  area  of  employee  benefits. 
Better  benefits  will  make  your  staff 
more  loyal  and  your  office  more  com- 
petitive in  the  job  market  place. 

•Your  Future 

Simplifies  your  pension  and  benefit 
plans.  You  will  be  able  to  contribute 
the  maximum  amount  into  your  own 
pension,  and  other  benefit  plans  (up 
to  200%  of  Salary)  apart  from  your 
staff. 

Staff  Leasing  does  not  compromise  your 
relationship  with  your  staff.  It  is  an  op- 
portunity to  enhance  their  benefits  and 
your  practice. 

GET  MORE  DOLLARS  OUT  OF  YOUR 
PRACTICE  BY  LEASING  YOUR  STAFF 

939-4744 

First  South  Advisory  Group 

660  Lakeland  East  Drive 
Suite  400 

Jackson,  Mississippi  39208 
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Physicians  Wanted 

Consulting  Physicians.  Board  eligible  orthopedic 
and  psychiatric  consultants  needed  25-30  hours  per 
week  for  evaluation  of  Social  Security  disability 
claims.  Positions  available  immediately.  For  addi- 
tional information,  please  call  Deborah  Warriner, 
Medical  Staff  Coordinator,  Disability  Determina- 
tion Services,  (601)  923-2153. 

Emergency  Physicians  Wanted.  Part-time  and 
full-time  positions.  Columbus,  MS.  Call  (601)  328- 
8385. 

ER  Physician.  Full  time  ER  position  available.  Low 
Volume,  modem,  well-equipped  ER  in  Louisiana. 
Driving  distance  from  New  Orleans.  Experience  re- 
quired. (504)  897-0797. 


Mississippi,  Positions  Available.  Immediate/full- 
time positions  available  with  well-established, 
growing  emergency  medical  group  staffing  hospital 
emergency  departments  on  a 24-hour  basis  and  clin- 
ics providing  continual  medical  care  in  Central  and 
South  Mississippi.  Prefer  residency-trained  or  ex- 
perienced physicians  with  specialties  in  any  of  the 
following  areas:  Emergency,  Family  Practice,  In- 
ternal, and  Industrial  or  Occupational  Medicine  in- 
terested in  a career  commitment.  Attractive  salary 
and  benefit  package.  Career  advancement.  ME  A, 
P.A.  is  a physician-owned  and  managed  medical 
group  committed  to  the  financial  security  and  per- 
sonal development  of  each  physician  member.  For 
information  contact:  Sheila  M.  Lunceford;  Post 
Office  Box  12917;  Jackson,  MS  39236-2917;  or  call 
(601)366-6503. 


For  Sale.  Bennett  clinic  x-ray  unit.  Model  C-300 
300MA  125  KVP  with  table  and  buckey;  four  years 
old,  $10,499.  Alpha/Tek  AX  700  processor, 
$1,995;  slightly  older  GE  x-ray  unit  300  MA  125 
KVP,  $8,999.  Call  354-5821 . (After  5:00  p.m.,  call 
956-8504.) 


PHYSICIANS  NEEDED 

Physicians  (especially  specialists  such  as 
ophthalmologists,  pediatricians,  orthopedists, 
neurologists,  etc.)  interested  in  performing 
consultative  evaluations  (according  to  Social 
Security  guidelines)  should  contact  the  Medi- 
cal Relations  Office.  WATS  1-800-962-2330, 
extensions  2276,  2275,  or  2190;  Jackson,  922- 
6811,  extensions  2276,  2275,  or  2190. 

The  Mississippi  Disability  Determination 
Services  now  has  a program  available  for 
medical  society  meetings  and  hospital  staff 
meetings.  The  purpose  of  this  program  is  to 
explain  how  the  disability  determination  pro- 
cess works,  its  historical  background,  its  basis 
in  legality  and  its  documentation  requirements. 
Any  group  interested  in  this  presentation 
should  also  contact  the  Medical  Relations 
Office. 


Physicians  Available 

Family  Practice.  1981  UMC  graduate,  residency 
trained,  board  certified;  interested  in  partnership  or 
group  experience,  primarily  in  Mississippi.  Reply 
to:  1822  Laurel  Street,  Jackson,  MS  39202  (601) 
352-6629. 


Anesthesiologist.  B.C.  university-trained;  20 
years  experience;  proficient  in  all  types  of  anesthe- 
sia; excellent  credentials;  Reply  4110-A,  Chico 
Road,  Pascagoula,  MS  39567. 


UMC  Graduate  completing  residency  in  family 
practice  in  1986  seeks  small  community  practice  in 
association  with  one  or  more  physicians.  Informa- 
tion on  potential  practice  locations  should  be  sent  to 
Box  A,  c/o  Journal  MSMA,  P.O.  Box  5229,  Jack- 
son,  MS  39216. 
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Want  to  relocate?  If  so,  we  offer  an  easy  way  to 
do  it.  Send  us  your  CV.  We  will  condense  it  and  will 
routinely  circulate  the  condensed  version  to  over 
3,000  hospitals,  clinics,  group  practices,  and  labs  in 
12  states  (AL,  AR,  FL,  GA,  KY,  LA,  MS,  NC,  OK, 
SC,  TN,  TX).  All  at  no  cost  to  you  now  or  ever.  All 
specialties  needed.  Trent  Associates,  2421  Shades 
Crest  Road,  Birmingham,  AL  35216. 

1986  CME  Cruise/Conferences  on  Selected 
Medical  Topics  — Caribbean,  Mexican, 
Hawaiian,  Alaskan,  mediterranean.  7-12  days  year- 
round.  Approved  for  20-24  CME  Cat.  1 credits 
(AMA/PRA)  & A AFP  prescribed  credits.  Distin- 
guished professors.  Fly  Roundtrip  Free  on  Carib- 
bean, Mexican,  & Alaskan  Cruises.  Excellent  group 
fares  on  finest  ships.  Registration  limited.  Pre- 
scheduled in  compliance  with  present  IRS  require- 
ments. Information:  International  Conferences,  189 
Lodge  Ave.,  Huntington  Station,  NY  11746;  (516) 
549-0869. 


Index  to  Advertisers 


Ayerst  Laboratories  18A,  18B,  18C,  18D,  338B,  338C,  338D 


Boots  Pharmaceuticals  335,  336 

Campbell  Laboratories  333 

Canton  Exchange  Bank  331 

Curtis  1000  Information  System  316 

Disability  Determination  Services  340 

First  South  Advisory  Group  339 

Harreld  Chevrolet  337 

Knoll  Pharmaceuticals 318B,  318C,  318D 

Eli  Lilly  and  Co 9 


Ralph  Maisel 8 

Medical  Assurance  Co.  of  Miss 330 

MSMA  Benefit  Plan  and  Trust second  cover 

Miss.  State  Department  of  Health  332 

Miss.  Stationery  334 


Premier  Printing  8 


Roche  Laboratories  ...  14,  15,  16,  third  and  fourth  covers 


Sandoz  17,  18 

Smith  Kline  and  French 318A 

Stuart  Pharmaceuticals 7,  8 


University  of  Alabama  1 2,  1 3 

The  Upjohn  Company  338A 

U.  S.  Air  Force 315 

U.  S.  Army  Reserve 4 


Jon  Wimbish 10 


Thomas  Yates  & Co 6 


M (g®KF(gILI!]Jga®KF 


Further  cuts  in  Medicare  outlays  for  elderly  hospital  patients  threaten  to  be 
arbitrary  spending  reductions,  warns  Congressman  Robert  Matsui  (D-Calif)  in 
the  October  31  JAMA.  His  editorial  pointed  to  problems  with  the  DRG  reim- 
bursement system,  including  regional  variations  in  costs  of  labor  and  supplies 
and  the  lack  of  adjustments  for  hospitals  treating  large  numbers  of  Medicare 
and  low- income  patients.  He  called  for  an  extension  of  the  original  three- 
year  phase-in  period,  noting  the  need  for  refinements  in  the  system. 


Hospitals  with  large  numbers  of  emergency  department  admissions,  especially 
Medicare  patients,  may  face  financial  losses  resulting  from  the  prospective 
payment  system,  according  to  the  October  3 issue  of  JAMA.  One  hospital’s  study 
of  ER-generated  admissions  showed  that  Medicare  patient  deficits  measured 
$2,363,163  while  all-payer  patients  showed  a net  profit  of  $4,267,859,  when 
costs  were  used  to  compute  expenses.  When  charges  were  used  to  measure  expense, 
all  clinical  departments  showed  losses  for  both  groups  of  patients. 


Permanent  eyelash  loss  can  follow  pigment  implantation,  known  as  eyelid 
tattooing,  designed  to  replace  the  need  for  daily  application  of  cosmetic 
eyeliner,  according  to  a report  in  the  October  Archives  of  Ophthalmology.  An 
accompanying  editorial  says,  "The  sensational  promoting  of  eyelid  tattooing 
makes  one  wonder  about  the  direction  of  our  specialty  and  the  value  of  the  many 
years  spent  in  professional  training."  The  writer  notes  the  procedure  may 
finally  prove  to  be  safe  and  useful,  but  emphasizes  the  need  for  more  study. 


Only  three  low  level  radioactive  waste  (LLRW)  disposal  sites  remain  open  in  the 
United  States,  and  even  they  are  threatened  with  closure,  according  to  a report 
in  the  October  31  JAMA.  Since  medicine  and  medical  research  account  for  nearly 
one  quarter  of  such  wastes,  the  closure  problem  is  one  that  medicine  must 
address,  the  report  adds.  The  writers  note  the  need  to  deal  responsibly  with 
the  issue,  both  in  terms  of  effective  isolation  of  LLRW  from  the  biosphere  and 
in  terms  of  the  potential  loss  of  vital  medical  services. 


NOTES:  Uncompensated  care  for  Mississippi's  hospitals  totaled  more  than 

$272  million  in  1984,  the  highest  figure  ever... By  the  year  2025,  nearly  one 
in  five  people  will  be  65  years  of  age  or  older,  nearly  twice  the  proportion 
today .. .Orthopedic  injuries  sustained  in  motorcycle  accidents  cost  an 
average  of  $17,704,  according  to  one  study  which  also  found  75%  of  victims 
had  no  insurance  and  72%  of  costs  were  paid  by  the  state. . .First-time  enroll- 
ment in  U.S.  medical  schools  has  decreased  for  the  third  year  in  a row. 
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. highly  effective 
for  both  sleep  induction  and 
sleep  maintenance 

Sleep  Laboratory  Investigator 
Pennsylvania 


. . onset  of  action  is 
rapid. . . provides  sleep  with 
no  rebound  effect  to  agitate  the 
patient  the  following  day  ^ ^ 


Psychiatrist 

Calitornia 


mm.  . . appears  to  have 
the  best  safety  record  of  any 
of  the  benzodiazepines 


Psychiatrist 

Calitornia 


After  15  years,  the  experts  still  concur  about  the 
continuing  value  of  Dolmone  (flurozepom  HCI/ 
Roche).  It  provides  sleep  that  satisfies  patients. . . 
and  the  wide  margin  of  safety  that  satisfies  you. 

The  recommended  dose  in  elderly  or  debilitated 
patients  is  15  mg.  Contraindicated  in  pregnancy. 


DALMANE 

flurazepam  HCI/Roche  (S 


sleep  that  satisfies 


15-mg/30-mg 

capsules 


References:  1.  Kales  J,  elal:  Clin  Pharmacol  Ther  12  69]- 
697  Jul-Aug  1971  2.  Kales  A,  etol:  Clin  Pharmacol  Ther 
/8  356-363,  Sep  1975  3.  Kales  A,  elal.  Clin  Pharmacol 
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Mar  1977 


DALMANE" 

tlurazepam  HCI/Roche® 


Before  prescribing,  please  consult  complete  product 
information,  a summary  ot  which  follows: 

Indications:  Eftective  in  all  types  of  insomnia  choracterized 
by  difficulty  in  tailing  asleep,  frequent  nocturnal  awakenings 
and/or  early  morning  awakening,  in  patients  with  recurring 
insomnia  or  poor  sleeping  habits,  in  acute  or  chronic  medicol 
situations  requiring  restful  sleep  Objective  sleep  loborotory 
data  hove  shown  effectiveness  for  at  least  28  consecutive 
nights  of  administration  Since  insomnia  is  often  transient 
and  intermittent,  prolonged  administration  is  generally  not 
necessary  or  recommended  Repeated  therapy  should  only 
be  undertaken  with  appropriate  patient  evaluation 
Contraindications:  Known  hypersensitivity  to  flurazepam  FICI, 
pregnancy  Benzodiazepines  may  cause  fetal  damage  when 
administered  during  pregnancy  Several  studies  suggest  an 
increased  risk  of  congenital  malformations  associated  with 
benzodiazepine  use  during  the  first  trimester  Warn  patients 
of  the  potential  risks  to  the  fetus  should  the  possibility  of  be- 
coming pregnant  exist  while  receiving  flurazepam  Instruct 
patients  to  discontinue  drug  prior  to  becoming  pregnant  Con- 
sider the  possibility  of  pregnancy  prior  to  instituting  therapy 
Warnings:  Caution  patients  about  possible  combined  effects 
with  alcohol  and  other  CNS  depressants  An  additive  effect 
may  occur  if  alcohol  is  consumed  the  day  following  use  for 
nighttime  sedation  This  potential  may  exist  for  several  days 
following  discontinuation  Caution  against  hazardous  occu- 
pations requiring  complete  mental  alertness  (eg . operating 
machinery,  driving)  Potential  impairment  of  performance  of 
such  activities  may  occur  the  day  following  ingestion  Not 
recommended  for  use  in  persons  under  15  years  of  age 
Withdrawal  symptoms  rarely  reported,  abrupt  discontinuation 
should  be  avoided  with  gradual  tapering  of  dosage  for  those 
patients  on  medication  for  a prolonged  period  of  time  Use 
caution  in  administering  to  addiction-prone  individuals  or 
those  who  might  increase  dosage 
Precautions:  In  elderly  and  debilitated  patients,  it  is  recom- 
mended that  the  dosage  be  limited  to  1 5 mg  to  rei^cerrislwt"") 
oversedation,  dizziness,  confusion  and/or  ataxia  fcansicS:  / ^ 
potential  additive  effects  with  other  hypnotics  or  CNS  depres- 
sants Employ  usual  precautions  in  severely  depressed,, , 
patients,  or  in  those  with  latent  depression  or  suicidp|ityden- 
cies,  or  in  those  with  impaired  renal  or  hepatic  function 


Adverse  Reactions:  Dizziness,  drowsiness,  lightheadedness, 
staggering,  ataxia  and  falling  have  occurred,  parfigJiarly  in’ 
elderly  or  debilitated  patients  Severe  sedation,  lethargy,  dis-^ 
orientation  and  coma,  probably  indicative  of  drugTnfolerance 
or  overdosage,  have  been  reported  Also  reported  heodache, 
heartburn,  upset  stomach,  nausea,  vomiting,  diarrhea,  con- 
stipation, Gl  pain,  nervousness,  talkativeness,  apprehension, 
irritability,  weakness,  palpitations,  chest  pains,  body  and  joint 
pains  and  GU  complaints.  There  have  also  been  rare  occur- 
rences of  leukopenia,  granulocytopenia,  sweating,  flushes, 
difficulty  in  focusing,  blurred  vision,  burning  eyes,  faintness, 
hypotension,  shortness  of  breath,  pruritus,  skin  rash,  dry 
mouth,  bitter  taste,  excessive  salivation,  anorexia,  euphoria, 
depression,  slurred  speech,  confusion,  restlessness,  halluci- 
nations, and  elevated  SGOT,  SGPT,  total  and  direct  bilirubins, 
and  alkaline  phosphatase,  and  paradoxical  reactions,  e g . 
excitement,  stimulation  and  hyperactivity 


Dosage:  Individualize  for  maximum  beneficial  effect  Adults 
30  mg  usual  dosage,  15  mg  may  suffice  in  some  patients 
Elderly  or  debilitated  patients.  15  mg  recommended  initially 
until  response  is  determined 


Supplied:  Capsules  containing  1 5 mg  or  30  mg  tlurazepam 
HCI 


Roche  Products  Inc. 
Manati,  Puerto  Rico  00701 


*1  FOR  SLEEP 

After  more  than  1 5 years  of  use,  if s # 1 for  sleep  that  satisfies. 

Patients  are  satisfied  because  they  fall  asleep  fast  and  stay 
asleep  till  morning.^  ® And  yoL/Ve  satisfied  by  the  exceptionally 
wide  margin  of  safety  As  always,  caution  patients  about 
driving  or  drinking  alcohol. 

Please  see  references  and  summary  af  product  information  on  reverse  side 
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Copyright  © 1985  by  Roche  Products  Inc,  All  rights  reserved. 
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NEW  HEADQUARTERS  BUILDING  - 


Groundbreaking  This  Month 


You’re 

a Professional. 

You  need  Professional 
Health  Insurance 
Coverage. 
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Benefit  Flan  and  Trust 


MSMA  Benefit  Plan  and  Trust  is 
a superior  insurance  program  which 
fulfills  the  quality  of  coverage  and 
affordability  that  everyone  wants. 

Sponsored  by  the  Mississippi 
State  Medical  Association,  the 
MSMA  Benefit  Plan  and  Trust  offers 
life  and  health  benefits  to  physician 
members  of  MSMA, their  employees 
and  families. 


• $1,000,000  lifetime  benefits. 

• Life  Coverage  up  to  $50,000. 

• Broad  benefits  with  fair  and 
equitable  rates. 

• Management  by  and  for 
physicians. 

• Non-profit  and  administered 
at  lowest  possible  cost. 


For  Complete  Description  of  Benefits  Write: 

MSMA  Benefit  Plan  and  Trust 
P.O.Box  55509 
Jackson,  MS  39216 
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Disability 
Income  Protection 


$30,000 


Tax  Free  Each  Year  When  You  Are  Disabled 


• Broad  Disability  Definitions. 

• Residual  Disability  Benefits  paid  when  you  continue  to 
suffer  income  loss  upon  return  to  work. 

• Inflation  Protection  Rider  helps  replace  buying  power  of  | 

your  benefit  lost  to  inflation. 

• Choice  of  Benefit  Period. 

• Choice  of  Waiting  Period. 

• Underwritten  by  INIV 

. . . Founded  in  1792,  Insurance  Company  of  North  America  is 

one  of  the  oldest  and  strongest  insurance  companies  in  the  I 

United  States. 

* Based  on  $2,500  Monthly  Benefits 

Insurance  With  Innovation 

For  Complete  Information  Contact: 

Thomas  Yates  & Co. 

GROUP  INSURANCE  ADMINISTRATORS 

P.O.Box  5048  • Suite  365  Woodland  Hills  Building  • 3000  Old  Canton  Road  • Jackson,  MS  39216 

(601)366-2406 
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1-800-352-2 

Call  the  travel  specialists  toll-f^! 


When  you  come  down 
with  the  urge  or  necessity 
to  travel,  call  Avanti  for 
expert  service.  Everything 
we  do  for  you  is  free  of  charge, 
-^even  the  phone  call. 

ur  travel  specialists  will  take  care 
f all  your  plans,  plane  reservations, 
rental,  hotel  accommodations  and 
more.  We’re  here  to  help  you  with 
ers,  tours,  cruises,  personal  vacations, 
business  meetings  and 
conventions. 

The  next  time  you  make 
travel  arrangements, 
remember  Avanti  is  always 
on  call,  toll-free. 

TT=l/2%yEl_,  rNlC. 

5025 1-55  North  •Jackson,  Mississippi  39206  • 981-9111 


Assukance 

of  A Finn  Foundation 


Stability . . . the  most 
important  feature  to  look  for 
in  your  professional  liability 
insurance  provider.  And 
something  you  can  depend 
on  with  Medical  Assurance 
Company  of  Mississippi. 

Rate  structure  and  services 
provided  are  of  little  significance 
w hen  you  hav  e to  worrv'  about 
w hether  your  insurance  com- 
pany will  still  be  in  business 
from  dav’  to  day 

One  of  the  reasons  more 
plivsicians  are  turning  to 
Medical  Assurance  Company 
of  Mississippi  is  the  knowledge 
that  they  are  receiving  the  most 
cost  effective  coverage  backed 
by  a financially  sound 
company 


Savings  and  financial  strength 
are  provided  by  a program  of 
sound  investments  and  strong 
underwriting  guidelines.  Our 
staff  is  made  up  of  experienced 
insurance  personnel.  And 
because  all  claims  are  reviewed 
by  a panel  of  medical  experts, 
you  can  rest  assured  that  your 
needs  are  understood. 

Medical  Assurance  Company 

has  experienced  a steady  growth 
during  our  seven  years  in 
business . . . and  unlike  other 
carriers  in  the  state,  our  mem- 
bership is  constantly  increasing. 

Because  of  this  phenomenal 
growth,  we  recently  had  to  move 
to  larger  quarters  in  order  to 
house  the  necessary^  staff  and 
facilities  to  provide  even 
better  service. 


For  answers  to  any  questions 
you  might  have  regarding 
medical  malpractice  insurance, 
feel  free  to  come  by  our  new^ 
office  or  call  on  us  at  any  time. 

Medical  Assurance  Company 
of  Mississippi 

220  Business  Plaza.  Suite  B 
100  Business  Park  Drive 
Jackson,  Mississippi  39213 
957-2855 
1 800  325  4172 

The  professional  liability 
company  o/*  Mississippi 
physicians,  by’  Mississippi 
physicians,  and  for 
Mississippi  physicians. 


Medical  Assurance 


1-55 


County  Line 
Road 


Hanging 


Moss 


Road 


Downtown 

JacKson 
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December  1985 


Dear  Doctor: 

A $4.6  million  budget  cut  in  the  middle  of  the  fiscal  year  has  forced  the 
dismissal  of  85  University  Medical  Center  employees  and  the  closing  of  UMC’s 
outpatient  dental  clinic  and  pharmacy.  In  an  effort  to  cope  with  the  cuts, 
the  medical  center  will  also  reduce  overtime  work  and  will  not  fill  23  vacant 
jobs.  Additionally,  travel  budgets  will  be  frozen  and  equipment  purchases 
delayed . 

The  medical  center’s  cuts  were  part  of  a $12.4  million  reduction 
in  state  appropriations  for  higher  education  which  affected  the 
eight  state  universities.  The  cuts  were,  in  turn,  part  of  a $47.4 
million  reduction  in  the  state  general  fund  budget,  which  also 
affected  the  State  Health  Department.  Faced  with  a 4.3%  budget  cut, 
the  Health  Department  will  reduce  allocations  to  programs  for  crippled 
children  and  family  planning,  as  well  as  the  Tuberculosis  Control 
Program,  which  will  receive  the  largest  reduction,  $325,000. 

The  ten-year-old  health  planning  act  will  expire  on  November  30,  1986, 
following  action  of  the  House  Energy  and  Commerce  Committee,  which  has  voted 
to  "sunset"  the  measure.  The  controversial  act  has  long  been  opposed  by  the 
AMA  in  favor  of  a local,  community-based  voluntary  approach  to  health  planning. 

The  lives  of  more  than  400  motorists  have  been  saved  in  states  with  safety 
belt  use  laws  in  effect,  countering  a nationwide  trend  towards  higher  traffic 
death  rates  in  1985,  according  to  figures  released  by  agencies  in  four  states. 
Traffic  Safety  Now,  Inc.,  which  compiled  the  figures,  notes  that  in  both 
New  York  and  Michigan  28%  fewer  drivers  and  passengers  have  died  since 
laws  in  each  of  those  states  have  been  in  effect  (Janualy  1,  1985  for  New  York 
and  July  1,  1985  for  Michigan) . 

A Massachusetts  law  requiring  physicians  to  accept  assignment  for  all  services 
to  Medicare  beneficiaries  has  been  challenged  in  a lawsuit  filed  by  the  AMA 
and  the  state  medical  society.  Under  the  law,  which  went  into  effect  last 
month,  physicians  must  agree  to  comply  with  Medicare  assignment  as  a condition 
for  licensure. 


Patsy  Silver 
Managing  Editor 
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All  of  our  medical  knowle 


MIST— Medical  Information  Ser\'ice 
via  Telephone. 

It  allows  any  practitioner  in  the 
United  States  to  consult  quickly  with 
specialists  at  the  University  of  Alabama  Medical 
Center  at  UAB.  So  it  helps  physicians  help  their 
patients  more  effectively  and  quickly  — without 
increasing  the  cost!  MIST  operates  all  day,  every'  day. 

By  simply  dialing  a single  toll-free  number. 


a physician  has  immediate  access  to  the  latest 
research,  clinical  findings  and  protocols.  It’s  a 
sophisticated  communications  link  between  physi 
cians  and  professionals  in  all  areas  of  health  care. 

MIST  relies  on  the  internationally  recognized 
research  and  patient  care  centers  at  the  University 
of  Alabama  Medical  Center  at  UAB.  Specialists  in 
all  fields  are  available  to  provide  specific  medical 
information  and  to  discuss  patient-related 


; problems  whenever  they  arise. 

MIST  isn’t  a new  service. 

Physicians  and  other  health  care  professionals 
have  relied  on  it  as  a fast  source  of  medical  infor- 
mation and  advice  for  over  17  years. 

MIST  is  a valuable  link  for  rapid  access  to  medi- 
cal information.  So  the  next  time  you  need  help 
with  patient  problems,  referrals  or  emergency 
information,  consult  us. 


Consult  With  A Specialist,  Call 

1 800  292-6308 


MIST: 

[LJVZ]  on 

V ^ ^ Bir 


IN  ALABAMA 

1 800  452-9860 

OUTSIDE  ALABAMA 


The  University 
f Alabama  at 
Birmingham 


A, 


It  Shouldn’t  Even  Be  a Contest 


You  want  what's  best  for  your  patients  — 
not  what's  cheapest.  Medicine  shouldn't  be 
practiced  any  other  way. 

Yet  today's  physicians  are  wrestling  with  a 
troublesome  array  of  cost-containment  initia- 
tives: fee  freezes,  arbitrary  caps  on  Medicare 
reimbursement,  even  restrictions  on  access  to 
care.  The  stakes  are  high  — life  or  death. 

The  AMA  is  in  favor  of  cost-effectiveness, 
but  not  at  the  expense  of  quality  care  — or 
physicians'  freedom  to  provide  it.  So  we're  act- 
ing, not  reacting  — by  delivering  cost-effective- 
ness information  at  special  workshops  and 
annual  meetings;  by  offering  publications 
including  the  Physician's  Cost  Containment 
Checklist;  and  by  launching  programs,  such  as 
the  Cost-Effectiveness  Network  for  hospital 
staffs  to  test  cost-effectiveness  strategies,  and 
the  Health  Policy  Agenda  for  the  American 
People,  a long-range  set  of  directions  and 
priorities  for  health  care. 


In  Washington,  D.C.,  and  in  court,  we're 
fighting  government-imposed  fee  freezes  and 
other  attempts  to  restrict  the  rights  of  physi- 
cians and  patients. 

You  can  fight  back  — by  joining  the  AMA. 
Together,  we'll  help  make  sure  that  quality 
wins  — every  time. 

For  information,  call  toll-free  800/621-8335  (in  Illinois, 
call  collect  312/645-4987),  or  return  this  coupon  to: 

The  American  Medical 
Association 

Division  of  Membership 
535  North  Dearborn,  Chicago,  Illinois  60610 

Please  send  me  AMA  membership  information. 

□ I am  a member  of  my  county  medical  society. 

Name 
Street 

City  State  Zip 

County 


i«.05e 


Consider  the 
causative  organisms. . . 


250-mg  Pulvules®  t.i.d. 


offers  effectiveness  against 
the  major  causes  of  bacteriai  bronchitis 

H.  influenzae,  H.  influenzae,  S.  pneumoniae,  S.  pyogenes 

(ampicillin-susceptible)  (ampicillin-resistant) 


Brief  Summary  Consult  the  pacliage  literature  for  prescribing 
information 

Indications  and  Usage:  Ceclor'  (cefaclor.  Lilly)  is  indicated  in  the 
ireatmeni  of  the  following  infections  when  caused  by  susceptible 
strains  of  the  designated  microorganisms 
Lower  resDiratorv  infections,  including  pneumonia  caused  by 
Streptococcus  pneumoniae  iDiplococcus  pneumoniae I.  Haemoph 
ilus  mUuenzae  and  S pyogenes  (group  A beta-hemolytic 
streptococci) 

Appropriate  culture  and  susceptibility  studies  should  be 
performed  to  determine  susceptibility  of  the  causative  organism 
to  Ceclor 

Contraindication  Ceclor  is  contraindicated  in  patients  with  known 
allergy  to  the  cephalosporin  group  of  antibiotics 
Warnings  IN  PENICILLIN-SENSITIVE  PATIENTS.  CEPHALO- 
SPORIN ANTIBIOTICS  SHOULD  BE  ADMINISTERED  CAUTIOUSLY 
THERE  IS  CLINICAL  AND  LABORATORY  EVIDENCE  OF  PARTIAL 
CROSS-ALLERGENICITY  OF  THE  PENICILLINS  AND  THE 
CEPHALOSPORINS.  AND  THERE  ARE  INSTANCES  IN  WHICH 
PATIENTS  HAVE  HAD  REACTIONS.  INCLUDING  ANAPHYLAXIS 
TO  BOTH  DRUG  CLASSES 

Antibiotics,  including  Ceclor.  should  be  administered  cautiously 
to  any  patient  who  has  demonstrated  some  form  of  allergy, 
particularly  to  drugs 

Pseudomembranous  colitis  has  been  reported  with  virtually  all 
broad-spectrum  antibiotics  (including  macrolides.  semisynthetic 
penicillins,  and  cephalosporins),  therefore,  it  is  important  to 
consider  its  diagnosis  in  patients  who  develop  diarrhea  in 
association  with  the  use  of  antibiotics  Such  colitis  may  range  in 
severity  from  mild  to  life-threatening 
Treatment  with  broad-spectrum  antibiotics  alters  the  normal 
flora  of  the  colon  and  may  permit  overgrowth  of  Clostridia  Studies 
indicate  that  a toxin  produced  by  ClostntJium  difficile  is  one 
primary  cause  of  antibiotic-associated  colitis 
Miid  cases  of  pseudomembranous  colitis  usually  respond  to 
drug  discontinuance  alone  In  moderate  to  severe  cases,  manage- 


ment should  include  sigmoidoscopy,  appropriate  bacteriologic 
studies,  and  fluid,  electrolyte,  and  protein  supplementation 
When  the  colitis  does  not  improve  after  the  drug  has  been 
discontinued,  or  when  it  is  severe,  oral  vancomycin  is  the  drug 
of  choice  for  antibiotic-associated  pseudomembranous  colitis 
produced  by  C difficile  Other  causes  of  colitis  should  be 
ruled  out 

Precautions'  General  Precautions  - If  an  allergic  reaction  to 
Ceclor*  (cefaclor.  Lilly)  occurs,  the  drug  should  be  discontinued, 
and.  if  necessary,  the  patient  should  be  treated  with  appropriate 
agents,  e g . pressor  amines,  antihistamines,  or  corticosteroids 
Prolonged  use  of  Ceclor  may  result  in  the  overgrowth  of 
nonsusceptible  organisms  Careful  observation  of  the  patient  is 
essential  If  superinfection  occurs  during  therapy,  appropriate 
measures  should  be  taken 

Positive  direct  Coombs  tests  have  been  reported  during  treat- 
ment with  the  cephalosporin  antibiotics  In  hematologic  studies 
or  in  transfusion  cross-matching  procedures  when  antiglobulin 
tests  are  performed  on  the  minor  side  or  m Coombs'  testing  of 
newborns  whose  mothers  have  received  cephalosporin  antibiotics 
before  parturition,  it  should  be  recognized  that  a positive 
Coombs’  test  may  be  due  to  the  drug 
Ceclor  should  be  administered  with  caution  in  the  presence  of 
markedly  impaired  renal  function  Under  such  conditions,  careful 
clinical  observation  and  laboratory  studies  should  be  made 
because  safe  dosage  may  be  lower  than  that  usually  recommended 
As  a result  of  administration  of  Ceclor.  a false-positive  reaction 
for  glucose  in  the  urine  may  occur  This  has  been  observed  with 
Benedict’s  and  Fehling's  solutions  and  also  with  Clinitesf 
tablets  but  not  with  Tes-Tape’  (Glucose  Enzymatic  Test  Strip. 
USP.  Lilly) 

Broad-spectrum  antibiotics  should  be  prescribed  with  caution  in 
individuals  with  a history  of  gastrointestinal  disease,  particularly 
colitis 

Usage  in  Pregnancy  ~ Pregnancy  Category  B - Reproduction 
studies  have  been  performed  in  mice  and  rats  at  doses  up  to  12 
times  the  human  dose  and  in  ferrets  given  three  times  the  maximum 


human  dose  and  have  revealed  no  evidence  of  impaired  fertility 
or  harm  to  the  fetus  due  to  Ceclor*  (cefaclor.  Lilly)  There  are. 
however,  no  adequate  and  well-controlled  studies  in  pregnant 
women  Because  animal  reproduction  studies  are  not  always 
predictive  of  human  response,  this  drug  should  be  used  during 
pregnancy  only  if  clearly  needed 

Nursing  Mothers  - Small  amounts  of  Ceclor  have  been  detected 
in  mother  s milk  following  administration  of  single  500-mg  doses. 
Average  levels  were  0 18. 0 20.  0 21 . and  0 16  mcg/ml  at  two. 
three,  four,  and  five  hours  respectively  Trace  amounts  were 
detected  at  one  hour  The  effect  on  nursing  infants  is  not  known 
Caution  should  be  exercised  when  Ceclor  is*  administered  to  a 
nursing  woman 

Usage  in  Children  - Safely  and  effectiveness  of  this  product  tor 
use  in  infants  less  than  one  month  of  age  have  not  been  established 
Adverse  Reactiorts:  Adverse  effects  considered  related  to  therapy 
with  Ceclor  are  uncommon  and  are  listed  below 

Gastrointestinal  symptoms  occur  in  about  2.5  percent  of 
patients  and  include  diarrhea  (1  in  70). 

Symptoms  of  pseudomembranous  colitis  may  appear  either 
during  or  after  antibiotic  treatment  Nausea  and  vomiting  have 
been  reported  rarely 

Hypersensitivity  reactions  have  been  reported  in  about  l 5 
percent  of  patients  and  include  morbiliform  eruptions  |1  in  100) 
Pruritus,  urticaria,  and  positive  Coombs'  tests  each  occur  in  less 
than  1 in  200  patients  Cases  of  serum-sickness-Iike  reactions 
(erythema  multiforme  or  the  above  skin  manifestations  accompanied 
by  arthritis/arthralgia  and.  frequently,  fever)  have  been  reported 
These  reactions  are  apparently  due  to  hypersensitivity  ana  have 
usually  occurred  during  or  following  a second  course  of  therapy 
with  Ceclor  Such  reactions  have  been  reported  more  frequently 
in  children  than  in  adults  Signs  and  symptoms  usually  occur  a tew 
days  after  initiation  of  therapy  and  subside  within  a lew  days 
after  cessation  of  therapy  No  serious  sequelae  have  been  reported 
Antihistamines  and  corticosteroids  appear  to  enhance  resolution 
of  the  syndrome 

Cases  of  anaphylaxis  have  been  reported,  half  of  which  have 


occurred  in  patients  with  a history  of  penicillin  allergy 
Other  effects  considered  related  to  therapy  included 
eosinophilia  (1  in  50  patients)  and  genital  pruritus  or  vaginitis 
(less  than  1 in  100  patients) 

Causal  Relationship  Uncertain  ~ Transitory  abnormalities  in 
clinical  laboratory  test  results  have  been  reported  Although  they 
were  of  uncertain  etiology,  they  are  listed  below  to  serve  as 
alerting  information  for  the  physician 
/fepaf/c  - Slight  elevations  in  SCOT.  SGPT.  or  alkaline 
phosphatase  valuesjl  in  40) 

Hematopoietic- 1tans\en{  fluctuations  in  leukocyte  count, 
predominantly  lymphocytosis  occurring  in  infants  and  young 
children  (1  in  40l 

Renal- Slight  elevations  in  BUN  or  serum  creatinine  (less  than 
1 in  500)  or  abnormal  urinalysis  Hess  than  1 in  200) 

IO61702RI 


Note  Ceclor*  (cefaclor.  Lilly)  is  contraindicated  in  patients 
with  known  allergy  to  the  cephalosporins  and  should  be  given 
cautiously  to  penicillin-allergic  patients 
Penicillin  is  the  usual  drug  of  choice  in  the  treatment  and 
prevention  of  streptococcal  infections,  including  the  prophylaxis 
of  rheumatic  fever  See  prescribing  information 
© 1984.  ELI  LILLY  AND  COMPANY 


Additional  intoimaiion  available  to 
the  profession  on  reguest  from 
Ell  Lilly  and  Company 
Indianapolis  Indiana  46285 
Ell  Lilly  Industries.  Inc 
Carolina  Pueno  Rico  00630 


Aftera  nitrate, 
add  ISOPTIM 

(verapamil  HCl/Knoll) 


To  protect  your  pdttents,as  well  as  their  quality  of  life, 
add  Isoptin  instead  of  a beta  blocker. 


First,  Isoptin  not  only  reduces  myocardial  oxygen  demand 
by  reducing  peripheral  resistance,  but  also  increases  coro- 
nary perfusion  by  preventing  coronary  vasospasm  and 
dilating  coronary  arteries  — both  normal  and  stenotic. 
These  are  antianginal  actions  that  no  beta  blocker 
can  provide. 

Second,  Isoptin  spares  patients  the 
beta-blocker  side  effects  that  may 
compromise  the  quality  of  life. 

With  Isoptin,  fatigue,  bradycardia  and  mental 
depression  are  rare.  Unlike  beta  blockers, 

Isoptin  can  safely  be  given  to  patients  with 
asthma,  COPD,  diabetes  or  peripheral 
vascular  disease.  Serious  adverse 
reactions  with  Isoptin  are  rare 
at  recommended  doses;  the 
single  most  common  side 
effect  is  constipation  (6.3%). 

Cardiovascular  contra- 
indications to  the  use  of 
Isoptin  are  similar  to  those 
of  beta  blockers:  severe 
left  ventricular  dysfunction, 
hypotension  (systolic  pres- 
sure <90  mm  Hg)  or  cardio- 
genic shock,  sick  sinus  syndrome 
(if  no  artificial  pacemaker  is  present) 
and  second-  or  third-degree  AV  block. 

So,  the  next  time  a nitrate  is  not  enough,  add 
Isoptin ...  for  more  comprehensive  antianginal 
protection  without  side  effects  which  may 
cramp  an  active  life  style. 


ISOPTIN.  Added 
antianginal  protection 
without  beta-blocker 
side  effects. 


Please  see  brief  summary  on  following  page. 


ISOPTIIf 

(veiopamll  HCI/KnolO 

80  mg  and  120  mg  scored, film-coated  tablets 


Contraindications:  Severe  left  ventricular  dysfunction  (see  Warnings),  hypo- 
tension (systolic  pressure  < 90  mm  Hg)  or  cardiogenic  shock,  sick  sinus  syn- 
drome (except  In  patients  with  a functioning  artificial  ventricular  pacemaker), 
2nd-  or  3rd-degree  AV  block  Warnings:  ISOPTIN  should  be  avoided  in  patients 
with  severe  left  ventricular  dysfunction  (e.g.,  ejection  fraction  < 30%  or 
moderate  to  severe  symptoms  of  cardiac  failure)  and  in  patients  with  any 
degree  of  ventricular  dysfunction  if  they  are  receiving  a beta  blocker.  (See 
Precautions.)  Patients  with  milder  ventricular  dysfunction  should,  if  possible,  be 
controlled  with  optimum  doses  of  digitalis  and/or  diuretics  before  ISOPTIN  is 
used.  (Note  interactions  with  digoxin  under  Precautions.)  ISOPTIN  may  occa- 
sionally produce  hypotension  (usually  asymptomatic,  orthostatic,  mild  and  con- 
trolled by  decrease  in  ISOPTIN  dose).  Elevations  of  transaminases  with  and 
without  concomitant  elevations  in  alkaline  phosphatase  and  bilirubin  have  been 
reported.  Such  elevations  may  disappear  even  with  continued  treatment;  how- 
ever, four  cases  of  hepatocellular  Injury  by  verapamil  have  been  proven  by  re- 
challenge. Periodic  monitoring  of  liver  function  is  prudent  during  verapamil 
therapy.  Patients  with  atrial  flutter  or  fibrillation  and  an  accessory  AV  pathway 
(e.g.  W-P-W  or  L-G-L  syndromes)  may  develop  increased  antegrade  conduction 
across  the  aberrant  pathway  bypassing  the  AV  node,  producing  a very  rapid 
ventricular  response  after  receiving  ISOPTIN  (or  digitalis).  Treatment  is  usually 
D.C. -cardioversion,  which  has  been  used  safely  and  effectively  after  ISOPTIN. 
Because  of  verapamil's  effect  on  AV  conduction  and  the  SA  node,  1°  AV  block 
and  transient  bradycardia  may  occur.  High  grade  block,  however,  has  been 
infrequently  observed.  Marked  1°  or  progressive  2°  or  3°  AV  block  requires  a 
dosage  reduction  or,  rarely,  discontinuation  and  institution  of  appropriate 
therapy  depending  upon  the  clinical  situation.  Patients  with  hypertrophic  car- 
diomyopathy (IHSS)  received  verapamil  in  doses  up  to  720  mg/day  It  must  be 
appreciated  that  this  group  of  patients  had  a serious  disease  with  a high  mor- 
tality rate  and  that  most  were  refractory  or  intolerant  to  propranolol.  A variety 
of  serious  adverse  effects  were  seen  in  this  group  of  patients  including  sinus 
bradycardia,  2°  AV  block,  sinus  arrest,  pulmonary  edema  and/or  severe  hypo- 
tension. Most  adverse  effects  responded  well  to  dose  reduction  and  only  rarely 
was  verapamil  discontinued.  Precautions:  ISOPTIN  should  be  given  cautiously 
to  patients  with  impaired  hepatic  function  (in  severe  dysfunction  use  about 
30%  of  the  normal  dose)  or  impaired  renal  function,  and  patients  should  be 
monitored  for  abnormal  prolongation  of  the  PR  interval  or  other  signs  of  exces- 
sive pharmacologic  effects.  Studies  in  a small  number  of  patients  suggest  that 
concomitant  use  of  ISOPTIN  and  beta  blockers  may  be  beneficial  in  patients 
with  chronic  stable  angina.  Combined  therapy  can  also  have  adverse  effects  on 
cardiac  function.  Therefore,  until  further  studies  are  completed,  ISOPTIN  should 
be  used  alone,  if  possible.  If  combined  therapy  is  used,  close  surveillance  of  vital 
signs  and  clinical  status  should  be  carried  out.  Combined  therapy  with  ISOPTIN 
and  propranolol  should  usually  be  avoided  in  patients  with  AV  conduction 
abnormalities  and/or  depressed  left  ventricular  function.  Chronic  ISOPTIN  treat- 
ment increases  serum  digoxin  levels  by  50%  to  70%  during  the  first  week  of 
therapy,  which  can  result  in  digitalis  toxicity.  The  digoxin  dose  should  be  re- 
duced when  ISOPTIN  is  given,  and  the  patients  should  be  carefully  monitored  to 
avoid  over-  or  under-digitalization.  ISOPTIN  may  have  an  additive  effect  on 
lowering  blood  pressure  in  patients  receiving  oral  antihypertensive  agents, 
Disopyramide  should  not  be  given  within  48  hours  before  or  24  hours  after 
ISOPTIN  administration.  Until  further  data  are  obtained,  combined  ISOPTIN  and 
quinidine  therapy  in  patients  with  hypertrophic  cardiomyopathy  should  prob- 
ably be  avoided,  since  significant  hypotension  may  result.  Clinical  experience 
with  the  concomitant  use  of  ISOPTIN  and  short-  and  long-acting  nitrates  sug- 
gest beneficial  interaction  without  undesirable  drug  interactions.  Adequate  ani- 
mal carcinogenicity  studies  have  not  been  performed.  One  study  in  rats  did  not 
suggest  a tumorigenic  potential,  and  verapamil  was  not  mutagenic  in  the  Ames 
test.  Pregnancy  Category  C:  There  are  no  adequate  and  well-controlled  studies 
in  pregnant  women.  This  drug  should  be  used  during  pregnancy,  labor  and 
delivery  only  if  clearly  needed.  It  is  not  known  whether  verapamil  is  excreted  in 
breast  milk;  therefore,  nursing  should  be  discontinued  during  ISOPTIN  use. 
Adverse  Reactions:  Hypotension  (2.9%),  peripheral  edema  (1 .7%),  AV  block: 
3rd  degree  (0.8%),  bradycardia:  HR  < 50/min  (1.1%),  CHE  or  pulmonary 
edema  (0.9%),  dizziness  (3.6%),  headache  (1.8%),  fatigue  (1.1%),  constipa- 
tion (6.3%),  nausea  (1.6%),  elevations  of  liver  enzymes  have  been  reported. 
(See  Warnings.)  The  following  reactions,  reported  in  less  than  0,5%,  occurred 
under  circumstances  where  a causal  relationship  is  not  certain:  ecchymosis, 
bruising,  gynecomastia,  psychotic  symptoms,  confusion,  paresthesia,  insomnia, 
somnolence,  equilibrium  disorder,  blurred  vision,  syncope,  muscle  cramp,  shaki- 
ness, claudication,  hair  loss,  macules,  spotty  menstruation  How  Supplied: 
ISOPTIN  (verapamil  HCI)  is  supplied  in  round,  scored,  film-coated  tablets  con- 
taining either  80  mg  or  120  mg  of  verapamil  hydrochloride  and  embossed  with 
"ISOPTIN  80"  or  "ISOPTIN  120"  on  one  side  and  with  "KNOLL"  on  the  reverse 
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SAVINGS  PLAN. 


JUST  ASK  THE 
PEOPLE  AT 
GEORGIA-PACIFIC. 


“For  me,  buying 
Savings  Bonds  is  an 
efficient  way  to  save 
for  a rainy  day.” 
—Laura  Schafer 


“Savings  Bonds  allow 
me  to  put  some 
money  away  before  I 
get  a chance  to  spend 
it.” 

—Rick  Crews 


“Besides  being  a good 
investment  in  my 
country,  Ekinds  help 
me  save  for  my  two 
daughters.” 

— Craig  Heimbigner 


U.S.  Savings  Bonds  now 
offer  higher,  variable  interest 
rates  and  a guaranteed  return. 
Your  employees  will  appreciate 
that.  They’ll  also  appreciate  your 
giving  them  the  easiest,  surest 
way  to  save. 

For  more  information, 
write  to:  Steven  R.  Mead, 
Executive  Director,  U.S.  Savings 
Bonds  Division,  Department  of 
the  Treasury,  Washington,  DC 
20226. 
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Counsel  to  Authors 

The  Journal  welcomes  manuscripts  which 
should  be  submitted  to  the  Editors  at  735  River- 
side Drive,  Jackson,  MS  39216,  in  original  and 
at  least  one  duplicate  copy.  They  must  be 
typewritten  double  spaced  on  SVi  by  1 1-inch 
white  paper.  Brief  manuscripts  (about  2,500 
words  or  8 pages)  will  be  given  preference 
over  longer  articles. 

The  author  is  responsible  for  all  statements 
made  in  his  work,  including  changes  made  by  the 
manuscript  editor.  Manuscripts  are  received 
with  the  understanding  that  they  are  not  under 
simultaneous  consideration  by  any  other  publi- 
cation and  have  not  been  previously  published. 
All  manuscripts  will  be  acknowledged,  and 
while  those  rejected  are  generally  returned  to  the 
author,  the  Journal  is  not  responsible  in  event 
of  loss.  Manuscripts  accepted  for  publication 
become  the  property  of  the  Journal  and  are 
copyrighted  by  the  association  when  published. 
They  may  not  be  published  elsewhere  without 
written  release  and  permission  from  both  the 
Journal  and  the  author. 

All  copy  must  be  double  spaced,  including 
legends,  footnotes,  and  references.  Generous 
margins  at  the  top,  bottom,  and  on  both  sides  of 
the  page  should  be  allowed.  Each  page  after  the 
title  page  should  be  consecutively  numbered  and 
carry  a running  head  identifying  the  paper  and 
author. 

Titles  should  be  short,  specific,  and  clear. 
Ordinarily,  a title  should  not  exceed  80  charac- 
ters, including  punctuation. 

References  should  be  limited  to  a maximum 
of  10.  If  there  are  more  than  10,  the  references 
will  be  omitted  and  a notation  made  to  write 
the  author  for  a complete  list.  Textbooks,  per- 
sonal communications,  and  unpublished  data 
may  not  be  cited  as  references.  References  must 
include  names  of  authors,  complete  title  cited, 
name  of  journal  or  book  spelled  out  or  ab- 
breviated according  to  the  Index  Mediciis,  vol- 
ume number,  first  and  last  page  numbers, 
month,  date  (if  published  more  frequently  than 
monthly),  and  year.  References  should  be  ar- 
ranged according  to  order  listed  in  the  text  and 
must  be  numbered  consecutively. 

Manuscripts  accepted  for  publication  are 
subject  to  copy  editing.  Authors  will  receive 
galley  proof  prior  to  publication.  Galley  proof  is 
only  for  correction  of  errors,  and  text  changes 


may  not  be  made.  The  galley  proof  should  be 
returned  by  the  author  within  48  hours  from 
receipt,  and  no  further  changes  may  be  made. 

Illustrations  consist  of  all  material  which  can- 
not be  set  into  type  such  as  photographs,  line 
drawings,  graphs,  charts,  and  tracings.  Illus- 
trations should  be  submitted  separately  from  text 
copy.  Figures  and  drawings  should  be  profes- 
sionally prepared  with  black  ink  on  white  paper. 
Photographs  should  be  of  high  resolution,  un- 
mounted, untrimmed,  glossy  prints.  Each  must 
be  clearly  identified.  No  charges  are  made  to 
authors  for  up  to  four  illustration  engravings. 
More  are  not  permitted  unless  voted  on  by  two 
editors  and  extra  costs  must  be  absorbed  by  the 
author. 

Illustrations  must  be  numbered  and  cited  in  the 
text.  Legends,  not  exceeding  40  words  and  pref- 
erably shorter,  must  accompany  each  illustra- 
tion, typed  double  spaced  on  separate  sheets. 
The  following  information  should  appear  on  a 
gummed  label  affixed  to  the  back  of  each  illus- 
tration: Figure  number,  manuscript  title,  au- 
thor's name,  and  arrow  indicating  top  of  the 
illustration. 

In  photographs  in  which  there  is  any  possibil- 
ity of  personal  identification,  an  acceptable  legal 
release  must  accompany  the  material. 

A thesis  summary  of  75  to  100  words  must 
accompany  each  manuscript. 

Reprints  may  be  obtained  at  cost  plus  shipping 
charges  from  the  association  and  should  be  or- 
dered prior  to  publication.  The  Journal  re- 
serves the  right  to  decline  any  manuscript.  Au- 
thors should  avoid  placing  subheads  in  the  text, 
and  the  Editors  reserve  the  prerogative  of  writing 
and  inserting  subheads  according  to  Journal 
style.  — The  Editors. 

In  addition,  in  view  oiThe  Copyright  Revi- 
sion Act  of  1976,  effective  Jan.  1,  1978, 
transmittal  letters  to  the  editor  should  contain 
the  following  language:  “In  consideration  of 
the  Mississippi  State  Medical  Association’s 
taking  action  in  reviewing  and  editing  my 
submission,  the  author(s)  undersigned  hereby 
transfers,  assigns,  or  otherwise  conveys  all 
copyright  ownership  to  the  MSMA  in  the 
event  that  such  work  is  published  by  the 
MSMA.”  We  regret  that  transmittal  letters 
not  containing  the  foregoing  language  signed 
by  all  authors  of  the  submission  will  necessi- 
tate delay  in  review  of  the  manuscript.  — The 
Editors . 
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FUTURE  transforms  the  IBM  PC  AT  into  a nine-user 
system  to  manage  your  practice. 


Now  FUTURE  Information 
Systems  offers  the  ATvantage 
that  lets  you  practice  medicine 
instead  of  accounting:  Computone’s 
powerful  combination  of  Medical 
Office  Management  System  soft- 
ware and  AT  expansion  hardware. 

The  total  system  that  provides 
everything  you  need  to  automate 
your  office  from  one  of  the 
country’s  fastest-growing 
computer  dealers. 

You  can  build  a single  IBM  PC  AT 
into  a nine-user  multi-tasking 
system  with  the  AT  ATvantage 
board,  using  any  IBM  PC,  PCjr  or 
inexpensive  stand-alone  terminals 
you  may  already  own. 

You  can  reduce  paperwork  with  easy-to- 
use  Medical  Office  Management  System 
software,  designed  to  let  your  staff  enter  or 
access  information  and  simultaneously 
perform  up  to  five  related  functions.  Many 
accounting  and  management  control  opera- 
tions are  automatically  updated  with  patient 
entry  and  posting. 

And  you  can  do  it  all  with  FUTURE 
beside  you  every  step  of  the  way,  providing 
in-house  or  on-site  training,  complete 
hardware  and  software  maintenance  and 
continuous  support. 

Get  the  Physician’s  ATvantage  working  for 
you.  Contact  FUTURE  Information 
Systems  today. 


Features  of  the  Physician’s  ATvantage: 

□ Instant  access  to  patient  balance,  insurance 
submission  and  insurance  payment  information 

□ Open-item  patient  accounting 
Patient  statements  and  “Super-bill” 

Third-party  insurance  processing 
Patient/guarantor  relationships 
Insurance  rebilling  or  write-off 
Cash  flow  control 
Patient  history 

□ Problem  accounts 

□ Accounts  receivable  reductions  of  20-50% 
Patient  referrals 
Appointment  scheduling 
Automatic  audit  trails 
Single  doctor  office,  or  several 
Multi-office  practices 
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FUTURE 


mupm  THE  WORID’ 


INFORMATION  SYSTEMS 

A Computone  company 


Gulfport:  01909  Cl  Pass  Rd.,  Village  Square  Plaza  • (601)  896-1553 
Other  computer  showrooms  in  a growing  number  of  U S.  cities. 


IBM  PC,  IBM  PCjr  and  IBM  PC  AT  are  trademarks  of  International  Business  Machines  Corp  ATvantage  is  a trademark  of  Computone  Systems  Inc. 


Tort  Reform  Bill  Washington,  DC  - The  AIlA-developed  professional 

Introduced  in  Congress  liability  reform  bill  has  been  Introduced  in 

Congress,  with  Sen.  Thad  Cochran  as  a co- 
sponsor. The  bill  would  provide  federal  grant  incentives  for  states  to  adopt 
certain  reforms,  including:  mandatory  periodic  payments  for  awards  of  future 

damages  exceeding  $100,000;  awards  reduced  by  compensation  received  from  other 
sources;  a limit  on  non-economic  awards;  and  a limit  on  attorneys’  fees. 


"Baby  Doe"  Regulations  Washington,  DC  - U.  S.  Supreme  Court  has  been 

Before  Supreme  Court  asked  to  affirm  the  rights  of  parents,  in  con- 

sultation with  their  physicians,  to  make  treat- 
ment decisions  for  severely  handicapped  newborns.  The  AMA  requested  the 
court  of  enjoin  the  Dept,  of  HHS  from  implementing  a federal  regulation 
affecting  the  treatment  of  impaired  infants.  Lower  courts  ordered  HHS  to  stop 
"Baby  Doe"  investigations  in  hospital  delivery  rooms  and  nurseries. 


Whooping  Cough  Chicago,  IL  - Ten  "near  epidemics"  of  whooping 

Cases  Increasing  cough  have  been  attributed  to  fear  of  side 

effects  of  the  DPT  vaccine,  which  is  prompting 
many  parents  not  to  immunize  their  children.  According  to  the  American  Academy 
of  Pediatrics  the  epidemics,  some  involving  brain  damage  or  death  to  children, 
have  occurred  in  eight  states.  The  CDC  has  tabulated  2,258  cases  of  whooping 
cough  through  mid-October,  almost  double  the  total  of  cases  in  all  of  1982. 


MS-AFP  Screening  Jackson,  MS  - A statewide  reference  laboratory 

Laboratory  at  UMC  for  maternal  serum  alpha-fetoprotein  (MS-AFP) 

screening  became  available  last  month  at  the 
University  Medical  Center.  For  more  information,  contact  Dr.  James  N.  Martin, 
medical  director  of  the  project,  or  Ms.  Melesa  McGregor,  R.N.,  project  co- 
ordinator, at  601/987-4804.  Patient  education  booklets,  sample  permits  and 
mailers  are  available  to  all  physicians  participating  in  this  project. 


Scientific  Exhibit  Jackson,  MS  - Applications  are  now  being 

Space  Available  accepted  from  MS^IA  members  for  scientific 

exhibit  space  at  MSMA’s  1986  Annual  Session. 

The  meeting  will  be  held  June  4-8  at  the  Royal  d’Iberville  Hotel  in  Biloxi. 
Applicants  should  write  a letter  requesting  space,  furnishing  the  title,  name 
of  sponsor (s)  and  the  amount  of  linear  feet  required  for  the  proposed  exhibit. 
Space  is  limited,  so  early  application  is  encouraged. 


MANAGE  YOUR  OFFICE  MORE  EFFECTIVELY  WITH 
THE  MPM  1000  SYSTEM  AVAILABLE  THROUGH 
SOUTHERN  MEDICAL  ASSOCIATIONS 
PHYSICIANS’  PURCHASING  PROGRAM 


Manage  your  office  more 
effectively  with  the  MPM 
1000  System  available 
through  the  Physicians’ 
Purchasing  Program. 

Managing  your  office 
shouldn’t  be  hard; 
however,  with  the  current 
insurance  requirements  and 


the  impending  Medicare 
changes  looming  on  the 
horizon,  it  will  get  more 
difficult.  You  should  call 
Curtis  1000  Information 
Systems  or  Southern 
Medical  Association  to  find 
out  how  the  MPM  1000  can 
help  make  your  practice 
run  more  effectively. 


AVAILABLE  ON  IBM  A/T 


MPM  1000  Simplifies  Your  Paperwork 

You  will  be  able  to  reduce  the  mountains  of  paper- 
work by  using  your  MPM  1000  system  to  process  all 
your  insurance,  complete  your  billing  plus  instan- 
taneously sort  and  file  necessary  information. 

MPM  1000  Speeds  Up  Your  Cash  Flow 

The  MPM  1000  system  will  increase  your  daily  bank 
deposits  by  processing  all  your  insurance  and  pa- 
tients’ receivables  quickly. 

MPM  1000  Improves  Your  Practice  Management 

With  the  MPM  1000  system  you  can  easily  and  intel- 
ligently manage  your  practice  with  computer  gene- 
rated reports.  Trends  and  problems  are  easily  iden- 
tified so  you  can  take  corrective  action  before  they 
become  serious. 


MPM  1000  Is  A One  Source  Solution 

The  MPM  1000  is  a one  source  solution.  With  your 
system  you  receive  all  hardware  (IBM  or  Texas  In- 
struments), software,  complete  five  day  training  pro- 
gram and  responsive  after  sale  support. 

IBM  PC/AT  At  Discount 

Best  of  all,  these  systems  are  available  through  SMA 
Services,  Inc.,  Physicians’  Purchasing  Program  with 
substantial  discounts  on  IBM  and  Texas  Instrument 
equipment. 

FOR  MORE  INFORMATION,  please  fill  out  the 
coupon  below  and  mail  it  to  Southern  Medical  Asso- 
ciation, or  for  faster  service  call  Southern  Medical  at 
(205)  945-1840  or  Curtis  1000  Information  Systems  at 
800-241-4780. 


□ YES!  I would  like  more  information  on  MPM  1000 

My  interests  are:  □ Immediate  □ Long  term  □ Please  contact  me  for  a survey 
1 am  a member  of  SMA  □ 


Name 

(Please  Prim) 

Address 

City 

State 

Zip 

( ) 

Specialty  Office  Phone 

Mail  to:  CURTIS  1000  INFORMATION  SYSTEMS 


2296  Henderson  Mill  Road 
Suite  402 

Atlanta,  Georgia  30345 
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PRINTING-OFFICE  SUPPLIES 
EQUIPMENT  — FURNITURE 


Premier  Printing  Company 

2485  West  Capitol  Jackson,  Mississippi 

Phone  352-4091 


helping  you  change  things 
for  the  better 

Canton  Exchange  Bank 

A FULL  SERVICE  BANK 

'Tour  Account  Handled  in 
Strict  Confidence" 

Each  depositor  insured  to  $100,000 

Branch  Offices 

Canton  East  Branch  Fifs^NaLll 

Bank  Of  Madison  | Bank, 

Bank  Of  Ridgeland  Jackson,  MS 

Federal  Deposit  Insurance  Corporation 


HAVE  YOU  SEEN  THIS  EMBLEM? 


LET  US  PUT  ONE  ON  YOUR  NEXT  CAR! 
HARRELD  CHEVY-OLDSMOBILE 

CANTON 

354-2233 


Some  people  face  the  challenge  of  a 
lifetime  just  to  make  the  starting  line. 
The  challenge  of  physical  limitation. 

Since  1980  the  doctors,  nurses, 
therapists  and  counselors  of  Hebert 
Hospital  have  worked  to  remove 
physical  and  social  barriers  to 
independent  living  for  persons 
disabled  bv  stroke,  brain  trauma, 
spinal  cord  injury,  amputation  and 
other  tragic  events. 

Hebert's  105-bed  Rehabilitation 
Institute  is  one  of  America's  leading 
referral  centers  for  comprehensive 
rehabilitation.  Hebert  offers  the 
complete  range  of  therapies  in  a full- 
service  hospital  setting,  and  gives 
each  patient  the  total  support  needed 
to  achieve  maximum  functional 
independence. 

Success  doesn't  come  easily.  It  isn't 
always  complete.  But  the  effort  is 
richlv  rewarded. 

Sometimes,  just  reaching  the 
starting  line  is  a victory. 

Wt’  rebuild  lives.  d d 


F.  EDWARD  HEBERT  HOSPITAL 

Rehahilitiition  Institute  of  New  Orleans 


One  Stwctinm/  Driiv/Ncw  Orleans,  LA  70114 
(504) 563-2494 

A National  Medical  Enterprises  Health  Care  Center 
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ORIGINAL  PAPERS 


Ruptured  Tubal  Pregnancy  Six  Years 
After  Total  Vaginal  Hysterectomy 

JOHN  P.  CULPEPPER,  III,  M.D. 

Hattiesburg,  Mississippi 


The  following  case  is  presented  as  both  an  unusual 
case  and  a problem  in  differential  diagnosis  of  ab- 
dominal pain. 

This  34-year-old  female  was  admitted  to  the 
Methodist  Hospital,  Hattiesburg,  on  August  17, 
1981,  complaining  of  right  lower  quadrant  abdomi- 
nal pain,  nausea,  and  intermittent  diarrhea.  Signifi- 
cant incidents  in  her  past  history  included  a total 
vaginal  hysterectomy  in  1975  for  endometriosis  and 
a thyroidectomy  in  1978  for  carcinoma  of  the  thy- 
roid. She  had  had  intermittent  treatment  for  nonspe- 
cific colitis  and  chronic  cholecystitis  (x-rays  sug- 
gesting a polyp  or  stone  in  the  gallbladder). 

Her  admission  WBC  was  14,500,  with  hematocrit 
of  35%.  Initial  abdominal  examination  revealed 
tenderness  across  the  lower  abdomen,  but  no  guard- 
ing or  rebound  tenderness,  and  mild  distention  with 
active  peristaltic  sounds.  No  masses  were  felt.  Pel- 
vic examination  confirmed  that  she  had  had  a total 
hysterectomy,  and  other  than  some  right  adnexal 
fullness  and  mild  tenderness,  no  unusual  findings 
were  recorded.  Initial  impression  was  that  she  had 
colitis  but  appendicitis  was  also  considered. 
Cholecystitis  was  doubtful. 

On  the  evening  of  admission,  she  had  a syncopal 
episode  associated  with  intense  lower  abdominal 
pain  and  a small  amount  of  bright  red  vaginal  bleed- 
ing. Vaginal  examination  revealed  blood  coming 
from  a small  hole  in  the  right  apex  of  the  vagina. 


Dr.  Culpepper  is  engaged  in  the  private  practive  of  general 
surgery  at  Surgery  Clinic  of  Hattiesburg,  MS. 


The  author  presents  a case  of  ruptured 
tubal  pregnancy  occurring  six  years  after  a 
total  hysterectomy,  and  discusses  the 
mechanism  of  sperm  entrance,  symptoms, 
and  laboratory  findings.  He  observes  that 
because  it  is  rarely  encountered,  the  diagno- 
sis is  usually  not  considered,  and  empha- 
sizes the  importance  of  early  surgical  in- 
tervention to  prevent  complications  of  hypo- 
volemic shock.  A plea  is  issued  for  salpingec- 
tomy at  the  time  of  hysterectomy. 


Vaginal  packing  seemed  to  control  the  bleeding.  Her 
blood  pressure  stabilized  after  the  initial  episodes, 
but  her  hematocrit  dropped  to  27%  by  August  23  and 
several  blood  transfusions  were  given.  She  was  seen 
in  consultation  on  August  21  by  the  gynecologist 
who  had  performed  her  hysterectomy,  but  no  ex- 
planation could  be  found  for  the  bleeding,  as  it  had 
ceased  by  that  time. 

After  stabilization  with  blood  transfusions,  a 
laparotomy  was  done  on  August  24,  and  several 
thousand  cubic  centimeters  of  old  blood  with  some 
fresh  red  blood  was  found.  There  was  an  orange- 
sized hemorrhagic  mass  adhered  to  the  right  lateral 
pelvic  peritoneum,  bladder  and  vagina.  Initial  im- 
pression was  that  she  had  a ruptured  endometrial 
cyst  of  the  right  ovary;  and  the  entire  mass,  including 
tube  and  ovary,  was  excised.  The  left  tube  and  ovary 
appeared  normal . The  pathologist  returned  a frozen 
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section  report  of  “ruptured  tubal  pregnancy  and  cor- 
pus luteum  cyst  of  pregnancy  in  the  ovary.”  We 
attempted  to  locate  a fetus  in  the  previously  removed 
blood  clots,  but  none  was  recovered.  A cholecystec- 
tomy was  performed  and  the  gynecologist  excised 
and  closed  the  vaginal  fistula.  The  patient  had  a good 
postoperative  recovery  and  was  discharged  in  satis- 
factory condition. 

In  retrospect,  she  stated  that  she  had  had  morning 
sickness,  occasional  vomiting,  and  malaise  for 
several  weeks  before  this  admission,  consistent  with 
the  symptoms  that  she  had  experienced  during  pre- 
vious pregnancies.  Apparently,  six  years  after  hys- 
terectomy, the  tubal  pregnancy  had  resulted  from 
sperm  entering  through  the  fistula  in  the  apex  of  the 
vagina,  which  communicated  with  the  right  fallo- 
pian tube. 

Discussion 

An  excellent  review  of  this  unusual  problem  was 
presented  by  Zollie  and  Rock  in  1982.*  Of  the  24 
reported  cases,  only  ten  were  considered  “late” 
cases  — those  occurring  later  than  9 months  after  the 
hysterectomy.  In  14  cases  conception  was  consid- 
ered to  have  occurred  before  the  hysterectomy. 

The  difficulty  in  making  this  diagnosis  has  been 
apparent  in  all  reported  cases.  In  most  cases,  howev- 
er, the  symptoms  were  consistent  with  a ruptured 
ectopic  pregnancy;  that  is,  nausea,  lower  abdominal 
pain,  vaginal  bleeding,  and  hypovolemic  shock.  The 
main  reason  for  delay  in  diagnosis  and  surgery 


seemed  to  be  the  fact  that  the  patient  had  already  had 
a hysterectomy,  and  the  differential  diagnosis  did 
not  include  consideration  of  a ruptured  tubal  preg- 
nancy. The  addition  of  a urinary  chronic  gonado- 
tropin test  to  the  preoperative  evaluation  of  a patient 
with  these  symptoms  would  be  of  benefit  in  deter- 
mining a diagnosis.  This  problem  could  be  avoided 
if  surgeons  would  consider  total  fallopian  tube  exci- 
sion at  the  time  of  hysterectomy. 

Summary 

This  34-year-old  female  sustained  a ruptured  tub- 
al pregnancy  six  years  following  a total  vaginal  hys- 
terectomy. In  retrospect,  in  spite  of  previous  diagno- 
sis of  colitis  and  cholecystitis,  the  symptoms  on  this 
admission  were  consistent  with  those  of  ruptured 
ectopic  pregnancy.  This  diagnosis  was  not  consid- 
ered preoperatively  because  the  patient  had  had  a 
hysterectomy.  The  awareness  that  this  condition  can 
occur,  although  rare,  and  the  inclusion  of  a urinary 
chronic  gonadotropin  test  in  the  initial  evaluation  of 
the  patient  with  these  symptoms  will  lead  to  earlier 
diagnosis  and  surgical  correction  of  this  serious 
problem. 

★★★ 

P.O.  Box  2038  (39401) 

Reference: 

1.  Zollie,  Alexander;  Ricko,  Joyce  M.:  Ectopic  Pregnancy 
Months  and  Years  After  Hysterectomy.  Archives  of  Surgery, 
July  1982,  vol.  117:962-964. 
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^ Introducing 

The  standout 


Once-daily  _ _ 

Inder/deLA 


The  world's  leading  beta  blocker 
and  diuretic-fbronce-dally 
convenience  without  compromise 


When  selecting  other  once-daily  agents,  physicians  may  have  to  compromise 
either  their  choice  of  beta  blocker  or  diuretic.  With  INDERIDE*  LA,  physicians 
have  the  agents  most  widely  prescribed  worldwide— INDERAL*  and  hydro- 
chlorothiazide—with  the  convenience  of  once-daily  dosage. 

24-hour  blood  pressure  control  with  the 
broad  benefits  of  INDERAL  (propranolol  HCI) 

The  controlled-release  delivery  system  of  INDERIDE  LA  provides  24-hour  beta 
blockade  and  the  broad  cardiovascular  benefits  of  INDERAL  with  a single  daily 
dose.  Compliance  is  enhanced  because  once-daily  administration  fits  easily  into 
patient^  daily  routines. 

Plus  standard-release  hydrochlorothiazide, 
the  thiazide  of  choice  for  comfortable 
momins  diuresis 

Hydrochlorothiazide  is  the  worlds  most  widely  prescribed  antihypertensive 
diuretic.  When  taken  in  the  morning,  INDERIDE  LA  provides  comfortable 
morning  diuresis.  Each  dosage  strength  of  INDERIDE  LA  contains: 

—one  of  the  three  most  widely  prescribed  dosage  strengths  of  INDERAL*  LA— 

80  mg,  120  mg,  or  160  mg  and 

—an  established,  effective  daily  dose  of  standard-release  hydrochlorothiazide- 
50  mg 


cc™/ns  propramfol  HCI  (INDERAl?  LA), 
b.  mg,  and  hydrochlorothiazide,  50  mg 

Ihifce  vMhwttcwnpnmti 


*lhe  appearance  of  INDERIDE*  LA 
Capsules  is  a registered  trademark  of 
Ayerst  Laboratories. 

Please  see  following  page  for  brief  summary 
of  prescribing  information. 


80/50  120/50  160/50' 


Once-daily 

inderidela 


Convenience  without  compromise 
One  capsuie-Once  daiiy 


• Tne  aoDearance  of  these  capsules  is  a registered  trademark  of  Ayerst  Laboratories 
BRIEF  SUMMARY  iFOR  FULL  PRESCRIBING  INFORMATION.  SEE  PACKAGE  CIRCULAR 

INDERIDE*  LA  Brand  of  PROPRANOLOL  HYDROCHLORIDE  (INDERAL®  LA)  and 


HYDROCHLOROTHIAZIDE  (Long  Acting  Capsules) 

No  455— Each  INDERIDE*  LA  80/50  Capsule  contains 

Propranolol  hydrocnioride  (INDERAL*  LA)  80  mg 

Hydrocnioroiniazide  50  mg 

No  457— Each  INDERIDE*  LA  120/50  Capsule  contains 

Propranolol  hydrochloride  (INDERAL  * LA)  1 20  mg 

Hydrocnioroiniazide  50  mg 

No  459— Each  INDERIDE*  LA  160/50  Capsule  contains 

Propranolol  hydrochloride  (INDERAL*  LA)  160  mg 

Hydrtxtniorolhiazide  50  mg 


NDERIDE  LA  is  indicated  in  the  management  ol  hypertension 

This  fixed-combination  drug  Is  not  indicated  for  initial  therapy  of  hypertension.  If 
the  fixed  combination  represents  the  dose  titrated  to  the  individual  patient's  needs, 
therapy  with  the  fixed  combination  may  be  more  convenient  than  with  the  separate 
components. 

CONTRAINDICATIONS 

Propranolol  hydrochloride  (INDERAL*): 

Propranolol  is  contraindicaled  m 1)  cardiogenic  shock  2)  sinus  bradycardia  and  greater  than 
first  degree  block,  3)  bronchial  asthma,  4)  congestive  heart  failure  (see  WARNINGS)  unless  the 
failure  is  secondary  to  a tachyarrhythmia  treatable  with  propranolol 

Hydrochlorothiazide: 

Hydrochlorothiazide  is  contraindicated  in  patients  with  anuria  or  hypersensitivity  to  this  or  other 
sulfonamide-derived  drugs 

WARNINGS 

Propranolol  hydrochloride  (INDERAL*): 

CARDIAC  failure  Sympathetic  stimulation  may  be  a vital  component  supporting  circulatory 
function  in  patients  with  congestive  heart  failure  and  its  inhibition  by  beta  blockade  may 
precipitate  more  severe  failure  Although  beta  blockers  should  be  avoided  m overt  congestive 
heart  failure,  if  necessary  they  can  be  used  with  close  follow-up  in  patients  with  a history  of 
failure  who  are  well  compensated  and  are  receiving  digitalis  and  diuretics  Beta-adrenergic 
blocking  agents  do  not  abolish  the  inotropic  action  of  digitalis  on  heart  muscle 

IN  PATIENTS  WITHOUT  A HISTORY  OF  HEART  FAILURE  continued  use  of  beta  blockers 
can  in  some  cases,  lead  to  cardiac  failure  Therefore  at  the  first  sign  or  symptom  ol  heart 
failure  the  patient  should  be  digitalized  and/or  treated  with  diuretics  and  the  response 
observed  closely,  or  propranolol  should  be  discontinued  (gradually  if  possible) 


IN  PATIENTS  WITH  ANGINA  PECTORIS  there  have  been  reports  of  exacerbation  of  angina 
and  in  some  cases,  myocardial  infarction  following  abrupt  discontinuance  of  propranolol 
therapy  Therefore,  when  discontinuance  of  propranolol  is  planned  the  dosage  should  be 
gradually  reduced  and  the  patient  carefully  monitored  In  addition  when  propranolol  is 
prescribed  for  angina  pectoris  the  patients  should  be  cautioned  against  interruption  or 
cessation  of  therapy  without  the  physicians  advice  If  propranolol  therapy  is  interrupted 
and  exacerbation  of  angina  occurs,  it  usually  is  advisable  to  reinstitute  propranolol  therapy 
and  take  other  measures  appropriate  for  the  management  of  unstable  angina  pectoris 
Since  coronary  artery  disease  may  be  unrecognized,  it  may  be  prudent  to  follow  the  above 
advice  in  patients  considered  at  risk  of  having  occult  atherosclerotic  heart  disease  who  are 
given  propranolol  for  other  indications 


THYROTOXICOSIS  Bela  blockade  may  mask  certain  clinical  signs  of  hyperthyroidism 
Therefore  abrupt  withdrawal  of  propranolol  may  be  followed  by  an  exacerbation  ol  symptoms 
of  hyperthyroidism,  including  thyroid  storm  Propranolol  does  not  distort  thyroid  function  tests 
IN  PATIENTS  WITH  WOLFF-PARKINSON-WHITE  SYNDROME  several  cases  have  been 
reported  in  which,  after  propranolol,  the  tachycardia  was  replaced  by  a severe  bradycardia 
reguiring  a demand  pacemaker  In  one  case  this  resulted  after  an  initial  dose  of  5 mg 
propranolol 

MAJOR  SURGERY  The  necessity  or  desirability  of  withdrawal  of  beta-blocking  therapy 
prior  to  ma|or  surgery  is  controversial  It  should  be  noted,  however,  that  the  impaired  ability  of 
the  heart  to  respond  to  reflex  adrenergic  stimuli  may  augment  the  risks  of  general  anesthesia 
and  surgical  procedures 

Nonallergic  Bronchospasm  (eg,  chronic  bronchitis,  emphysema)— PATIENTS  WITH 
BRONCHOSPASTIC  DISEASES  SHOULD,  IN  GENERAL,  NOT  RECEIVE  BETA  BLOCKERS 
INDERAL  should  be  administered  with  caution  since  it  may  block  bronchodilation  produced  by 
endogenous  and  exogenous  catecholamine  stimulation  of  beta  receptors 

DIABETES  AND  HYPOGLYCEMIA  Beta-adrenergic  blockade  may  prevent  the  appear- 
ance pf  certain  premonitory  signs  and  symptoms  (pulse  rate  and  pressure  changes)  of  acute 
hypoglycemia  in  labile  insulin-dependent  diabetes  In  these  patients,  it  may  be  more  difficult  to 
ad|ust  the  dosage  of  insulin  Hypoglycemic  attacks  may  be  accompanied  by  a precipitous 
elevation  of  blood  pressure 
Hydrochlorothiazide: 

Thiazides  should  be  used  with  caution  in  severe  renal  disease  In  patients  with  renal  disease 
thiazides  may  precipitate  azotemia  In  patients  with  impaired  renal  function,  cumulative  effects 
ol  the  drug  may  develop 

Thiazides  should  also  be  used  with  caution  in  patients  with  impaired  hepatic  function  or 
progressive  liver  disease  since  minor  alterations  of  fluid  and  electrolyte  balance  may  precipi- 
tate hepatic  coma 

Thiazides  may  add  to  or  potentiate  the  action  of  other  antihypertensive  drugs  Potentiation 
occurs  with  ganglionic  or  peripheral  adrenergic-blocking  drugs 

Sensitivity  reactions  may  occur  m patients  with  a history  ol  allergy  or  bronchial  asthma 
The  possibility  of  exacerbation  or  activation  of  systemic  lupus  erythematosus  has  been 
reported 

PRECAUTIONS 

Propranolol  hydrochloride  (INDERAL*): 

GENERAL  Propranolol  should  be  used  with  caution  in  patients  with  impaired  hepatic  or  renal 
function  Propranolol  is  not  indicated  tor  the  treatment  of  hypertensive  emergencies 

Beta-adrenoreceptor  blockade  can  cause  reduction  of  intraocular  pressure  Patients 
should  be  told  that  propranolol  may  interfere  with  the  glaucoma  screening  test  Withdrawal  may 
lead  to  a return  of  increased  intraocular  pressure 

CLINICAL  laboratory  TESTS  Elevated  blood  urea  levels  in  patients  with  severe  heart 
disease  elevated  serum  transaminase  alkaline  phosphatase  lactate  dehydrogenase 

DRUG  INTERACTIONS  Patients  receiving  catecholamine-depleting  drugs,  such  as  reser- 
pme  should  be  closely  observed  if  propranolol  is  administered  The  added  catecholamine- 
biockmg  action  may  produce  an  excessive  reduction  of  resting  sympathetic  nervous  activity, 
which  may  result  m hypotension  marked  bradycardia  vertigo,  syncopal  attacks,  or  orthostatic 
hypotension 
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CARCINOGENESIS  MUTAGENESIS  IMPAIRMENT  OF  FERTILITY  Long-lerrn  studies  in 
animals  have  been  conducted  to  evaluate  toxic  etfects  and  carcinogenic  potential  in  18- 
month  studies  in  both  rats  and  mice  employing  doses  up  to  150  mg/kg/day  there  was  no 
evidence  of  significant  drug-induced  toxicity  There  were  no  drug-related  tumongenic  effects 
at  any  of  the  dosage  levels  Reproductive  studies  m animals  did  not  show  any  impairment  of 
fertility  that  was  attributable  to  the  drug 

PREGNANCY  Pregnancy  Category  C Propranolol  has  been  shown  to  pe  embryotoxic  m 
animal  studies  at  doses  about  10  times  greater  than  the  maximal  recommended  human  dose 
There  are  no  adequate  and  well-controlled  studies  in  pregnant  women  Propranolol  should  be 
used  during  pregnancy  only  if  the  potential  benefit  justifies  the  potential  risk  to  the  fetus 
NURSING  MOTHERS  Propranolol  is  excreted  in  human  milk  Caution  should  be  exercised 
when  propranolol  is  administered  to  a nursing  mother 

PEDIATRIC  USE  Safety  and  effectiveness  in  children  have  not  been  established 
Hydrochlorothiazide: 

General  Periodic  determination  of  serum  electrolytes  to  detect  possible  electrolyte  im- 
balance should  be  performed  at  appropriate  intervals 

All  patients  receiving  thiazide  therapy  should  be  observed  for  clinical  signs  of  fluid  or 
electrolyte  imbalance  namely  Hyponatremia  hypochloremic  alkalosis,  and  hypokalemia 
Serum  and  urine  electrolyte  determinations  are  particularly  important  when  the  patient  is 
vomiting  excessively  or  receiving  parenteral  fluids  Medication  such  as  digitalis  may  also 
influence  serum  electrolytes  Warning  signs  irrespective  of  cause  are  Dryness  of  mouth  thirst 
weakness  lethargy  drowsiness  restlessness  muscle  pains  or  cramps  muscular  fatigue 
hypotension,  oliguria  tachycardia  and  gastrointestinal  disturbances  such  as  nausea  and 
vomiting 

Hypokalemia  may  develop,  especially  with  brisk  diuresis  when  severe  cirrhosis  is  present 
or  during  concomitant  use  of  corticosteroids  or  ACTH 

Interference  with  adequate  oral  electrolyte  intake  will  also  contribute  to  hypokalemia 
Hypokalemia  can  sensitize  or  exaggerate  the  response  of  the  heart  to  the  toxic  effect  of 
digitalis  (eg  increased  ventricular  irritability)  Hypokalemia  may  be  avoided  or  treated  by  use 
of  potassium  supplements  such  as  foods  with  a high  potassium  content 

Any  chloride  deficit  is  generally  mild  and  usually  does  not  require  specific  treatment 
except  under  extraordinary  circumstances  (as  in  liver  or  renal  disease)  Diiutionai  hypo- 
natremia may  occur  in  edematous  patients  in  hot  weather  appropriate  therapy  is  water 
restriction  rather  than  administration  of  salt  except  in  rare  instances  when  the  hypor^airemia  is 
life-threalening  In  actual  salt  depletion,  appropriate  replacement  is  the  therapy  of  choice 
Hyperuricemia  may  occur  or  frank  gout  may  be  precipitated  in  certain  patients  receiving 
thiazide  therapy 

Insulin  requirements  in  diabetic  patients  may  be  increased  decreased  or  unchanged 
Diabetes  mellitus  which  has  been  latent  may  become  manifest  during  thiazide  administration 
If  progressive  renal  impairment  becomes  evident  consider  withholding  or  discontinuing 
diuretic  therapy 

Thiazides  may  decrease  serum  PBI  levels  without  signs  of  thyroid  disturbance 
Calcium  excretion  is  decreased  by  thiazides  Pathologic  changes  m the  parathyroid  gland 
with  hypercalcemia  and  hypophosphatemia  have  been  observed  in  a few  patients  on  pro- 
longed thiazide  therapy  The  common  complications  of  hyperparathyroidism  such  as  renal 
lithiasis  bone  resorption  and  peptic  ulceration  have  not  been  seen  Thiazides  should  be 
discontinued  before  carrying  out  tests  for  parathyroid  function 

DRUG  INTERACTIONS  Thiazide  drugs  may  increase  the  responsiveness  to  tubocurarme 
The  aniihypertensive  effects  of  thiazides  may  be  enhanced  m the  postsympatheciomy 
patient  Thiazides  may  decrease  arterial  responsiveness  to  norepinephrine  This  diminution  is 
not  sufficient  to  preclude  effectiveness  of  the  pressor  agent  for  therapeutic  use 

PREGNANC^Y  Pregnancy  Category  C Thiazides  cross  the  placental  barrier  and  appear  m 
cord  blood  The  use  of  thiazides  in  pregnancy  requires  that  the  anticipated  benefit  be  weighed 
against  possible  hazards  to  the  fetus  These  hazards  include  fetal  or  neonatai  jaundice 
thrombocytopenia  and  possibly  other  adverse  reactions  which  have  occurred  m the  adult 
NURoING  MOTHERS  Thiazides  appear  m human  milk  If  use  of  the  drug  is  deemed 
essential  the  patient  should  stop  nursing 

PEDIATRIC  USE  Safety  and  effectiveness  in  children  have  not  been  established 

ADVERSE  REACTIONS 

Propranolol  hydrochloride  (INDERAL?): 

Most  adverse  effects  have  been  mild  and  transient  and  have  rarely  required  the  withdrawal  of 
therapy 

Cardiovascular  Bradycardia  congestive  heart  failure  intensification  of  AV  block  hypo- 
tension paresthesia  of  hands,  thrombocytopenic  purpura  arterial  insufficiency  usually  of  the 
Raynaud  type 

Central  Nervous  System  Lightheadedness,  mental  depression  manifested  by  insomnia 
lassitude  weakness,  fatigue  reversible  mental  depression  progressing  to  catatonia  visual 
disturbances  hallucinations,  an  acute  reversible  syndrome  characterized  by  disorientation  for 
time  and  place  short-term  memory  loss  emotional  lability,  slightly  clouded  sensonum  and 
decreased  performance  on  neuropsychometrics 

Gastrointestinal  Nausea  vomiting  epigastric  distress  abdominal  cramping  diarrhea 
constipation,  mesenteric  arterial  thrombosis  ischemic  colitis 

Allergic  Pharyngitis  and  agranulocytosis  erythematous  rash  fever  combined  with  aching 
and  sore  throat,  laryngospasm  and  respiratory  distress 
Respiratory  Bronchospasm 

Hematologic  Agranulocytosis  nonthrombocytopenic  purpura  thrombocytopenic 
purpura 

Auto-Immune  In  extremely  rare  instances,  systemic  lupus  erythematosus  has  been 
reported 

Miscellaneous  Alopecia  LE-iike  reactions  psoriasiform  rashes  dry  eyes  male  impo- 
tence and  Peyronies  disease  have  been  reported  rarely  Oculomucocutaneous  reactions 
involving  the  skin,  serous  membranes  and  conjunctivae  reported  for  a beta  biocker  (practoioi) 
have  not  been  associated  with  propranolol 

Hydrochlorothiazide: 

Gastrointestinal  Anorexia,  gastric  irritation,  nausea  vomiting  cramping  diarrhea  constipa- 
tion. jaundice  (intrahepatic  cholestatic  jaundice),  pancreatitis  sialadenitis 

Central  Nervous  System  Dizziness  vertigo,  paresthesias,  headache  xanthopsia 
Hematologic.  Leukopenia  agranulocytosis,  thrombocytopenia  apiastic  anemia 
Cardiovascular  Orthostatic  hypotension  (may  be  aggravated  by  aicohoi  barbiturates  or 
narcotics) 

Hypersensitivity  Purpura,  photosensitivity,  rash  urticaria  necrotizing  angniis  (vasculitis 
cutaneous  vasculitis),  fever,  respiratory  distress  including  pneumonitis,  anaphylactic 
reactions 

Other  Hyperglycemia  glycosuria  hyperuricemia  muscle  spasm  weakness  restless- 
ness transient  blurred  vision 

Whenever  adverse  reactions  are  moderate  or  severe  thiazide  dosage  should  be  reduced 
or  therapy  withdrawn 
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Neoplastic  meningitis  is  generally  a late  man- 
ifestation of  malignant  diseases,  and  is  observed 
more  often  in  long  term  cancer  survivors.*  This 
complication,  however,  is  very  rare  in  Hodgkin’s 
lymphoma,  with  only  14  cases  reported  to  date.^’  ^ 
We  describe  here  an  additional  case  of  meningeal 
involvement  in  a patient  with  Hodgkin’s  disease,  in 
whom  a diagnostic  myelography  induced  marked 
eosinophilia  of  the  cerebrospinal  fluid  (CSF). 

Case  Report 

A 59-year-old  veteran  was  admitted  on  November 
13,  1983,  to  the  Jackson  VA  Medical  Center  with 
the  chief  complaints  of  headache,  anorexia,  nausea 
and  vomiting,  and  diplopia. 

The  patient’s  past  history  was  unremarkable  until 
August  1981  when  a diagnosis  of  3B  mixed  cellular- 
ity  Hodgkin’s  disease  was  made  at  the  same  hospi- 
tal. At  that  time,  the  patient’s  B symptoms  had  been 
fever  and  weight  loss.  He  underwent  treatment  with 
six  courses  of  nitrogen  mustard,  vincristine,  procar- 
bazine and  prednisone  (MOPP)  and  was  judged  to  be 
in  clinical  complete  remission  in  March  1982. 

In  July  1983  the  patient  underwent  a new  workup 
for  fever,  night  sweats  and  12  lbs  weight  loss.  Biop- 
sy of  a left  supraclavicular  lymph  node  showed  lym- 
phocyte depletion  Hodgkin’s  disease.  Gallium  scan 
revealed  diffuse  involvement  of  mediastinal  and  ret- 
roperitoneal lymph  nodes.  He  received  two  more 
courses  of  MOPP,  after  which  chemotherapy  had  to 
be  withheld  due  to  long  lasting  myelodepression. 

On  admission  the  patient  appeared  chronically  ill, 
but  oriented  and  in  no  acute  distress.  No  lymph 
nodes  were  palpable.  Neurological  exam  revealed 
weakness  of  the  VI  right  cranial  nerve  and  right 

From  the  VA  Medical  Center,  Jackson,  MS 


The  authors  describe  the  case  of  a patient 
with  mixed  cellularity  Hodgkin's  disease 
who  developed  meningeal  metastases. 
Myelography  induced  marked  eosinophilia 
of  the  cerebrospinal  fluid.  The  incidence  and 
clinical  presentation  of  neoplastic  menin- 
gitis in  Hodgkin's  disease  and  the  differen- 
tial diagnosis  of  CSF  eosinophilia  are  re- 
viewed. 


hemiparesis.  Pinprick  sensation  was  absent  on  the 
right  lower  extremity.  Plantar  reflexes  were 
bilaterally  normal.  On  admission  the  white  cell 
count  was  10800/p.l  with  90%  neutrophils,  8%  lym- 
phocytes and  2%  monocytes,  the  hematocrit  was 
31.6  and  the  platelets  were  245000/ |xl.  The  only 
abnormal  serum  chemical  value  was  the  alkaline 
phosphatase  (282  IU/1).  The  brain  CT  scan  was 
negative  for  intracranial  metastases,  and  on  Novem- 
ber 15,  1983,  a diagnostic  myelography  was  per- 
formed to  rule  out  spinal  cord  compression.  As  the 
examination  of  cytocentrifuge  preparation  of  the 
CSF  showed  possibly  neoplastic  cells,  a lumbar 
puncture  was  repeated  two  days  later  and  at  this  time 
malignant  cells  were  definitely  identified  (see  Figure 
1).  The  chemical  and  cellular  composition  of  the 
CSF  prior  to  and  following  myelography  are  shown 
in  Table  1.  Marked  eosinophilia  of  the  second  CSF 
sample  was  also  evident  on  cytocentrifuge  prepara- 
tion (see  Figure  2).  Stains  and  cultures  of  the  CSF  for 
bacteria  and  fungi  were  negative.  Treatment  with 
oral  dexamethasone  was  started  on  November  18, 
1983  and  spinocranial  axis  radiotherapy  on  No- 
vember 22,  1983.  Progressive  improvement  of 
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headache,  nausea,  diplopia  and  weakness  occurred. 

On  December  3,  1983,  the  patient  developed  a 
hyperglycemic  non-ketotic  hyperosmolar  coma, 
likely  secondary  to  steroid  treatment,  which  re- 
solved with  insulin  therapy.  At  the  same  time  throm- 
bocytopenia and  neutropenia  were  recognized  which 
required  discontinuance  of  radiation  therapy.  The 
patient  was  discharged  on  December  20,  1983,  in 
improved  neurological  status,  but  with  persistent 
thrombocytopenia  (16000/|xl).  A ^^Ga  scan  per- 
formed prior  to  discharge  revealed  presence  of  ac- 
tive disease  in  the  mediastinum  and  in  the  abdomen. 

On  January  5,  1984,  the  patient  was  readmitted  to 
the  hospital  with  confusion,  hypotension  and  flaccid 
paraparesis.  He  also  had  pancytopenia  (hematocrit 


Figure  1 : Malignant-looking  histiocyte  detected  in  the 
CSF  cytocentrifuge  preparation  after  the  second  lumbar 
puncture  (Wright-Giemsa  x JOO). 


Figure  2 : Low  power  view  of  the  CSF  cytocentrifuge 
preparation  after  the  second  lumbar  puncture . Prominent 
eosinophilia  is  present  (Wright-Giemsa  x 40). 


22,  white  cell  count  1300/|jl1,  platelet  80(X)/p,l), 
which  prevented  any  form  of  cytotoxic  treatment. 
Although  the  hypotension  was  improved  by  fluids 
and  blood  transfusions,  there  was  no  change  in  the 
neurological  condition.  On  January  7,  1984  the  pa- 
tient developed  fever  with  negative  blood,  sputum, 
urine,  nose  and  throat  and  skin  cultures.  The  fever 
failed  to  abate  following  treatment  with  gentamicin, 
ticarcillin  and  cefazolin,  and  the  patient  expired  on 
January  15,  1984.  Permission  for  autopsy  was  not 
granted.  The  presumptive  cause  of  death  was  sep- 
ticemia in  neutropenic  patient  versus  neoplastic 
meningitis. 

Discussion 

Three  aspects  of  this  case  deserve  comment  as 
they  are  poorly  documented  in  the  medical  literature: 
evolution  in  histology  of  Hodgkin’s  disease,  de- 
velopment of  neoplastic  meningitis  in  this  malignan- 
cy and  changes  in  CSF  cellular  composition  induced 
by  contrast  medium. 

In  1982  Grogan  et  al  reported  the  results  of  the 
autopsies  of  124  patients  with  an  initial  diagnosis  of 
Hodgkin’s  disease.'^  Of  98  patients  with  residual 
tumor,  76  had  lymphocyte  depletion  histologic  type, 
a type  seen  at  initial  diagnosis  in  only  17  subjects. 
Therefore,  progression  to  a more  malignant  form  of 
Hodgkin’s  disease  must  be  assumed  for  a large  por- 
tion of  those  patients  who  died  of  their  malignancy. 
Despite  autoptic  evidence  for  histological  progres- 
sion, the  incidence  of  histological  changes  recog- 
nized at  relapse  of  Hodgkin’s  disease  is  still  unestab- 
lished, because  only  few  studies  involving  a limited 
number  of  patients  explored  this  problem.^’  ^ Dolgi- 
now  and  Colby  reported  histological  transformation 
in  1 8 of  30  patients  with  mixed  cellularity  Hodgkin’s 
disease  who  had  relapsed  in  previously  irradiated 
lymph  nodes. ^ However,  in  only  3 of  these  41  pa- 
tients (5%),  the  change  was  toward  a more  malig- 
nant neoplasm  (lymphocyte  depletion).  In  56  pa- 
tients who  had  relapses  outside  irradiated  areas,  Col- 
by and  Wamke  described  20  instances  of  histologic 
transformation.^  Again,  in  only  one  case  was  there 
progression  to  the  lymphocyte  depletion  histology. 
Evolution  toward  lymphocyte  depletion  Hodgkin’s 
disease  appears  to  be  a common  terminal  event, 
rarely  recognized  at  the  time  of  first  relapse,  and  it 
probably  indicates  a poor  prognosis. 

A total  of  58  instances  of  central  nervous  system 
involvement  and  14  instances  of  pure  meningeal 
involvement  by  Hodgkin’s  disease  have  now  been 
described.^’  ^ The  rarity  of  central  nervous  system 
complications  in  Hodgkin’s  disease  is  surprising, 
given  the  excellent  survival  obtained  in  this  malig- 
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TABLE  1 


CHEMICAL  AND  CELLULAR  COMPOSITION  OF  THE  CSF  PRIOR  TO 
MYELOGRAM  (11/15/83)  AND  2 DAYS  LATER  (11/17/83) 


Protein 

Glucose 

White  Cell 

Lymphocyte 

Monocyte 

Eosinophils 

II/I5/83 

948  mg/dl 

8 mg/dl 

22/pl 

20 

2 

0 

II/I7/83 

1 1 87  mg/dl 

5 mg/dl 

28/(jl1 

13 

1 

14 

TABLE  2 

SUMMARY  OF  CLINICAL  CHARACTERISTICS  AND  CSF  ANALYSIS 
OF  9 PATIENTS  WITH  MENINGEAL  HODGKIN’S  DISEASE 
REPORTED  IN  THE  LITERATURE 


Presence  of  CSF 


Case 

Histology 

Extranervous 

Disease 

Treatment 

Outcome 

Glucose 

(mgidl) 

Protein 

(mgidl) 

Cells/p.1 

Eosinophils  (%) 

Cytology 

1 

MC 

Yes 

RT 

1 





255/^xl 

95 

+ 

2 

NS 

Yes 

ITMTX 

I 

8 

160 

163 

39 

+ 

3 

MC 

Yes 

ITMTX  + RT 

I 

30 

85 

18 

0 

+ 

4 

MC 

Yes 

ITMTX 

P 

28 

270 

91 

0 

+ 

5 

MC 

Yes 

ITMTX 

I 

58 

91 

90 

30 

- 

6 

MC 

Yes 

ITMTX 

P 

10 

25 

34 

0 

+ 

7 

MC 

Yes 

ITMTX 

U 

8 

224 

33 

31 

- 

8 

MC 

Yes 

ITMTX  + RT 

I 

<20 

1500 

38 

0 

+ 

9 

MC 

No 

ITMTX 

I 

10 

392 

490 

82 

+ 

Abbreviations;  MC  = Mixed  Cellularity  ITMTX  = Intrathecal  Metotrexate  U = Unknown 


NS  = Nodular  Sclerosis 
RT  = Radiotherapy 


nancy.  In  other  neoplastic  diseases,  such  as  acute 
lymphoblastic  leukemia,  non  Hodgkin’s  lymphoma, 
small  cell  lung  cancer  and  breast  cancer,  achieve- 
ment of  prolonged  survival  is  fraught  with  an  in- 
creased incidence  of  central  nervous  system  and 
meningeal  metastases.^  Two  clinical  and  biological 
peculiarities  of  Hodgkin’s  disease  may  account  for 
this  difference.  One  factor  is  the  high  percentage  of 
pathological  complete  remissions  obtained  with 
chemotherapy  and  radiotherapy.  Complete  steriliza- 
tion of  every  site  of  malignancy  prevents  late  relapse 
to  other  organs,  including  the  central  nervous  sys- 
tem. The  other  is  the  tendency  of  Hodgkin’s  disease 
to  spread  via  lymphatics  rather  than  hema- 
togenously.^  As  the  metastatic  seeding  of  the  central 
nervous  system  generally  occurs  by  the  hema- 
togenous pathway,  this  organ  may  be  sheltered  from 
invasion  by  Hodgkin’s  disease. 

The  clinical  characteristics  and  the  CSF  analysis 


I = Improved 
P = Progressive 


of  nine  patients  with  meningeal  involvement  from 
Hodgkin’s  disease  previously  described  in  the  litera- 
ture are  summarized  in  Table  2.  Mixed  cellularity 
was  the  histologic  type  of  the  disease  more  common- 
ly complicated  by  neoplastic  meningitis.  The  preva- 
lence of  mixed  cellularity  histology  may  be  due  to  its 
frequency  (second  only  to  nodular  sclerosis)  and  to 
its  trend  for  early  hematogenous  dissemination.* 
With  one  exception,  neoplastic  meningitis  de- 
veloped in  patients  with  active  disease  outside  the 
central  nervous  system.  In  most  cases  it  occurred 
one  year  or  longer  after  the  original  diagnosis . Of  the 
six  patients  in  whom  a remission  of  the  meningeal 
disease  was  obtained,  four  died  shortly  thereafter  of 
their  systemic  malignancy. 

From  this  paucity  of  data  it  is  impossible  to  estab- 
lish the  optimal  treatment  for  meningeal  Hodgkin’s 
disease.  Both  radiation  therapy  and  intrathecal 
chemotherapy  appear  to  be  effective,  and  it  is  not 
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known  whether  a combination  of  these  two  treat- 
ment modalities  offers  any  advantages.  Examination 
of  the  cerebrospinal  fluid  consistently  yielded 
pleocytosis,  increased  protein  concentration  and 
hypoglycorrachia.  These  findings  in  the  absence  of 
infection  were  considered  diagnostic  in  two  patients 
with  negative  cytology.  In  two  patients  with  positive 
cytology  typical  Reed  Sternberg  cells  were  not  de- 
tected but  malignant  looking  histiocytes  were  seen, 
similar  to  the  cell  shown  in  Figure  1 . 

Cerebrospinal  fluid  eosinophilia  of  different  de- 
grees was  reported  in  five  patients  and  was  not  al- 
ways accompanied  by  peripheral  eosinophilia.  The 
pathogenesis  of  this  abnormality  is  intriguing  and 
unclear.  In  our  case  the  time  relationship  between 
myelography  and  appearance  of  CSF  eosinophilia 
seems  to  indicate  a pathogenetic  role  for  the  iodi- 
nated  contrast  medium.  These  media  are  known  to 
induce  release  of  anaphylactogenic  substances  from 
mast  cells,  which  are  eosinotropic.^  In  support  of 
this  hypothesis  injection  of  foreign  proteins  into  the 
CSF  may  cause  CSF  eosinophilia. 

Kuberski,  in  1979,  reviewed  the  causes  of  CSF 
eosinophilia.*®  These  included  parasitic,  fungal, 
bacterial  and  viral  infections,  malignancies,  foreign 
material  in  the  central  nervous  system,  multiple 
sclerosis,  allergic  reactions  and  panarteritis  nodosa. 
Myeloproliferative  disorders  have  since  been  added 
to  this  list.**  Interestingly,  myelography  as  a cause 


of  CSF  eosinophilia  has  not  been  previously  re- 
ported. 

★★★ 

1500  East  Woodrow  Wilson  Drive  (39216) 
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Disseminated  Intravascular 
Coagulation  in  Patients 
with  Craniocerebral  Trauma 

JOGI  PATTISAPU,  M.D.,  JIMMY  D.  MILLER,  M.D.,  and 
ANDREW  D.  PARENT,  M.D. 

Jackson,  Mississippi 


Disseminated  intravascular  coagulation  (DIC) 
has  been  recognized  as  a sequela  of  head  trauma  for 
over  20  years.  More  recently,  our  increasing  knowl- 
edge of  the  pathophysiology  of  head  injury  and  im- 
proved management  of  these  patients  has  led  us  to 
further  understanding  of  this  common  but  serious 
complication.  By  definition,  DIC  results  from  a 
pathological  initiation  of  the  coagulation  cascade. 
This  causes  the  formation  of  microfibrin  thrombi 
within  the  small  blood  vessels,  consumption  of 
platelets  and  clotting  factors,  and  activation  of  the 
fibrinolytic  system. 

The  principal  target  protein  in  DIC  is  fibrinogen. 
Fibrinogen  is  converted  to  fibrin  which  forms  the 
clot  matrix.  In  the  coagulation  cascade,  several  fac- 
tors can  be  activated  which  ultimately  lead  to  the 
activation  of  factor  X.  Factor  X (or  Stuart  factor), 
when  activated,  cleaves  factor  II  (prothrombin)  into 
thrombin,  which  catalyzes  the  reaction  forming  fi- 
brin from  fibrinogen.  These  fibrin  polymers  com- 
bine with  activated  platelets  to  form  microthrombi 
(or  clots).  Thrombin  also  converts  plasminogen  to 
plasmin  and  initiates  the  fibrinolytic  pathway  which 
causes  degradation  of  fibrin  to  fibrin-split  products 
(FSP).  This  double  initiation  of  clot  formation  and 
clot  lysis  frequently  leads  to  a “vicious  cycle”  phe- 
nomenon that  rapidly  consumes  the  clotting  factors. 

There  are  three  mechanisms  by  which  brain  injury 
activates  the  cascade  and  causes  DIC  (see  Figure 
1).*’  ^ The  endothelial  injury  that  frequently  occurs 
in  craniocerebral  trauma  releases  collagen,  which 
stimulates  factor  XII  (Hageman’s  factor)  and  initi- 
ates the  intrinsic  cascade.  Secondly,  the  extrinsic 
pathway  may  be  activated  by  the  brain  tissue  throm- 
boplastin, which  causes  the  initiation  of  factor  X.  A 
third  mechanism  is  by  the  release  of  phospholipid 
from  platelets  and  red  cells,  converting  prothrombin 

From  the  Department  of  Neurosurgery,  University  Medical 
Center,  Jackson,  MS. 


Disseminated  intravascular  coagula- 
tion (DIC)  and  fibrinolysis  is  a well  rec- 
ognized sequela  of  cerebral  injury.  It  is 
estimated  that  up  to  50%  of  patients 
with  head  injury  exhibit  evidence  of  DIC 
and  that  the  mortality  in  these  patients 
is  increased  three-fold.  It  is  postulated 
that  brain  thromboplastin  enters  the  cir- 
culation via  the  disrupted  blood-brain 
barrier  and  triggers  the  coagulation  cas- 
cade. Therefore,  the  coagulopathy  is 
more  prevalent  in  cases  with  destructive 
brain  lesions.  The  authors  present  a dis- 
cussion of  the  pathophysiology  of  dis- 
seminated intravascular  coagulation  in 
cerebral  trauma  and  comment  on  the 
evaluation  and  treatment  of  this  entity. 


to  thrombin  and  initiating  the  coagulation  cascade. 

The  thrombin  formed  by  the  coagulation  cascade 
also  stimulates  the  fibrinolytic  system  by  converting 
plasminogen  to  plasmin.  Plasmin  causes  dissolution 
of  the  fibrin  clot  into  various  degradation  products 
(fibrin-split  products)  which  may  be  detected  in  the 
plasma.  Plasminogen  may  also  be  activated  directly 
by  brain  tissue  injury.  In  the  central  nervous  system, 
it  is  known  that  a large  concentration  of  plasminogen 
activators  is  located  in  the  highly  vascular  connec- 
tive tissue  of  the  choroid  plexus  and  the  meninges; 
the  brain  substance  itself  has  a much  lower  concen- 
tration of  these  substances.^ 

The  brain  is  a rich  source  of  thromoboplastin  and, 
when  injured,  it  releases  coagulation  factors  into  the 
blood  stream  and  provokes  abnormalities  of 
hemostasis."*  After  craniocerebral  trauma,  brain  tis- 
sue emboli  have  been  found  in  the  lumen  of  cerebral 
venous  sinuses,  pulmonary  arteries,  and  lung 
tissue.*’  ^ It  is  proposed  that  a sudden  traumatic 
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release  of  brain  tissue  thromboplastin  into  the  blood 
stream  initiates  the  cascade  via  the  extrinsic  pathway 
and  causes  DIC.  This  hypothesis  is  also  supported 
by  the  observation  of  increased  concentration  of 
myelin  basic  protein  in  the  serum  (a  serum  specific 
protein  from  cerebral  tissue).  Therefore,  it  has  been 
theorized  that  in  patients  with  coagulation  defects, 
the  cerebral  venous  blood  may  manifest  more  of 
these  abnormalities  than  systemic  arterial  or  venous 
blood.  ^ 

Criteria  for  DIC 

Clinically,  six  laboratory  tests  are  most  frequently 
performed  in  evaluating  patients  with  disseminated 
intravascular  coagulation:  (1)  the  platelet  count;  (2) 
fibrinogen  level;  (3)  fibrin  degradation  products 
(FDP  or  FSP);  (4)  prothrombin  time  (PT);  (5)  partial 
thromboplastin  time  (PTT);  and  (6)  thrombin  time.^ 
In  DIC,  the  presence  of  FSP  is  the  most  frequent 
abnormality  and  the  most  reliable  finding  of  an  acti- 
vated clotting  and  fibrinolytic  mechanism.  The  clas- 
sic coagulation  studies  (PT  and  PTT)  do  not  become 
abnormal  unless  the  clotting  factors  are  diminished 
to  approximately  20-30%  of  normal.^  The  decrease 
in  the  platelet  count  is  the  least  frequently  noted 
abnormality  and  usually  the  first  to  return  to  normal 
after  correction  of  DIC.  Most  often  the  hematocrit 
level  decreases  as  a result  of  the  consumption  coagu- 
lopathy. Clinically,  patients  with  DIC  manifest  dif- 
fuse bleeding  from  sites  of  trauma,  such  as  lacera- 
tions, abrasions,  and  IV  sites. 

Various  criteria  have  been  used  to  diagnose  DIC 
in  head  injury  patients.  Although  the  presence  of  one 
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Figure  I . Modified  coagulation  pathway  with  emphasis 
on  pathological  initiation  in  head  injury. 


Figure  2.  Unenhanced  CT  scan  demonstrating  mass 
effect.  There  is  no  evidence  of  hemorrhage . 


or  two  abnormalities  of  the  above  mentioned  tests 
are  commonly  used  to  determine  DIC,  in  Miner’s 
study  of  head  injured  children  DIC  was  not  di- 
agnosed unless  three  of  the  tests  became  abnormal.^ 
Also  important  in  the  diagnosis  of  DIC  after  head 
injurj'  is  the  interval  between  injury  and  the  time  at 
which  the  laboratory  evaluation  is  performed. 

Case  Report 

A two-year-old  black  female  was  referred  to  the 
University  Medical  Center  after  she  fell  out  of  the 
front  seat  of  a car  and  the  right  front  tire  ran  over  her 
head.  She  was  unresponsive  except  to  deep  pain  and 
required  fluid  resuscitation  for  hypotension  second- 
ary to  hemorrhage.  She  had  profuse  bleeding  from 
her  right  ear  and  nose  which  required  nasal  packing. 
Initial  laboratory  data  revealed  a PT  of  17.5  sec 
(control  10. 1 sec)  and  a PTT  of  greater  than  150  sec 
(control  30  sec).  The  platelet  count  was  232,000  but 
dropped  to  63,000  approximately  four  hours  after 
admission.  The  hematocrit  was  24  and  fibrinogen 
level  was  1 14  mg/dl.  The  fibrin  split  products  were 
greater  than  40  ug/ml. 

The  unenhanced  computerized  tomographic  scan 
was  consistent  with  a depressed  fracture  of  the  left 
mid-calvarium  (see  Figure  2).  There  was  no  signifi- 
cant intracranial  hemorrhage  or  mass  noted. 
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The  patient  was  stabilized  and  given  replacement 
blood  and  platelets  and  repeat  studies  were  normal. 
Her  neurologic  status  deteriorated  and  a repeat  CT 
scan  showed  hemorrhage  in  all  the  ventricles  and  the 
right  cerebellar  hemisphere  (see  Figure  3). 

Despite  resuscitative  measures,  she  lost  all  evi- 
dence of  cerebral  function  and  expired. 

Review  of  Literature 

Die  following  head  injury  has  been  known  to 
occur  for  over  20  years.  It  is  postulated  that  brain 
tissue  thromboplastin  released  into  the  systemic  cir- 
culation, through  ruptured  venous  channels  and  dis- 
rupted blood-brain  barrier,  activates  the  coagulation 
cascade."^  It  is  also  known  that  head  injuries  with 
penetrating  trauma  and  brain  laceration  have  a high- 
er incidence  of  DIC  than  those  with  mass  lesions  or 
diffuse  injury.  Interestingly,  DIC  is  also  known  to 
occur  with  other  cerebral  insults,  such  as  strokes, 
abscesses,  and  tumors. 

It  is  estimated  that  up  to  three-fourths  of  patients 
with  severe  head  trauma  manifest  abnormalities  in 
their  coagulation  studies  during  the  initial  episode. 
The  incidence  of  the  coagulopathy  varies  from  12- 
86%  but  most  studies  report  an  incidence  of  40-60%. 
This  wide  variance  is  explained  by  the  number  of 
criteria  used  to  diagnose  DIC,  the  severity  of  injury, 
and  the  time  between  injury  and  laboratory  evalua- 
tion. In  Miner’s  study  of  87  head-injured  children. 


32%  had  abnormalities  on  three  of  the  coagulations 
tests.®  If  DIC  were  defined  as  an  abnormality  of  only 
one  of  the  coagulation  studies,  then  86%  of  the 
children  with  penetrating  head  trauma  in  this  series 
had  evidence  of  DIC. 

The  mortality  in  Miner’s  study  of  children  with 
severe  head  injury  was  3.5  times  greater  if  DIC  was 
present.  In  children  with  moderately  severe  head 
injury  the  mortality  was  2.7  times  greater  if  DIC  was 
present.  Other  studies  confirm  this  finding  of  a high- 
er incidence  of  DIC  with  penetrating  head  injuries 
rather  than  with  other  types  of  head  trauma. 

At  the  University  Medical  Center,  our  prelimi- 
nary observation  parallels  these  data  in  children  and 
is  also  confirmed  in  our  adult  population  suffering 
craniocerebral  trauma.  It  is  estimated  that  10-30%  of 
our  head  injured  patients  manifested  DIC,  depend- 
ing on  the  severity  of  injury.  Due  to  the  distance  that 
patients  are  transported  in  Mississippi  the  coagula- 
tion studies  are  often  not  obtained  within  the  recom- 
mended 2-4  hours  post  injury  period  for  optimal 
diagnosis. 

Treatment 

In  the  treatment  of  head  injury  patients  with  DIC, 
it  must  be  remembered  that  the  traumatic  release  of 
thromoboplastin  which  led  to  the  coagulopathy  is 
short-lived.'^  Unless  a massive  cerebral  tissue  embo- 
lus has  occurred  or  the  “vicious  cycle’’  phe- 
nomenon is  initiated,  the  clotting  abnormalities  are 


Figure  3.  Unenhanced  CT  scan  showing  massive  intraventricular  and  right  cerebellar  hemorrhage . 
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spontaneously  normalized.  In  these  patients,  DIC 
rarely  requires  acute  therapy  unless  massive  loss  of 
clotting  factors  and  platelets  has  occurred.  Most 
often,  the  abnormality  corrects  itself,  but  in  some 
cases  heparin  therapy  or  transfusions  of  fresh  clot- 
ting factors  and  platelets  are  required. 

At  the  University  Hospital,  our  policy  is  to  replace 
blood  volume  and  clotting  factors  if  the  patient  is 
actively  bleeding  or  if  surgery  is  anticipated.  Other- 
wise, a conservative  management  plan  is  followed 
and  the  clotting  factors  are  allowed  to  normalize 
spontaneously. 

Summary 

The  pathophysiology  of  disseminated  intravascu- 
lar coagulation  in  craniocerebral  trauma  is  pre- 
sented. The  frequency,  etiology,  and  possible  out- 
comes in  these  cases  have  been  reviewed  along  with 
an  example  from  the  University  Medical  Center.  A 


few  comments  about  the  evaluation  of  DIC  are  men- 
tioned, along  with  suggestions  on  management  of 

this  entity  in  head  injured  patients. 

★ ★★ 

2500  North  State  Street  (39216) 
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GOOD  NEWS  FOR  DOCTORS 


If  you  want  a busy  practice  with  no  office  over- 
head and  little  paperwork,  then  consider  be- 
coming a member  of  the  Air  Force  health  care 
team.  You’ll  find  medicine  can  be  a great  way  of 
life  in  the  Air  Force.  We  can  restore  much  of  the 
satisfaction  to  your  medical  practice  because  we 
emphasize  patient  care  instead  of  paperwork.  We 
even  provide  professional  liability  protection 
under  the  Federal  Tort  Claims  Act  at  no  cost  to 
you.  And  your  income  won’t  stop  should  you 
decide  to  take  your  family  on  vacation.  We  give 
you  30  days  of  vacation  with  pay  each  year. 

We’d  like  to  tell  you  more  — like  how  our  ex- 
cellent compensation  plan  applies  to  you  and  your 
opportunities  for  specialization.  Contact  your 
nearest  Air  Force  medical  recruiter  for  more  good 
news.  We’ll  answer  your  questions  promptly  and 
without  obligation. 

SSgt.  Don  Sanders 
Call  collect  (901)  278-6349 
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SPECIAL  ARTICLES 


Year-End  Tax  Planning 

Effective  einancial  planning  requires  you  to  con- 
duct an  annual  year-end  review  of  your  tax  situation 
in  order  to  determine  what  last-minute  adjustments 
may  reduce  your  taxes.  Your  opportunity  for  tax 
planning  generally  ends  on  December  31  (notable 
exceptions  are  your  contributions  to  IRAs  and  retire- 
ment plans).  Thus,  when  you  compile  records  and 
meet  with  your  tax  return  preparer  some  two  or  three 
months  after  the  close  of  the  tax  year,  it  is  far  too  late 
to  do  anything  except  file  your  tax  return  on  the  basis 
of  the  events  that  took  place  in  the  preceding  year. 
Failure  to  effectively  utilize  year-end  tax  planning 
opportunities  can  result  in  your  paying  more  in  in- 
come tax. 

An  important  aspect  of  year-end  tax  planning  is  a 
comparison  of  your  expected  1985  tax  liability  with 
your  projected  1986  tax  liability.  Comprehensive  tax 
reform  proposals  now  pending  before  Congress 
make  this  comparison  particularly  difficult  in  1985 
as  the  final  form  of  any  new  law  probably  will  not  be 
known  until  after  year-end. 

The  following  is  a brief  summary  of  some  of  the 
major  points  of  tax  proposals  to  Congress  that  may 
affect  you  in  1986.  When  and  whether  any  or  all  of 
these  proposed  changes  become  law  is  uncertain  at 
this  time. 

1 . Lower  tax  brackets  to  a top  tax  rate  of  35%  for 
individuals. 

2.  Increase  personal  exemptions  to  $2,000  each. 

3.  Increase  zero  bracket  amounts  for  joint  returns 
to  $4,000. 

4.  Elimination  of  the  deduction  of  state  and  local 
taxes. 

5.  Limitations  on  the  deductibility  of  personal 
(non-business)  interest. 

6.  Reduction  of  long-term  capital  gains  exclusion 
to  50%  which  coupled  with  the  35%  tax  rate 
would  actually  lower  the  effective  rate  on  capi- 
tal gains  to  171/2%. 

7.  Elimination  of  investment  tax  credits. 


This  article  was  prepared  by  the  tax  department  of  Chapman  and 
Company,  Certified  Public  Accountants,  Jackson,  Mississip- 
pi, the  independent  accountants  for  the  Mississippi  State 
Medical  Association. 


8.  Revision  of  current  methods  of  depreciation  to 
curb  accelerated  deductions  in  the  year  property 
is  placed  in  service. 

9.  Elimination  of  income  averaging  in  computing 
tax. 

10.  Revision  of  retirement  plan  deductions.  IRA 
contributions  may  be  increased  while  contribu- 
tions to  other  plans  may  be  cut  back. 

The  bottom  line  for  year-end  tax  planning  deci- 
sions is  to  time  your  income  to  fall  in  years  when  it 
will  be  subject  to  the  lowest  tax,  and  to  time  deducti- 
ble expenses  to  fall  in  years  when  it  will  offset 
income  subject  to  a higher  tax  rate.  You  should  also 
keep  in  mind,  if  you  postpone  a tax,  you  have  an 
interest-free  loan  from  the  government  for  the 
amount  of  the  postponed  tax.  This  means  that,  if  you 
expect  to  be  in  the  same  or  lower  tax  bracket  in  1986 
as  you  are  in  1985,  you  should  defer  the  receipt  of 
income  to  the  latter  year  and  accelerate  deductions  to 
the  earlier  year. 

In  light  of  the  “revenue  neutral”  aspects  of  the 
current  tax  proposals,  wherein  the  decreases  in  tax 
revenue  to  the  government  from  lower  tax  rates  is  to 
be  offset  by  increased  tax  revenues  from  elimination 
or  reduction  of  tax  deductions  and  credits,  it  appears 
that  deferral  of  income  to  1986  and  the  acceleration 
of  deductions  to  1985  is  more  important  than  ever. 
The  following  are  some  year-end  maneuvers  that 
you  may  consider  to  accomplish  this  tax  planning 
strategy. 

1 . Accelerate  your  state  income  tax  deduction  by: 

a.  increasing  your  state  income  tax  withhold- 
ing from  wages,  or 

b.  prepaying  your  1985  final  state  income  tax 
estimate  before  year-end;  you  may  consider 
increasing  this  estimate  for  any  additional 
state  income  tax  you  expect  to  owe  when 
filing  your  1985  return  due  April  15,  1986. 

2.  Accelerate  other  state  and  local  tax  deductions 
by; 

a.  prepaying  real  estate  taxes  before  year-end 
even  though  they  are  not  due  until  February 
1,  1986,  and 

b.  maximizing  your  sales  tax  deductions  by 
making  anticipated  major  purchases  before 
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year-end;  sales  tax  paid  on  autos  and  other 
motor  vehicles  can  be  deducted  in  addition 
to  the  standard  general  sales  tax  deduction 
from  the  IRS  tables. 

3.  Accelerate  miscellaneous  deductions  such  as 
accountants’  tax  preparation  fees,  professional 
dues,  etc.  by  paying  before  year-end. 

4.  Take  advantage  of  the  expiring  residential  ener- 
gy credit  ($300  maximum).  December  3 1 , 1985 
is  the  last  date  to  qualify  for  the  15%  credit  for 
such  things  as  insulation,  storm  windows  and 
doors,  caulking,  and  weather  stripping.  The 
40%  renewable  energy  source  credit  ($4,000 
maximum)  for  solar,  wind,  and  geothermal 
energy  equipment  installed  in  your  residence 
also  expires  December  3 1 . 

5.  Make  planned  business  equipment  purchases 
before  the  end  of  the  year  to  get  your  deprecia- 
tion write-off  and  investment  credit  in  1985. 
This  also  applies  to  purchases  of  autos  used  in 
business,  but  be  aware  that  you  may  trigger 
recapture  of  previous  write-offs  and  tax  credits. 

6.  Pay  all  interest  accrued  on  personal  notes  before 
year-end. 

7.  Establish  a corporate  or  self-employed  retire- 


ment plan;  you  have  until  the  time  of  filing  your 
1985  tax  return  to  make  deductible  contribu- 
tions for  1985. 

8.  Plan  towards  making  an  IRA  prior  to  April  15, 
1986,  it  will  still  qualify  as  a 1985  deduction. 

9.  Make  anticipated  charitable  contributions  be- 
fore year-end.  Documented  contributions  for 
goods  other  than  cash  are  deductible  for  the 
amount  of  their  estimated  value. 

10.  Review  your  investment  portfolio  to  determine 
what  action,  if  any,  you  need  to  take  prior  to 
year-end  to  balance  your  tax  position.  This  is 
your  last  opportunity  to  offset  gains  and  losses 
in  1985.  It  is  important  to  note  that  if  your 
capital  losses  exceed  capital  gains,  the  excess 
loss  is  limited  to  a $3,000  deduction  against 
other  taxable  income. 


The  above  year-end  tax  planning  maneuvers  are 
general  and  not  intended  to  be  all  inclusive;  and 
accordingly,  they  may  or  may  not  apply  to  your 
specific  tax  situation.  Therefore,  you  should  contact 
your  personal  tax  advisor  to  determine  what  course 
of  action  is  best  suited  for  you.  ★★★ 
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Leave  your  markon  life 


You  don’t  have  to  move  mountains  to 
make  a difference  on  this  earth.  Or  be  a 
Michelangelo  to  leave  your  mark  on  it. 

Leaving  even  the  smallest  legacy  to  the 
American  Cancer  Society  can  help  change 
the  future  for  generations  to  come.  By 
including  the  American  Cancer  Society  in 
your  will,  you’ll  be  leaving  a loving  and 


lasting  impression  on  life. 

You  see,  cancer  is  beatable.  The  survival 
rate  for  all  cancers  is  already  approaching 
50%  in  the  United  States.  | 

You’ll  be  giving  a gift  I AAAERIOXN 
of  life  to  the  future.  And  ^CANCER 
giving  life  is  the  greatest  T SOCIETY® 
way  of  leaving  your  mark  on  it. 


For  more  information,  call  vour  local  ACS  LInit  or  write  to  the  American  Cancer  Societv,  4 West  ,5Sth  Street,  New  'tork.  N't  10001. 


The  President  Speaking 


Dusty  Shoes  and  One  Case  to  Tell 


Ralph  L.  Brock,  M.D. 
McComb,  Mississippi 


A number  of  years  ago  I heard  someone  say  the  way  you  could 
spot  a country  doctor  at  a medical  meeting  was  that  he  would  have 
dusty  shoes  and  one  case  to  tell  you.  I try  to  keep  the  dust  off  my 
shoes,  but  I do  have  the  one  case  to  tell. 

It  was  in  late  January  1950  and  I was  in  my  sixth  month  of 
practice.  I was  just  about  to  have  my  25th  birthday,  and  I was 
reminded  every  day  of  how  young  I was  to  be  practicing  medicine. 
I was  associated  with  my  father  and  older  brother,  and  their 
availability  for  consultation  was  a frequent  source  of  reassurance 
to  me.  But  this  was  the  day  I was  to  be  on  my  own. 

I was  called  to  the  phone  as  I was  finishing  rounds  at  the  hospital 
just  before  sundown.  From  the  inflection  and  tone  of  voice,  I 
figured  the  age  of  the  caller  to  be  about  16,  black,  and  female.  The 
pitch  of  her  voice  was  so  high  and  her  excitement  so  great,  I 
thought  Prissy  from  Gone  With  the  Wind  was  on  the  line. 

I kept  hearing  the  same  thing  over  and  over:  “Mama  has  had  a 
spell.”  And  I could  not  get  much  more  out  of  her.  She  calmed 
down  a little  when  I agreed  to  come  see  about  her  mother,  and  after 
several  attempts,  I managed  to  put  together  enough  instructions  to 
feel  reasonably  certain  that  I could  find  the  house. 

My  new,  1949  solid  white,  four  door,  Nash  “600”  was  full  of 
gas,  and  the  black  bag  I received  as  a graduation  present  still  had 
the  new  shine  on  it.  I was  extremely  proud  of  this  car.  If  you  don’t 
count  the  downpayment  paid  by  my  father,  it  was  the  first  car  I was 
paying  for  by  myself.  It  was  washed,  as  usual,  and  I did  not  look 
forward  to  getting  it  muddy,  which  was  getting  ready  to  happen. 

It  had  rained  that  day,  and  I left  pavement  behind  as  I got  past 
the  city  limits  of  McComb  heading  due  west  toward  Pricedale  and 
Jayess.  About  five  miles  out  of  town  I crossed  Quin’s  Bridge.  I 
turned  right  at  “death’s  crossroads”  and  nearly  slipped  in  the  ditch 
twice  on  the  next  mile  of  dirt  road  turned  slick  from  the  recent  rain. 
I was  relieved  to  find  the  house,  just  about  as  described  by  my  very 
excited  caller. 

There  were  several  cars  and  trucks  in  the  yard,  all  which  were  in 
sharp  contrast  to  this  white  Nash  that  I parked  in  the  first  vacant 
space  I could  find  in  front  of  the  house.  There  was  just  enough  light 
in  the  western  sky  for  me  to  see  my  way  up  the  steps,  across  the 
front  porch  and  to  the  screen  door.  It  would  be  several  years  before 

(Continued  on  page  355) 
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The  Scapegoat 

Statistics  show  that  64  hospitals,  or  one  in  every 
30  nationwide,  closed  last  year.  This  may  not  seem 
too  bad  unless  you  happen  to  be  living  in  the  area 
where  one  of  those  hospitals  had  to  close.  Most 
hospitals  are  multimillion  dollar  operations.  In  our 
county  it  is  one  of  the  largest  employers  in  the  whole 
area.  I would  think  that  this  is  the  way  it  is  in  most  of 
the  rural  areas  of  our  country.  Loss  of  our  rural 
hospitals  means  loss  of  close-at-hand,  cost  effective 
health  care,  as  well  as  the  loss  to  the  economy  of  that 
affected  area. 

Not  only  are  the  small  rural  hospitals  closing,  but 
many  of  them  are  being  bought  up,  owned,  or  man- 
aged by  large  hospitals  to  be  used  as  satellite  or 
referral  centers  for  them.  This  is  only  a stop-gap 
measure  in  the  demise  of  the  rural  hospitals.  That 
needed  infusion  of  capital  which  they  got  through 
being  bought  out  is  too  short-lived  to  be  of  any  long 
range  import. 

Rural  areas  do  depend  heavily  on  Medicare  and 
Medicaid  because  of  a preponderance  of  older  and 
disabled  people,  combined  with  little  industry  and 
the  fact  that  many  of  the  young  people  go  to  more 
urban  areas  for  employment.  Due  primarily  to  cut- 
backs and  changes  in  payments  to  hospitals  through 
the  DRG  system,  our  own  state  last  year  had  only 
22%  of  rural  hospitals  operating  in  the  black.  This  is 
easy  to  understand  when  you  realize  that  Medicare 
pays  California  hospitals  $5,700  for  the  same  DRGs 
for  which  it  pays  Mississippi  hospitals  $2,000.  Do 
you  believe  that  our  expenses  are  less  than  half  of 
theirs??  The  government  must  think  so. 

Here  we  are  in  Mississippi  with  an  average  hospi- 
tal cost  of  $227  per  patient  per  day,  where  some 
other  states’  average  daily  cost  is  $1200.  Room  rates 
in  the  hospital  that  I use  are  under  $100  per  day, 
whereas  in  some  parts  of  our  country  they  are  in 
excess  of  $300  per  day.  Who  do  you  think  gets 
blamed  for  Medicare  over-spending  and  over- 
utilization? Not  the  high  rollers  and  the  big  spenders, 
but  we  here  in  Mississippi! 

Yes,  we  here  in  the  southeastern  part  of  the  coun- 


try and  Mississippi  in  particular,  have  been  singled 
out  by  the  Medicare  people  as  the  worst  “abusers” 
of  Medicare  and  are  being  dealt  with  accordingly. 
We  must  be  punished,  disciplined,  and  have  stiffer 
measures  used  on  us  to  “whip”  us  in  line. 

In  Leviticus  16:22  the  Lord  told  Aaron  to  put  all 
his  people’s  sins  onto  a goat  and  banish  it  forever  to 
uninhabited  lands.  Oh,  how  tired  I am  of  us  being  the 
scapegoat  for  the  federal  government.  We  would 
like  to  help  them  work  out  a lot  of  our  troubles,  but 
they  neither  seek  our  advice  nor  listen  to  much  that 
we  have  to  say. 

Please  call  or  write  your  senators  and  congress- 
men and  let  them  know  what  is  going  on  medically  in 
Mississippi.  If  you  won’t  do  either  then  at  least  tear 
this  out  and  mail  it  to  them. 

Thank  you,  God,  for  letting  me  be  a family  physi- 
cian in  this  troubled  world. 

Joe  Johnston,  M.D. 

Associate  Editor 


THE  PRESIDENT  SPEAKING 

(Continued  from  page  354) 

rural  electrification  would  reach  this  house,  and  the 
only  light  I saw  was  coming  from  inside. 

Several  people  welcomed  me  into  the  house,  and 
it  was  obvious  to  me  that  relatives  and  neighbors 
were  represented  in  a mixture  of  men,  women,  and 
children.  I entered  a room  about  20  feet  square  with 
an  open  fire  at  one  end,  a double  bed  at  the  other,  and 
what  appeared  to  be  18  or  20  people  standing  and 
sitting  around  the  walls.  One  kerosene  lamp  and  the 
fire  supplied  just  enough  light  to  make  out  forms,  but 
not  faces  of  these  people.  I never  felt  so  alone  in  all 
my  life.  I was  directed  to  the  patient,  and  offered  a 
cane  bottom  chair.  I sat  down  beside  the  bed. 

The  patient  was  a woman  in  her  mid-thirties  lying 
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quietly  under  a layer  of  four  or  five  quilts,  and  she 
did  not  seem  to  be  in  any  distress  at  all.  1 took  her 
blood  pressure  before  I said  a word.  This  gave  me  a 
little  more  time  to  plan  my  line  of  questions.  There 
was  certainly  no  hope  of  privacy,  and  I wanted  to 
make  the  best  impression  possible.  There  were  a 
number  of  questions  I wanted  to  ask,  but  the  large 
audience  made  me  choose  them  carefully.  My  first 
question  was,  "Do  you  have  any  pain?”  She  nodded 
her  head  “yes.”  "Where  do  you  hurt  ?”  She  pointed 
to  her  abdomen.  I pulled  the  layers  of  quilts  back  far 
enough  to  get  one  hand  on  her  abdomen.  My  im- 
mediate impression  was  very  poor  muscle  tone,  but 
in  the  lower  abdomen  I felt  a mass  that  felt  exactly 
like  a five  or  six  month  pregnancy.  A whole  group  of 
questions  went  through  my  mind,  but  I did  not  want 
to  embarrass  her,  and  I wanted  this  crowd  of  people 
to  think  that  I knew  what  I was  doing.  Remember, 
this  was  1950  and  even  the  word  "pregnancy”  was 
not  used  in  normal  conversation,  much  less  obtain- 
ing a menstrual  history. 

My  next,  carefully  chosen  question  was,  "How 
long  has  it  been  since  you  had  a baby?”  Her  first 


words  spoken  to  me  came  back  promptly;  “jes’  a 
few  minutes  ago!”  I pulled  the  cover  back  enough  to 
see  a perfectly  formed,  male  infant  weighing  about 
eight  pounds  lying  quietly  between  her  legs! 

The  baby  was  breathing  without  distress  and  had 
not  made  a sound.  The  cord  was  attached  and  the 
placenta  had  not  delivered  yet. 

There  was  no  need  and  no  time  for  any  more 
questions,  and  I guess  instincts  took  over  for  the 
most  part.  I have  been  unable  to  remember  details  of 
what  happened  next,  but  I borrowed  a piece  of  string 
and  some  scissors  and  completed  the  delivery.  I 
made  them  promise  to  bring  mother  and  baby  into 
the  hospital  if  the  least  trouble  occurred,  and  then  I 
made  my  exit  as  rapidly  as  I could. 

I must  have  done  a “fair  to  middlin’  job”  in  their 
opinion,  because  they  named  the  baby  Charles 
Ralph!!! 

Below  is  an  architect’s  drawing  of  the  new  MSMA 
headquarters  building.  Groundbreaking  will  take  place 
this  month,  and  construction  should  be  completed  in 
about  a year. 


356 


JOURNAL  MSMA 


MEDICAL  ORGANIZATION 


New  Office  Building 
Construction  Begins 

Groundbreaking  for  a new  office  building  to 
house  the  MSMA,  MSMA  Auxiliary,  the  Medical 
Assurance  Company  of  Mississippi,  and  the  Missis- 
sippi Foundation  for  Medical  Care  will  take  place 
this  month.  Construction  is  scheduled  to  be  com- 
pleted in  about  12  months. 

Jones  and  Thompson  Construction  Company  of 
Jackson  was  the  successful  bidder  on  the  $2  million- 
plus  project,  which  will  include  more  than  20,000 
square  feet  of  new  office  space  and  renovation  of  the 
existing  building.  Cooke,  Douglas,  Farr  of  Jackson 
are  architects  for  the  project. 

The  MSMA  House  of  Delegates  approved  the 
building  program  at  the  1984  Annual  Session  based 
on  recommendations  of  the  Board  of  Trustees. 
Architects  were  subsequently  retained  to  begin  the 
design  phase  of  the  proposed  building,  and  negotia- 
tions were  completed  to  obtain  necessary  parking  on 
state  and  city  property  adjacent  to  the  existing 
MSMA  building.  The  Board  of  Trustees  gave  a 
status  report  on  the  building  program  at  the  1985 
Annual  Session  and  the  House  of  Delegates  directed 
that  the  project  proceed. 

Present  plans  call  for  the  building  to  be  financed 
through  a syndicated  limited  partnership  offered  to 
MSMA  members  only.  This  offering  will  occur  in 
early  1986. 


MSMA  Moves  Ahead 
With  IPA/HMO  Plan 

An  MSMA  sponsored  IPA/HMO  is  on  the  draw- 
ing board  based  on  action  of  the  Board  of  Trustees  at 
a special  called  meeting  on  October  17  in  Jackson. 

Acting  on  a recommendation  of  its  Committee  to 
Study  Alternative  Delivery  Systems  and  with  advice 
of  legal  counsel,  the  Board  approved  a plan  to  capi- 
talize a Mississippi  Physicians  Health  Insurance 
Company  and  Mississippi  Physicians  Individual 
Practice  Association  with  voluntary  membership 
contributions  and  purchase  of  stock  by  MSMA 
members.  A presentation  of  the  plan  was  subse- 
quently made  to  a statewide  advisory  committee  of 
MSMA  members  at  a meeting  in  Jackson  on  Novem- 
ber 13. 


Future  activities  call  for  a solicitation  to  join  the 
organizations  to  be  made  to  MSMA  members 
around  December  15.  Every  MSMA  member  will 
receive  a prospectus  offering  stock  in  the  Mississippi 
Physicians  Health  Insurance  Company  and  a solic- 
itation to  become  a member  of  the  Mississippi  Physi- 
cians Individual  Practice  Association.  A program 
describing  the  organizations  and  their  future  plans 
will  also  be  available  for  presentation  at  component 
society  and  medical  staff  meetings. 

Based  on  the  success  of  the  capitalization  and 
membership  phase  of  the  plan  approved  by  the 
Board  of  Trustees,  the  proposed  MSMA  IPA/HMO 
should  be  in  a position  to  offer  a product  to  potential 
subscribers  in  early  1986. 


Dr.  Ellis  Moffitt,  MSMA  past  president  and  current 
chairman  of  the  Committee  to  Study  Alternative  Delivery 
Systems,  outlines  a proposed  MSMA-IPA/HMO  at  a meet- 
ing of  a statewide  advisory  committee.  The  committee  met 
in  Jackson  on  November  13. 
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Members  of  a statewide  advisory  committee  met  in  Jackson  to  hear  a presentation  concerning  the  MSMA-sponsored 
IPAIHMO  approved  by  the  Board  of  Trustees.  Capitalization  and  membership  activities  will  take  place  beginning  this 
month. 


Grant  Will  Fund 
Geriatric  Education  Center 

The  University  of  Mississippi  Medical  Center  has 
received  a $636,000  grant  from  the  Department  of 
Health  and  Human  Services  to  establish  a Geriatric 
Education  Center. 

Project  directors  are  Dr.  Ames  Tryon,  chairman 
of  the  Department  of  Community  and  Oral  Health  in 
the  School  of  Dentistry,  and  Dr.  Harper  Hellems, 
chairman  of  the  Department  of  Medicine.  UMC  vice 
chancellor  Dr.  Norman  Nelson  is  principal  investi- 
gator. 

The  center  will  provide  training  in  the  special 
problems  of  the  elderly  to  a core  group  of  faculty 
representing  physicians,  nurses,  dentists,  physical 
therapists,  respiratory  therapists,  speech  and  hearing 
specialists,  occupational  therapists,  pharmacists, 
psychologists  and  social  workers. 

Faculty  assigned  to  the  center  will  also  conduct 
training  sessions  for  health  professionals  at  colleges 
and  hospitals  throughout  the  state. 

The  center  also  will  serve  as  an  information 


source  about  geriatric  issues  of  interest  and  concern 
to  health  professionals  and  senior  citizens  through- 
out the  state. 

According  to  Tryon,  Mississippi  now  ranks  21st 
among  the  50  states  in  the  percentage  of  the  popula- 
tion over  65 . Current  trends  indicate  the  percentage 
could  go  even  higher.  “Several  church  groups  are 
establishing  retirement  communities  in  the  state,  de- 
velopers on  the  Gulf  Coast  are  planning  retirement 
communities,  and  there  is  an  increasing  number  of 
retired  military  choosing  to  live  in  our  state,’’  he 
said. 

Some  of  the  special  problems  Mississippi  faces 
are  that  55  percent  of  the  state’s  elderly  population 
have  incomes  below  the  poverty  level  and  77  percent 
have  incomes  of  less  than  $5000  per  year.  Nearly 
half  of  the  over-65  population  lives  in  isolated,  rural 
areas  without  easy  access  to  health  services. 

“The  challenges  we  face  in  the  state  in  meeting 
the  needs  of  our  aging  population  provide  fertile 
ground  for  developing  educational  models  that  could 
have  a significant  local  and  national  impact,’’  Tryon 
said. 
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Amyx,  Barry  C.,  Jackson.  Bom  Louisville,  KY, 
Nov.  4,  1951;  M.D.,  University  of  Kentucky  Col- 
lege of  Medicine,  Lexington,  1977;  interned  one 
year.  University  of  Kentucky  Medical  Center,  Lex- 
ington; residency  in  psychiatry,  Johns  Hopkins  Hos- 
pital, Baltimore,  MD,  1978-79,  Mental  Health  Insti- 
tute, Cherokee,  lA  1979-81,  and  University  of 
South  Dakota,  Yankton,  198 1-83;  elected  by  Central 
Medical  Society. 

Ball,  G.  Chris,  Jackson.  Bom  New  Orleans,  LA, 
Aug.  19,  1956;  M.D.,  University  of  Mississippi 
School  of  Medicine,  Jackson,  1981;  interned  and 
ob-gyn  residency.  University  of  Alabama  Medical 
Center,  Birmingham,  1981-85;  elected  by  Central 
Medical  Society. 

Bondurant,  Sidney  W.,  Grenada.  Born  Phil- 
adelphia, MS,  Sept.  19,  1946;  M.D.,  Vanderbilt 
University  School  of  Medicine,  Nashville,  1971; 
interned  University  of  California  Davis  Hospital, 
Sacramento,  one  year;  ob-gyn  residency,  Vanderbilt 
Hospital,  Nashville,  1980-83;  elected  by  North  Cen- 
tral Medical  Society. 

Calcote,  Robert  W.,  Jackson.  Born  Natchez, 
MS,  Sept.  5,  1955;  M.D.,  University  of  Mississippi 
School  of  Medicine,  Jackson,  1981;  interned  Lloyd 
Noland  Hospital,  Birmingham,  AL,  one  year;  der- 
matology residency,  same,  1982-83  and  Medical 
College  of  Wisconsin,  Milwaukee,  1983-85;  elected 
by  Central  Medical  Society. 

Evans,  Robert  M.,  Jackson.  Bom  Jackson,  MS, 
Oct.  31,  1952;  M.D.,  University  of  Mississippi 
School  of  Medicine,  Jackson,  1978;  interned  and 
medicine  residency,  Vanderbilt  University  Hospital, 
Nashville,  1978-81;  endocrinology  fellowship, 
same,  1982-83;  elected  by  Central  Medical  Society. 

Fuchs,  Paul  D.,  Mound  Bayou.  Bom  Pittsburgh, 
PA,  Jan.  12,  1948;  M.D.,  Medical  College  of  South 
Carolina,  Charleston,  1977;  interned  University  of 
Texas,  Galveston,  one  year;  family  practice  residen- 
cy, University  of  Massachusetts  Medical  Center, 
Worchester,  1982-84;  elected  by  Delta  Medical 
Society. 

Gillespie,  William,  M.,  Ill,  Columbus.  Born 
Meridian,  MS,  Oct.  1,  1954;  M.D.,  University  of 
Mississippi  School  of  Medicine,  Jackson,  1980;  in- 
terned University  of  Arkansas,  Little  Rock,  one 


year;  ophthalmology  residency.  University  Medical 
Center,  Jackson,  MS,  1981-84;  elected  by  Prairie 
Medical  Society. 

Hunter,  Frederick  J.,  Columbus.  Born  Los 
Angeles,  CA;  M.D.,  Meharry  Medical  College, 
Nashville,  TN,  1975;  interned  and  ob-gyn  residen- 
cy, Keesler  AFB,  Biloxi,  MS.,  1978-82;  elected  by 
Prairie  Medical  Society. 

McDonald,  Judy  M.,  Natchez.  Bom  Austin,  TX, 
Oct.  11,  1950;  M.D.,  University  of  Texas  South- 
western Medical  School,  Dallas,  1981;  interned  and 
ob-gyn  residency.  University  of  Mississippi  Medical 
Center,  Jackson,  1981-85;  elected  by  Homochitto 
Valley  Medical  Society. 

Miller,  Edmund  A.,  Jr.,  West  Point.  Bom  Pitts- 
burgh, PA,  Nov.  13,  1953;  M.D.,  University  of 
Mississippi  School  of  Medicine,  Jackson,  1979;  in- 
terned and  medicine  residency,  Mayo  Clinic, 
Rochester,  MN,  1979-82;  elected  by  Prairie  Medical 
Society. 

Proctor,  Barbara  J.,  Jackson.  Born  New 
Orleans,  Sept.  6,  1955;  M.D.,  University  of  Missis- 
sippi School  of  Medicine,  Jackson,  1981;  interned 
and  pathology  residency.  University  Medical  Cen- 
ter, Jackson,  1981-85;  elected  by  Central  Medical 
Society. 

Russell,  Ricky  G.,  Jackson.  Bom  Jackson,  MS, 
Nov.  26,  1954;  M.D.  University  of  Mississippi 
School  of  Medicine,  Jackson,  1980;  interned  Uni- 
versity of  Arkansas,  Little  Rock,  one  year;  ophthal- 
mology residency.  University  of  Mississippi  Medi- 
cal Center,  Jackson,  1981-85;  elected  by  Central 
Medical  Society. 

Sanford,  W.  Scott,  Starkville.  Bom  Kingsport, 
TN,  July  15,  1952;  M.D.,  University  of  Tennessee 
Center  for  Health  Sciences,  Memphis,  1977;  in- 
terned St.  Francis  East,  Memphis,  one  year;  interned 
and  medicine  residency.  University  Medical  Center, 
Jackson,  MS,  1982-84;  elected  by  Prairie  Medical 
Society. 

Walker,  Linda  K.,  Jackson.  Bom  Hattiesburg, 
MS,  Aug.  27,  1956;  M.D.,  University  of  Mississip- 
pi School  of  Medicine,  Jackson,  1982;  interned  and 
pediatric  residency,  Vanderbilt,  Nashville,  TN, 
1982-85;  elected  by  Central  Medical  Society. 
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THE  EYE  FOUNDATION  OF  AMERICA 

presents  ond  invires  you  ro  o 

SYMPOSIUM  ON 


CATARACT 


. BIOCHEMICAL  • MEDICAL  • SURGICAL  • LASER  • 

FEBRUARY  14-15,  1986 

Sheraton  New  Orleans  Hotel  • 500  Canal  Street  • New  Orleons,  Louisiana  70130  • (504)  525-2500 


PARTIAL  LIST  OF  TOPICS 


• BIOCHEMICAL 

• GLAUCOMA 

• CORNEAL  DISEASE 

• MEDICAL  THEPAPY 

• PEDIATRIC  CATARAQS 

• RADIATION  CATARAQS 

• SURGICAL 

• SODIUM  HYALURONATE 

• DIABETIC  CATARAQS 

• LASER 

• CLASSIFICATION 

• POSTERIOR  CAPSULE 

• AKINESIA 

• COMPLICATIONS 

• ALDOSE  REDUQASE  INHIBITION 

• PATHOLOGY 

• INTRAOCULAR  LENS  COMPLICATIONS 

• CATARAQ  FORAAATION 

• OUTPATIENT 

• SECONDARY  MEMBRANES 

• EXTRACAPSULAR 

• ULTRASONOGRAPHY 

• DISLOCATED  AND  SUBLUXATED  IMPLANTS 

• INTRACAPSULAR 

• PHACOEMULSIFICATION 

• INFLAAMAATORY  REAQIONS 

• CAPSULOTOMY 

• ANTERIOR  VITREQOMY 

• RETINAL  COMPLICATIONS 

• TRABECULEQOMY 

• CRYOTHERAPY 

PARTIAL  LIST  OF  GUEST  SPEAKERS 


DAVID  J.  APPLE,  M.D. 

Universiry  of  Uroh  School  of  Medicine 

LEO  T.  CHYLACK,  JR,  MD. 

Hop^ord  Medicol  School 


MANUEL  D.  DATILES,  M.D. 

Norionol  Eye  Insrirure 

DARREH  G.  HAIK,  MD. 

Cornell  Medical  Center 


ROBERT  M SINSKEY,  M.D. 

Sonro  Monico,  Colifornio 

STEPHEN  TROKEL  M.D. 

Columbio-Presbyrerion  Medicol  Center 


AMA-CME 

The  Eye  Foundorion  of  America  is  occredired  by  the 
Accreditation  Council  for  Continuing  Medicol  Educa- 
tion to  sponsor  continuing  medicol  education  for  phy- 
sicians. Category  1:  14  hours  credit. 


TUITION 


Practicing  Physicions S200.00 

Residents  ond  Fellows No  Tuition 


(Accomponied  by  letter  from  Chief  of  Service  or 
Chairman) 


FOR  REGISTRATION  AND  FURTHER  INFORMATION 

PLEASE  CONTAQ: 

KENNETH  G.  HAIK,  MD. 

Symposium  Director 
The  Eye  Foundorion  of  Americo 
823  Moison  Blanche  Building 
New  Orleons,  LA  70112 
(504)  581-3714 
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“When  I realized  my  chances  of 
becoming  disabled  by  age  65 
were  three  times  greater  than  the 
chances  of  death  . . . 

I compared  disability  insurance 
plans.  And  I decided  that  my 
MSMA-endorsed  disability  in- 
surance plan 

SERVES  ME  BEST! 

It’s  not  group  insurance,  but  an 
individually-owned  policy 
which  is  non-cancellable  and 
guaranteed  renewable.'^ 

If  you’re  a member  of  the  Mississippi  State  Medical  Association  you  may  be 
eligible  for  this  outstanding  professional  disability  plan  at  discounted  pre- 
miums. 

• Non-cancellable,  guaranteed  renewable  • Cost  of  living  rider 

• Medical  specialty  protection  • Future  disability  insurance  option 

• Presumptive  loss  provision  • Lifetime  accident  and  sickness  rider 

• Indexing  of  prior  earnings  • Total  and  residual  disability  protection 

• Waiver  of  premium 

Offered  by  Paul  Revere  Insurance  Company  to  MSMA  members  through  its 
exclusive  representatives,  Professional  Disability  Specialists. 

Jon  B.  Wimbish,  Disability  Specialist 

1501  Lakeland  Drive,  Suite  200  Jackson,  MS  39216  Telephone  362-9800 
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James  Achord  of  UMC  attended  the  Council  on 
Subspecialty  Societies  of  the  American  College  of 
Physicians  in  Toronto,  Ontario,  Canada. 

William  Bates  of  UMC  was  a panelist  at  a meeting 
of  the  American  Fertility  Society  in  Chicago. 

Blair  Batson  of  UMC  spoke  at  a recent  leadership 
training  seminar  for  the  American  Academy  of 
Pediatrics  in  San  Antonio,  Texas,  and  was  an  ex- 
aminer for  the  American  Board  of  Pediatrics  in  New 
Haven,  Connecticut. 

R.  M.  Chilimigras  of  Senatobia  has  been  certified 
as  a diplomate  of  the  American  Board  of  Family 
Practice. 

Wallace  Conerly  of  UMC  spoke  at  the  Southeast 
Alabama  Medical  Center  in  Dothan,  in  October. 

David  Crawford  of  UMC  was  guest  speaker  at  the 
New  Mexico  Cancer  Symposium  in  Albuquerque 
and  presented  an  exhibit  at  the  meeting  of  the  Amer- 
ican College  of  Surgeons  in  Chicago. 

Owen  Evans  of  UMC  made  a presentation  at  the 
Child  Neurology  Society’s  14th  annual  meeting  in 
Memphis  and  was  guest  speaker  at  the  Delta  Medical 
Society  meeting  in  Indianola. 

Alan  Freeland  of  UMC  was  visiting  professor  at 
the  University  of  Miami,  Florida,  in  October. 

Mabel  Garner  announces  the  opening  of  her  office 
for  the  practice  of  medicine  at  304  Rodney  Road  in 
Port  Gibson. 

Wilfred  Gillis  of  UMC  recently  lectured  at  a 
“Heart  and  Mind”  meeting  in  Omaha,  Nebraska. 

Armin  Haerer  of  UMC  presented  a paper  at  the 
Society  of  Clinical  Neurologists  in  Napa  Valley, 
California. 

Frank  Hayden  of  Poplarville  has  been  elected  chief 
of  staff  at  Pearl  River  County  Hospital. 

Bobby  Heath  of  UMC  presented  a paper  at  a meet- 
ing of  the  Southeastern  Pediatric  Cardiology  Society 
in  Wilmington,  North  Carolina. 

Jack  Herring  of  Magee  has  been  recertified  as  a 
diplomate  of  the  American  Board  of  Family  Prac- 
tice. 


James  Hughes  of  UMC  attended  a board  of  trustees 
meeting  of  AO-lntemational  in  Davos,  Switzerland 
in  October. 

W.  C.  Jones  of  Forest  was  honored  upon  his  retire- 
ment from  40  years  of  medical  practice  in  cere- 
monies at  S.  E.  Lackey  Memorial  Hospital. 

Howard  T.  Katz  announces  the  establishment  of 
his  practice  for  physical  medicine  and  rehabilitation 
at  Mississippi  Methodist  Hospital  and  Rehabilitation 
Center  in  Jackson. 

Ronald  Krueger  of  UMC  presented  a paper  at  the 
recent  Pediatric  Urology  Conference  in  Pinehurst, 
North  Carolina. 

Herbert  Langford  of  UMC  was  in  Kyoto,  Japan 
as  guest  speaker  at  the  13th  annual  meeting  of  the 
Japanese  Association  of  Acute  Medicine  and  also 
spoke  at  a symposium  on  hypertension  in  Berlin, 
West  Germany. 

Lynn  Leatherwood  announces  the  opening  of  his 
office  for  the  practice  of  internal  medicine  at  1110 
Broad  Avenue  in  Gulfport. 

Robert  Little  of  Biloxi  has  been  elected  president 
of  Tulane  University  Medical  Alumni  Association. 

James  Martin  of  UMC  was  a panelist  at  the  District 
VII  meeting  of  the  American  College  of  Obstetri- 
cians and  Gynecologists  in  Knoxville,  Tennessee,  in 
October  and  was  guest  speaker  at  the  Ross  Society 
Meeting  in  Williamsburg,  Virginia. 

G.  Rodney  Meeks  of  UMC  was  visiting  professor  at 
the  University  of  Tennessee  at  Knoxville  recently. 

Richard  Miller  of  UMC  spoke  at  the  Rainbow 
Babies  and  Childrens  Hospital  annual  symposium  in 
Cleveland,  Ohio. 

John  Morrison  of  UMC  recently  was  visiting  pro- 
fessor at  Stanford  University  and  Kaiser  Permanente 
Medical  Center  in  San  Francisco,  California  and 
also  attended  a board  of  directors  meeting  of  the 
Central  Association  of  Obstetricians  and  Gyneco- 
logists in  Memphis. 

William  Nicholas  of  UMC  spoke  to  the  Alcorn 
Medical  Association  in  Corinth  and  the  Oxford 
chapter  of  the  American  Diabetes  Association,  and 
also  made  a presentation  on  diabetes  at  a health 
professionals  meeting  in  Kosciusko. 

Howard  Nichols  of  UMC  was  examiner  for  the 
American  Board  of  Pediatrics  in  New  Haven,  Con- 
necticut and  attended  the  board  of  directors  meeting 
of  the  American  Board  of  Family  Practice  in  Lexing- 
ton, Kentucky. 
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A Case  In  Point 
For  Early  Intervention 

MENINGOCOCCEMIA 


SOLUTION:  CALL  OCHSNER  FLIGHT  CARE 
I-800-OCHSNER  (Louisiana) 

1-800-344-1003  (out  oi  state) 

1-504-837-PICU  (collect) 

The  Ochsner  Flight  Care  helicopter  lifted  off  8 
minutes  after  this  call  was  received.  The  Flight 
Care  Team,  composed  of  a pediatric  critical 
care  physician  and  a critical  care  nurse,  ar- 
rived at  the  referring  emergency  department  in 
only  20  minutes,  thanks  to  the  helicopter's  180 
mile-per-hour  top  speed.  New  protocols  for  this 
critically  ill  child  were  instituted  while  the  team 
was  in  the  air. 

The  child  did  develop  severe  ARDS  for  which 
conventional  and  high  frequency  ventilation 
were  used.  Because  of  further  pulmonary  prob- 
lems, extracorporal  membrane  oxygenation 
was  begun  and  this  was  successful.  The  patient 
was  discharged  home  with  his  family,  to  be  fol- 
lowed by  his  family  physician. 


Ochsner  Flight  Care 
Ochsner  Medical  Institutions 
1512-1516  Jefferson  Highway 
New  Orleans,  LA  70121 


A 3‘/2  year  old  boy  is  brought  to  your 
emergency  department.  Initial  evaluation  re- 
veals probable  meningococcemia  with  failing 
neurological  and  respiratory  status.  Despite 
available  medical  intervention,  septic  shock 
progresses. 

VOLUME  EXPANSION  — MINIMAL  EFFECT 

CHEST  X-RAY  — INCREASING  AVEOLAR  IN- 
VOLVEMENT 

IMPRESSION:  SEPTIC  SHOCK  WITH  DE- 
VELOPING ADULT  RESPIRATORY  DISTRESS 
SYNDROME. 

How  can  you  get  this  patient  safely  to  a facil- 
ity that  can  provide  advanced  techniques  in 
treating  septic  shock  and  can  provide  adv- 
anced management  of  ARDS. 


• • 


PERSON  ALS/Continued 


James  R.  Stingily  of  Hazlehurst  and  L.  D.  Turner 
of  Crystal  Springs  have  been  recertified  as  diplo- 
mates  of  the  American  Board  of  Family  Practice. 

Guy  T.  Vise,  Jr.  of  Jackson  was  installed  as  presi- 
dent of  the  Southern  Medical  Association  at  the  79th 
Annual  Scientific  Assembly  in  Orlando,  Florida, 
last  month. 

Lamar  Weems  of  UMC  was  guest  speaker  at  the 
Carolina  Urological  Association  in  Charlotte,  North 
Carolina  and  spoke  on  cost  containment  at  a Missis- 
sippi Manufacturers  Association  seminar  in  Jack- 
son. 

Winfred  Wiser  of  UMC  spoke  at  the  meeting  of  the 
Central  Association  of  Obstetricians  and  Gyneco- 
logists in  Memphis,  Tennessee. 

Arthur  E.  Wood,  III,  of  Waynesboro  announces 
the  association  of  Arthur  E.  Wood,  Jr.  for  the 
practice  of  family  medicine  at  940  Mathews  Drive. 


Medico-Legal  Brief 

Private  Hospital  Breached 
Duty  in  Transferring  Patient 

A private  hospital  breaehed  its  duty  to  a patient  as 
a matter  of  law  by  transferring  the  patient  to  the 
county  hospital  for  financial  reasons  when  emergen- 
cy care  was  medically  indicated,  the  Arizona  Su- 
preme Court  ruled. 

The  13-year-old  patient  was  injured  in  an  acci- 
dent. He  was  taken  by  ambulance  to  the  private 
hospital.  Among  his  injuries  was  a transected  or 
partially  transected  femoral  artery.  The  injury  was 
high  on  the  left  thigh  and  interrupted  the  flow  of 
blood  to  the  distal  portion  of  the  leg.  Upon  arrival  at 
the  emergeney  room,  he  was  examined  and  treated 
by  the  emergency  room  physician.  Fluids  were 
administered  and  blood  was  ordered.  An  orthopedic 
surgeon  was  called  in  and  she  recommended 
surgery.  A vascular  surgeon  was  consulted  by 
phone. 

Some  time  after  the  patient’s  condition  stabilized, 
the  decision  was  made  to  transfer  him  to  a county 
hospital.  There  was  no  question  that  the  transfer  was 
for  financial  reasons.  He  was  transferred  to  the  coun- 
ty hospital,  where  his  condition  worsened  but  even- 


tually stabilized.  He  was  operated  on  for  abdominal 
injuries  and,  immediately  afterwards,  for  repair  of 
his  torn  femoral  artery.  He  survived  but  had  residual 
impairment  of  his  left  leg.  His  mother  filed  suit 
against  the  private  hospital  and  the  physicians  at  the 
private  hospital  for  negligence  in  transferring  her 
son  to  the  county  hospital,  resulting  in  aggravating 
his  injuries.  A trial  court  entered  judgment  for  the 
hospital  and  physicians  and  the  appellate  court 
affirmed. 

On  appeal,  the  Arizona  Supreme  Court  said  that 
the  emergency  room  physician  and  the  vascular 
surgeon  were  not  liable  to  the  patient.  There  were  no 
allegations  that  the  treatment  that  the  emergency 
room  physician  rendered  was  negligent.  There  was 
nothing  in  the  record  to  indicate  that  anything  that  he 
did  was  a cause  of  the  refusal  to  admit  the  patient  to 
the  hospital  or  to  transfer  him  to  the  county  hospital. 
The  vascular  surgeon  did  not  breach  any  duty  in 
failing  to  come  to  the  hospital  to  attend  the  patient. 
He  was  an  on-call  specialist  prepared  to  come  to  the 
hospital  if  needed.  He  was  not  requested  to  come  to 
the  hospital. 

Expert  testimony  established  that  emergency 
surgery  was  indicated  to  repair  the  patient’s  tran- 
sected femoral  artery.  That  testimony  supported  a 
finding  by  the  jury  that  emergency  medical  care  was 
medically  indicated  for  the  patient.  The  hospital’s 
transfer  of  the  patient  for  financial  reasons  when 
emergency  care  was  medically  indicated  was  a 
breaeh  of  the  hospital’s  duty  as  a matter  of  law,  the 
Supreme  Court  concluded.  The  court  remanded  the 
claims  against  the  hospital  to  the  trial  court  for  fur- 
ther proceedings.  — Thompson  v.  Sun  City  Com- 
munity Hospital,  Inc.,  688  P.2d  605  (Ariz.Sup.Ct., 
June  12,  1984;  reconsideration  denied.  Sept.  11, 
1984) 
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RECOLLECTIONS 


Ten  years  ago,  in  the  December 
issue,  Journal  MSMA  reported  on 
a special  session  of  the  association’s 
House  of  Delegates.  The  meeting 
had  been  prompted  by  a developing 
crisis  in  professional  liability  insur- 
ance, and  delegates  met  in  Jackson 
to  consider  proposals  regarding  the 
problem. 

During  the  session  delegates  au- 
thorized the  Board  of  Trustees  to 
proceed  with  development  of  a 
physician-owned  corporation  to  pro- 
vide a program  of  medical  liability 
risk  retention  and  education  for 
MSMA  members.  Delegates  also 
approved  an  extensive  legislative 
program  for  introduction  to  the  1976 
Regular  Session  of  the  Mississippi 
Legislature.  The  legislative  program 
proposed,  among  other  things;  to 
give  the  State  Board  of  Health  au- 
thority to  restrict  physicians’ 
licenses  for  professional  incom- 
petency; to  establish  malpractice 
screening  panels  to  review  and  re- 
solve medical  claims  prior  to  a suit 
being  filed;  to  permit  evidence  re- 
garding collateral  resources  in  mal- 
practice suits;  and  to  give  the  Com- 
missioner of  Insurance  standby  au- 
thority to  establish  a Joint  Under- 
writing Association  in  the  event 
malpractice  insurance  became  un- 
available in  the  state. 

That  same  issue  of  the  Journal 
reported  that  Mississippi  was  among 
14  states  which  had  set  an  all-time 
high  in  membership  in  AMPAC. 

Twenty  years  ago.  Journal 
MSMA  noted  that  the  1965  session 
of  Congress  was  the  most  active  in 
history  with  respect  to  health  leg- 
islation. Of  16,882  bills  introduced, 
950  were  concerned  with  medicine, 
patient  care,  education,  research, 
and  public  health.  Major  enactments 
ran  the  gamut  from  air  pollution  to 
Medicare  and  covered  most  of 
LBJ’s  health  program. 

Twenty-five  years  ago  editor 
Thomas  J.  Marland,  M.D.,  com- 
mented on  the  growing  importance 


of  genetics.  “In  the  very  recent 
past,’’  he  observed,  “the  subject  of 
genetics  as  applied  to  medicine  was 
ignored  and  generally  thought  to 
possess  a very  nebulous  and  highly 
theoretical  application  for  physi- 
cians in  the  actual  practice  of  medi- 
cine.’’ But  he  noted  that  most 
medical  publications  had  begun  to 
include  discussions  on  some  aspect 
of  the  subject,  and  as  a sign  of  the 
times,  specialty  boards  were  begin- 
ning to  include  questions  on  genet- 
ics in  their  examinations.  He  pre- 
dicted that  the  significance  of  genet- 
ics to  medical  practice  would  con- 
tinue to  grow. 


The  December  1960  issue  of 
Journal  MSMA  contained  a report 
from  the  U.  S.  Department  of 
Health,  Education  and  Welfare, 
which  indicated  that  the  average 
American  consulted  his  physician 
five  times  a year.  Two  out  of  three 
visits  occurred  in  the  office,  ten  per- 
cent in  the  home,  and  14  percent  in 
an  outpatient  clinic  or  similar  loca- 
tion. About  10  percent  of  all  visits 
were  telephone  consultations.  The 
majority  (75%)  were  for  the  purpose 
of  diagnosis  and7or  treatment  of  ill- 
ness or  injury.  The  remainder  of 
visits  were  for  general  checkups  and 
immunizations. 


Our  customers  have  helped  make  Scientific  Telecom  Mississippi  s 
largest  privately  owned  telephone  equipment  company.  In  fact,  we  are 
the  only  Mississippi  company  on  Teleconnect  magazine’s  list  of  the  nations 
top  100  telephone  equipment  dealers.  We’re  also  America's  fourth  largest 
ITT  dealer,  and  the  Southeast’s  third  largest  Walker  dealer.  And  we 
couldn’t  have  done  it  without  your  trust  and  support.  Thanks,  Mississippi 
We  pledge  to  continue  the  exceptional  service  you  expect  and  deserve. 


Allen  Wood 
President 


Columbus  • (Jreenwood  • Hattiesburg  • Jackson  • Oxford  ^ 

scientiric  Telecom 

FCC  authorized  distributors  for  Walker,  I IH  and  Harris 
l-HOO-824-7770  • P.O.  Box  233  • Greenwood,  MS  38930 
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A 

Acromegaly 

acromegaly  [Nass  et  al]  *25 1 

Allergy 

urticaria  and  angioedema  [Booth]  *59 
Alternate  Delivery  Systems 
business-medicine  coalitions  [Moffitt]  104-PP 
development  of  PPOs  [Mofftrt]  14-PP 
more  about  PPOs  [Moffitt]  46-PP 
MSMA/ASIM  seminar  examines  alternative  delivery 
systems,  329-N 

objectives  of  PPOs  [Moffitt]  78-PP 
the  time  has  come  [Moffitt]  195-E 
time  to  get  on  board  [Johnston]  263-E 
wrap-up  [Moffitt]  138-PP 

planning  moves  ahead  for  MSMA  IPA/HMO  [Mof- 
fitt] 298-E;  357-N 
Alzheimer’s  Disease 

Alzheimer’s  disease  clinic  established  at  UMC,  1 14-N 
American  Medical  Association 
AMA  and  U.S.  Health  Policy  Since  1940  [Weems] 
140-BR 

a system  that  cares:  president's  address  to  MSMA 
House  of  Delegates  [Boyle]  257-S 

Aorta 

thoracic  aortic  injury  [Coltharp  et  al]  *311 

Appendicitis 

CT  examination  in  acute  and  complicated  appendicitis 
[Cranston  and  Gray]  285-RS 

Arthritis 

mixed  connective  tissue  disease  in  childhood:  case 
report  and  literature  review  [Robertson]  *279 

Auxiliary  to  MSMA 

MSMA  Auxiliary  recognized  for  MedVote  success, 
145-N 

1985  convention  program,  113-N 

B 

Bennett,  Thomas  L. 

state  hires  Bennett  as  medical  examiner,  81-N 
Book  Reviews 

AMA  and  U.S.  health  policy  since  1940  [Weems] 
140-BR 

Brain 

primary  erythromelalgia  associated  with  cerebral  in- 
farctions [Thomas]  *321 

C 

Cancer 

anorectal  squamous  cell  carcinoma  at  MBMC:  results 
of  the  last  five  years  of  the  Nigro  schedule  [Smith  et 
al]  *283 

evaluate  your  performance  in  cancer  awareness  role 
[Lockey]  *297-E 

medullary  carcinoma  of  the  thyroid:  retrospective  di- 
agnosis using  current  technics  on  late  metastases 
[Cannon  et  ^]*5 

recent  advancements  in  the  treatment  of  prostate  can- 
cer [Dawkins  and  Crawford]  *245 
screening  colorectal  cancer:  fecal  occult  blood  tests 
[Boone]  *95 

screening  colorectal  cancer:  invasive  measures 
[Boone]  *125 

screening  colorectal  cancer:  rational  guidelines 
[Boone]  *165 
Colon  (see  Cancer) 

Computers 

medical  computing:  the  remote  database  [Streiffer] 
*171 


the  magic  button  [Johnston]  263-E 

Cystic  Fibrosis 

cystic  fibrosis  in  adults  [Godbey]  *161 

D 

Deaths 

Bennett,  J.  J.,  Jr.,  57 
Brown,  Marion  H.,  210 
Catchings,  Charles  E.,  Jr.,  120 
Clay,  Thomas  F.,  90 
Feurst,  Samuel  I.,  90 
Googe,  Paul  R.,  57 
McLeod,  James  N.,  Ill,  90 
Melvin,  James  H.,  90 
Meloan,  Eva  L.,  181 
Nelson,  Howard  A.,  181 
Rowlett,  G.  Samuel,  Jr.,  181 
Santangelo,  Anthony  J.,  277 
Thompson,  W.  C.,  90 
Tolbert,  Virginia  S.,  231-N 
Westerfield,  James  A.,  181 
Whitaker,  H.  T,,  Jr.,  57 
Wyatt,  Rhea  L.,  90 
Diabetes 

diabetes  mellitus:  what  form  will  a cure  take?  [Gor- 
den]  99-S 

E 

Eckford,  J.  F. 

Starkville  pays  tribute  to  “Dr.  Feddy,”  299-N 

Erythromelagia 

primary  erythromelagia  associated  with  cerebral  in- 
farctions [Thomas]  *321 
Esophagus 

surgical  therapy  of  esophageal  strictures  [Maher]  * 1 55 


F 

Family  Medicine 

dusty  shoes  and  one  case  to  tell  [Brock]  354-PP 
emotional  factors  in  the  patient’s  illness  [Briggs  and 
Gillis]  *43 

family  practice  update  program  announced,  117-N 
procedures  in  family  medicine:  a survey  [Milhom  et 
al]  *191 

H 

Health  Care  Costs 

effecting  costs  proposals  requires  participation  [1-ock- 
ey]  79-E 

“Mother  Teresa”  strikes  again!  [Derrick]  175-E 
1985  health  issues  seminar  will  examine  quality  care 
and  reasonable  cost,  49-N 

Health  Care  Delivery  (see  also  Alternate  Delivery 
Systems) 

a system  that  cares:  AMA  president’s  address  to 
MSMA  House  of  Delegates  [Boyle]  257-S 
quality  medical  care  at  a reasonable  cost:  report  of  the 
House  of  Delegates  65-S 

Health  Insurance 

Blue  Shield  billing  caps  not  antitrust  violation,  303- 
MLB 

Health  Maintenance  Organizations  (see  also  Alter- 
nate Delivery  Systems) 

planning  moves  ahead  for  MSMA  IPA/HMO  [Mof- 
fitt] 287-E 

the  time  has  come  [Moffitt]  195-E 
time  to  board  the  bus  [Johnston]  263-E 


Hepatitis 

viral  hepatitis  B in  pregnancy:  a case  report  [Roberts 
and  Morrison]  *93 

History  of  Medicine 

country  doctor’s  office  officially  opened,  19-N 

sociology  of  science:  women  in  medicine  in  19th  cen- 
tury Mississippi  [Bridgforth]  *9 

Hodgkin’s  Disease 

neoplastic  meningitis  in  Hodgkin’s  disease:  CSF  eo- 
sinophilia  following  myelography  [Balducci  et  al] 
*343 

Hospital 

hospital  held  accountable  for  ER  physician’s  actions, 
214-MLB 

physician-hospital  dispute  over  staff  privileges,  15- 
MLB 

private  hospital  breached  duty  in  transferring  patient, 
365-MLB 

reader  comments  on  role  of  chief  of  medical  staff 
[Nix]  143-C 

staff  privileges  exempt  from  antitrust  statutes,  265- 
MLB 

the  scapegoat  [Johnston]  355-E 

Hypertension 

does  blood  pressure  cuff  size  make  a difference  in 
blood  pressure  readings?  [Nicholas  et  al]  *31 

I 

Infertility 

evaluation  of  the  infertile  couple  [Meeks]  129-GR 

J 

Joint  Commission  on  Accreditation  of  Hospitals 

Dr.  Dennis  O’Leary  named  president,  269-N 

K 

Kidney 

endourology  — a continuum  [Morris  and  Shappley] 
*1 

renal  update  1984  is  scheduled,  21-N 

L 

Legislation 

health  services  reorganization  bill  requires  monitoring 
[Lockey] 15-E 

Letters 

reader  lodges  complaint  against  Medical  Assurance 
Company  of  Mississippi  [Milic]  264-L 

Medical  Assurance  Company  of  Mississippi  general 
manager  responds  to  reader’s  complaint  [Houpt] 


Malpractice  (see  also  Professional  Liability) 

damage  limit  upheld,  143-MLB 
Eureka!  the  solution  to  the  malpractice  problem  [Der- 
rick] 105-E 

malpractice  litigation:  a personal  viewpoint  [Suther- 
land] 133-S 

the  malpractice  situation:  historical  background  and 
present  status  [Bufkin]  *289 
wrongful  life  suit  decided  by  New  Jersey  Supreme 
Court,  48-MLB 

Medical  Assurance  Company  of  Mississippi 
Dr.  Coltharp  receives  Caldwell  award,  270-N 
general  manager  responds  to  reader’s  complaint 
[Houpt  and  Milic]  264-L 

keeping  the  home  court  advantage  [Brock]  228-PP 
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Medical  Examiner 

state  hires  new  medical  examiner.  81-N 
Medical  Practice 
a letter  to  Dad  [Brock]  326-PP 
changing  times  [Johnston]  139-E 
medical  computing:  the  remote  database  [Streiffer] 
*171 

the  magic  button  [Johnston]  263-E 
the  scapegoat  [Johnston] 

> ear-end  tax  planning,  351-S 
Stedical  Specialty 

poems  take  light-hearted  look  at  dispute  between  in- 
ternists and  surgeons  [Dill  and  Gates]  298-C 
Medico-Legal  Briefs 

Blue  Shield  billing  caps  not  antitrust  violation,  303- 
MLB 

damage  limit  upheld  in  malpractice,  143-MLB 
court  affirms  right  to  exclude  uninsured  doctors,  230- 
MLB 

hospital  held  accountable  for  ER  physician's  actions, 
214-MLB 

licensure  commission  did  not  violate  physician's 
rights.  121-MLB 

phvsician-hospital  dispute  over  staff  privileges,  15- 
MLB 

physician  loses  age  discrimination  suit.  333-MLB 
physician  not  guilty  of  immoral  conduct,  175-MLB 
private  hospital  breached  duty  in  transferring  patient. 
365-MLB 

staff  privileges  exempt  from  antitrust  stamtes,  265- 
MLB 

wrongful  life  suit  decided  by  New  Jersey  Supreme 
Court,  48-MLB 
Members,  New 
Amyx,  Barry  C.,  360 
Applewhite,  George  A.,  147 
Ard,  Michael.  87 
Ashley,  Timothy  D.,  87 
Baggett,  Horace  E.,  337 
Balaski,  James  Phillip,  23 
G.  Chris  Ball.  360 
Bass.  R.  Eugene.  147 
Beghe-Balducci,  Claudia.  87 
Bishop.  Terrell  P.,  54 
Blackwell.  Dean  Allen,  817 
Bobo,  Russell  W.,  235 
Bondurant,  Sidney  W.,  360 
Boothe,  James  C.,  147 
Boyer,  R.  Michael,  277 
Bradbum,  Dennis  O.,  147 
Bradford.  William  W.,  120 
Braun.  John  C.,  54 
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PLACEMENT  SERVICE 


Physicians  Wanted 

Consulting  Physicians.  Board  eligible  orthopedic 
and  psychiatric  consultants  needed  25-30  hours  per 
week  for  evaluation  of  Social  Security  disability 
claims.  Positions  available  immediately.  For  addi- 
tional information,  please  call  Deborah  Warriner, 
Medical  Staff  Coordinator,  Disability  Determina- 
tion Services,  (601)  923-2153. 

Emergency  Physicians  Wanted.  Part-time  and 
full-time  positions.  Columbus,  MS.  Call  (601)  328- 
8385. 


PHYSICIANS  NEEDED 

Physicians  (especially  specialists  such  as 
ophthalmologists,  pediatricians,  orthopedists, 
neurologists,  etc.)  interested  in  performing 
consultative  evaluations  (according  to  Social 
Security  guidelines)  should  contact  the  Medi- 
cal Relations  Office.  WATS  1-800-962-2330, 
extensions  2276,  2275,  or  2190;  Jackson,  922- 
6811,  extensions  2276,  2275,  or  2190. 

The  Mississippi  Disability  Determination 
Services  now  has  a program  available  for 
medical  society  meetings  and  hospital  staff 
meetings.  The  purpose  of  this  program  is  to 
explain  how  the  disability  determination  pro- 
cess works,  its  historical  background,  its  basis 
in  legality  and  its  documentation  requirements. 
Any  group  interested  in  this  presentation 
should  also  contact  the  Medical  Relations 
Office. 


Mississippi,  Positions  Available.  Immediate/full- 
time positions  available  with  well-established, 
growing  emergency  medical  group  staffing  hospital 
emergency  departments  on  a 24-hour  basis  and  clin- 
ics providing  continual  medical  care  in  Central  and 
South  Mississippi.  Prefer  residency-trained  or  ex- 
perienced physicians  with  specialties  in  any  of  the 
following  areas:  Emergency,  Family  Practice,  In- 
ternal, and  Industrial  or  Occupational  Medicine  in- 
terested in  a career  commitment.  Attractive  salary 
and  benefit  package.  Career  advancement.  ME  A, 
P.A.  is  a physician-owned  and  managed  medical 
group  committed  to  the  financial  security  and  per- 
sonal development  of  each  physician  member.  For 
information  contact:  Sheila  M.  Lunceford;  Post 
Office  Box  12917;  Jackson,  MS  39236-2917;  or  call 
(601)366-6503. 


Physicians  Available 

Family  Practice.  1981  UMC  graduate,  residency 
trained,  board  certified;  interested  in  partnership  or 
group  experience,  primarily  in  Mississippi.  Reply 
to:  1822  Laurel  Street,  Jackson,  MS  39202  (601) 
352-6629. 


Anesthesiologist.  B.C.  university-trained;  20 
years  experience;  proficient  in  all  types  of  anesthe- 
sia; excellent  credentials;  Reply  4110-A,  Chico 
Road,  Pascagoula,  MS  39567. 


UMC  Graduate  completing  residency  in  family 
practice  in  1986  seeks  small  community  practice  in 
association  with  one  or  more  physicians.  Informa- 
tion on  potential  practice  locations  should  be  sent  to 
Box  A,  c/o  Journal  MSMA,  P.O.  Box  5229,  Jack- 
son,  MS  39216. 


Mark  Your  Calendar  NOW! 
MSMA  1 18th  Annual  Session 
June  4-8,  1986  Biloxi,  MS 
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CLASSIFIED 


We  buy/sell/lease  and  service  new  and  recon- 
ditioned Holter-Stress-Echo-EKG  and  other  Medi- 
cal Electronic  instruments.  Contact:  Ed  Bentolila, 
New  Life  Systems,  Inc.,  P.O.  Box  8767,  Coral 
Springs,  FL  33065;  (305)  972-4600. 


Want  to  relocate?  If  so,  we  offer  an  easy  way  to 
doit.  Send  us  yourCV.  We  will  condense  it  and  will 
routinely  circulate  the  condensed  version  to  over 
3,000  hospitals,  clinics,  group  practices,  and  labs  in 
12  states  (AL,  AR,  FL,  GA,  KY,  LA,  MS,  NC,  OK, 
SC,  TN,  TX).  All  at  no  cost  to  you  now  or  ever.  All 
specialties  needed.  Trent  Associates,  2421  Shades 
Crest  Road,  Birmingham,  AL  35216. 


1986  CME  Cruise/Conferences  on  Selected 
Medical  Topics  — Caribbean,  Mexican, 
Hawaiian,  Alaskan,  mediterranean.  7-12  days  year- 
round.  Approved  for  20-24  CME  Cat.  1 credits 
(AMA/PRA)  & AAFP  prescribed  credits.  Distin- 
guished professors.  Fly  Roundtrip  Free  on  Carib- 
bean, Mexican,  & Alaskan  Cruises.  Excellent  group 
fares  on  finest  ships.  Registration  limited.  Pre- 
scheduled in  compliance  with  present  IRS  require- 
ments. Information:  International  Conferences,  189 
Lodge  Ave.,  Huntington  Station,  NY  11746;  (516) 
549-0869. 

For  Sale.  Bennett  clinic  x-ray  unit.  Model  C-300 
300MA  125  KVP  with  table  and  buckey;  four  years 
old,  $10,499.  Alpha/Tek  AX  700  processor, 
$1,995;  slightly  older  GE  x-ray  unit  300  MA  125 
KVP,  $8,999.  Call  981-5821.  (After  5:00  p.m.,  call 
956-8504.) 
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EXCERPTS  FROM  A SYMPOSIUM 
"THE  TREATMENT  OF  SLEEP  DISORDERS"® 


. highly  effective 
for  both  sleep  induction  and 
sleep  maintenance  ff 


Sleep  Laboratory  Investigator 
Pennsylvania 


References:  1.  Kales  J,  etol  Clin  Pharmacol  Ther  /i’691 
697,  Jul-Aug  1971  2.  Kales  A,  eta!  Clin  Pharmacol  Ther 
18  356-363,  Sep  1975  3.  Kales  A,  elal  Clin  Pharmacol 
Ther  19  576-583,  May  1976  4.  Kales  A,  elal  Clin  Pharma- 
col Ther  32  78I-788,  Dec  1982  5.  FrostJDJr,  DeLucchi 
MR  J Am  Geriatr  Sac  27  84^-848,  Dec  1979  6,  Dement 
WC,  elal  BehavMed,  pp  25-31,  Oct  1978  7.  Kales  A, 

Kales  JD  J Clin  Psychopharmacol  3. 140-150,  Apr  1983 
8.  Tennant  FS,  elal:  Symposium  on  the  Treatment  ot  Sleep 
Disorders,  Teleconference,  Oct  16,  1984  9.  Greenblott  DJ, 
Allen  MD,  Shader  Rl  Clin  Pharmacol  Titer  21  355-361, 
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. . onset  of  action  is 
rapid. . . provides  sleep  with 
no  rebound  effect  to  agitate  the 
patient  the  following  day  A A 
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ii  . . appears  to  have 
the  best  safely  record  of  any 
of  the  benzodiazepines 


Psychiatrist 

California 


DALMANE" 

flurazepam  HCI/Roche(w 

Before  prescribing,  pleose  consult  complete  product 
information,  o summary  ot  which  follows: 

Indications:  Ettective  in  all  types  of  insomnia  characterized 
by  difficulty  in  falling  asleep,  frequent  nocturnal  awakenings 
and/or  early  morning  awakening,  in  patients  with  recurring 
insomnia  or  poor  sleeping  habits,  in  acute  or  chronic  medicol 
situations  requiring  restful  sleep  Objective  sleep  laborotory 
data  have  shown  effectiveness  for  at  least  28  consecutive 
nights  of  administration  Since  insomnia  is  often  transient 
^ ond  intermittent,  prolonged  administration  is  generally  not 
<^^\^ecessory  or  recommended  Repeated  therapy  should  only 
' be  undertaken  with  appropriate  patient  evaluation 
Controindicotions:  Known  hypersensitivity  to  flurazepam  HCI, 
.■"W  pregnancy  Benzodiazepines  may  cause  fetal  damage  when 
‘administered  during  pregnancy  Several  studies  suggest  on 
, . . increased  risk  of  congenital  malformations  associated  with 
- benzodiazepine  use  during  the  first  trimester  Worn  patients 
I ' of  the  potential  risks  to  the  fetus  should  the  possibility  of  be- 
■ ■ ■ coming  pregnant  exist  while  receiving  flurazepom  Instruct 
patients  to  discontinue  drug  prior  to  becoming  pregnant  Con- 
sider the  possibility  of  pregnancy  prior  to  instituting  therapy 
Warnings:  Caution  patients  about  possible  combined  effects 
with  alcohol  and  other  CNS  depressants  An  additive  effect 
may  occur  if  alcohol  is  consumed  the  day  following  use  for 
nighttime  sedation  This  potential  may  exist  for  severol  doys 
following  discontinuation  Caution  against  hazardous  occu- 
pations requiring  complete  mental  alertness  (e  g . operating 
machinery,  driving)  Potential  impairment  of  performance  of 
such  activities  may  occur  the  day  following  ingestion  Not 
recommended  for  use  in  persons  under  15  years  ot  age 
Withdrawal  symptoms  rarely  reported,  abrupt  discontinuation 
should  be  avoided  with  gradual  tapering  ot  dosage  tor  those 
patients  on  medication  for  o prolonged  period  of  time  Use 
caution  in  administering  to  addiction-prone  individuals  or 
those  who  might  increase  dosage 


After  15  years,  the  experts  still  concur  about  the 
continuing  value  of  Dolmone  (flurazepam  HCI/ 
Roche).  It  provides  sleep  that  satisfies  patients. . . 
and  the  wide  margin  of  safety  that  satisfies  you. 

The  recommended  dose  in  elderly  or  debilitated 
patients  is  15  mg.  Contraindicated  in  pregnancy 


DALMANE 

flurazepam  HCI/Roche  ® 


sleep  that  satisfies 


15-mg/30-mg 

capsules 


Precautions:  In  elderly  and  debilitated  patients,  it  is  recom- 
mended that  the  dosage  be  limited  to  1 5 mg  to  reduce  risk  of 
oversedotion,  dizziness,  confusion  and/or  ofoxio  Consider 
potential  additive  effects  with  other  hypnotics  or  CNS  depres- 
sants Employ  usual  precautions  in  severely  depressed 
patients,  or  in  those  with  latent  depression  or  suicidal  tenden- 
cies, or  in  those  with  impaired  renal  or  hepatic  function 
Adverse  Reoctlons:  Dizziness,  drowsiness,  lightheodedness, 
staggering,  otoxio  and  foiling  hove  occurred,  particularly  in 
elderly  or  debilitated  patients  Severe  sedation,  lethargy  dis- 
orientation and  coma,  probably  indicative  of  drug  intolerance 
or  overdosage,  hove  been  reported  Also  reported  headache, 
heartburn,  upset  stomach,  nausea,  vomiting,  diarrhea,  con- 
stipation, Gl  pain,  nervousness,  talkativeness,  apprehension, 
irritability  weakness,  palpitations,  chest  pains,  body  and  joint 
pains  and  GU  complaints.  There  have  also  been  rare  occur- 
rences of  leukopenia,  granulocytopenia,  sweating,  flushes, 
difficulty  in  focusing,  blurred  vision,  burning  eyes,  faintness, 
hypotension,  shortness  of  breafh,  pruritus,  skin  rash,  dry 
mouth,  bitter  taste,  excessive  salivation,  anorexia,  euphoria, 
depression,  slurred  speech,  confusion,  restlessness,  halluci- 
nations, and  elevated  SGOT,  SGPT,  total  and  direct  bilirubins, 
and  alkaline  phosphatase,  and  paradoxical  reactions,  e g . 
excitement,  stimulation  and  hyperactivity 
Dosage:  Individualize  for  maximum  beneficial  effect  Adulls 
30  mg  usual  dosage.  15  mg  may  suffice  in  some  patients. 
Elderly  or  debilitated  patients.  15  mg  recommended  initially 
until  response  is  determined 

Supplied:  Capsules  containing  1 5 mg  or  30  mg  flurozepom 
HCI 
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FOR  SLEEP 

After  more  than  15  years  of  use,  ifs  # 1 for  sleep  that  satisfies. 

Patients  are  satisfied  because  they  fall  asleep  fast  and  stay 
asleep  till  morning.  ’ ® And  you're  satisfied  by  the  exceptionally 
wide  margin  of  safety.^'®  As  always,  caution  patients  about 
driving  or  drinking  alcohol. 

Please  see  references  and  summary  at  product  information  on  reverse  side 
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